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greater  antibacterial  efficacy... 


Chloromycetin6 

for  today’s  problem  pathogens 


Because  of  the  increasing  emergence  of  pathogenic  strains  resistant 
to  commonly  used  antibiotics,  judicious  selection  of  the  most  effec- 
tive agent  is  essential  to  successful  therapy.  In  vitro  sensitivity 
studies  serve  as  a valuable  guide  to  the  antibiotic  most  likely  to  be 
most  effective.  Both  clinical  experience  and  sensitivity  studies  indi- 
cate the  greater  antibacterial  efficacy  of  CHLOROMYCETIN 
(chloramphenicol,  Parke-Davis)  treatment  for  many  resistant 
infections.1*7 


CHLOROMYCETIN  is  a potent  therapeutic  agent  and,  because 
certain  blood  dyscrasias  have  been  associated  with  its  administra- 
tion, it  should  not  be  used  indiscriminately  or  for  minor  infections. 
Furthermore,  as  with  certain  other  drugs,  adequate  blood  studies 
should  be  made  when  the  patient  requires  prolonged  or  intermittent 
therapy. 


graph  is  adapted 
i Altemeier,  Cul- 
ion,  Sherman,  Cole, 
rn,  & Fultz.1 
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New  York  J.  Med.  55:2475  (Sept.  1)  1955.  (3)  Murphy,  E D.,  & Waisbren,  B.  A., 
in  Murphy,  E D.:  Medical  Emergencies:  Diagnosis  and  Treatment,  ed.  5,  Phila- 
delphia, E A.  Davis  Company,  1955,  p.  557.  (4)  Weil,  A.  J.,  & Stempel,  B.: 
Antibiotic  Med.  1:319,  1955.  (5)  Jones,  C.  E;  Carter,  B.;  Thomas,  W.  L.,  & 
Creadick,  R.  N.:  Obst.  6 ■ Gijnec.  5:365,  1955.  (6)  Kass,  E.  H.:  Am.  J.  Med. 
18:764,  1955.  (7)  Tebrock,  H.  E.,  & Young,  W.  N.:  New  York  J.  Med.  55:1159 
(Apr.  15)  1955. 
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the  power  of  gentleness 


helps  patients  face  everyday  anxieties  and  tensions 
“...mild  action  promotes  an  over-all  calmness...”* 


New  and  Different  • not  a hypnotic-sedative  — unrelated  to  any  available  chemo- 
psychotherapeutic  agent  • no  evidence  of  cumulation  or  habituation  • does  not  cause 
gastric  hyperacidity  • unusually  wide  margin  of  safety  — no  significant  side  effects 

Dosage:  150-300  mg.  three  or  four  times  daily. 

Supplied:  300  mg.  scored  tablets,  bottles  of  48. 


*Ferguson,  J.  T. : J.  Am.  Geriatrics  Soc.  4:1080,  1956. 


AMES  COMPANY,  INC 


ELKHART,  INDIANA 


24956 
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average  dosage  only  ti.d. 

antibiotic 

synergism 


The  three  gray  lines  of  this  graph  show  the 
growth  rate  of  a penicillin-sensitive  strain  of 
Staphylococcus  (Micrococcus  pyogenes,  vat. 
aureus)  under  3 conditions: 

1.  In  the  absence  of  antibiotics 

2-  In  the  presence  of  subinhibitory  concen- 
tration of  penicillin 

3-  In  the  presence  of  subinhibitory  concen- 
tration of  Albamycin* 

Even  half  these  subinhibitory  concentrations  of 
penicillin  and  Albamycin,  when  combined,  (black 
line)  produce  a dramatic  bactericidal  effect. 


-Penicillin’ 

(Albamycin  plus  penicillin) 

Compare  it  with 
the  antibiotic  you  are 
currently  using: 


Range  of  effectiveness:  Alba-Penicillin  is 
effective  against  the  organisms  that  cause  the 
overwhelming  majority  of  bacterial  infections 
(Staphylococci,  Streptococci,  Pneumococci, 
Proteus). 

Risk  of  resistance:  Because  in  vitro  tests 
show  this  combination  is  synergistic  against 
even  Staphylococci  already  resistant  to  all  other 
antibiotics,  the  risk  of  resistance  is  minimized. 

Risk  of  enterocolitis:  Because  it  has  little 
or  no  effect  on  the  predominant  Gram-negative 
intestinal  bacteria,  and  is  highly  effective 
against  Staphylococci,  there  is  virtually  no  dan- 
ger of  enterocolitis  due  to  alteration  in  intestinal 
flora,  or  of  other  side  effects  such  as  perianal 
pruritus. 

Convenience;  Alba-Penicillin  is  oral  therapy, 
and  the  average  adult  dosage  is  only  1 to  2 cap- 
sules t.i.d.,  which  eliminates  middle-of-the-night 
medication. 

It  is  available  in  bottles  of  16  capsules.  Each 
capsule  contains  250  mg.  Albamycin  ( as  novo- 
biocin sodium,  crystalline)  and  250,000  units 
penicillin  G potassium. 


Upjohn 


THE  UPJOHN  COMPANY,  KALAMAZOO,  MICHIGAN 


10  12  14  16 

Time  in  hours 
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IMPORTANT  MEDICAL  MEETINGS  IN  1957 

( Clip  out  this  page  for  Future  Reference ) 

For  information  on  dates  of  any  national,  regional  or  state  medical  or  allied  convention 

call  the  Executive  Office  of  the  Society 


LOCAL 

RHODE  ISLAND  MEDICAL  SOCIETY.  At 
the  Medical  Library.  Animal  Meeting:  Wednes- 
day, May  1 and  Thursday,  May  2.  Cancer 
Conference:  Wednesday,  March  20,  Medical 
Library,  1-3  p.m.  Rhode  Island  Hospital:  Re- 
search Day,  Wednesday,  April  17. 

PROVIDENCE  MEDICAL  ASSOCIATION. 
At  the  Medical  Library:  MONDAYS — Febru- 
ary 4 ; March  4 ; April  1 ; October  7 ; November 
4 ; December  2. 

NEW  ENGLAND 

March  25-28.  New  England  Hospital  Assembly, 
Statler  Hotel,  Boston 

April  30- May  2.  Connecticut  State  Medical  So- 
ciety, East  Hartford 

May  21-23.  Massachusetts  Medical  Society,  Stat- 
ler Hotel,  Boston 

June  23-25.  Maine  Medical  Association,  Rockland, 
Maine 

Sept.  15-17.  New  Hampshire- Vermont  Medical 
Societies,  at  the  Balsams,  Dixville  Notch,  N.  H. 

NATIONAL 

Feb.  4-6.  American  Academy  of  Allergy,  Statler 
Hotel.  Los  Angeles,  Calif. 

March  25-28.  American  Academy  of  General 
Practice,  St.  Louis,  Mo. 

April  1-3.  American  Academy  of  Pediatrics 
(Spring  Session  ),  Sheraton-Park  Hotel,  Wash- 
ington, D.  C. 

April  8-12.  American  College  of  Physicians, 
Mechanics  Hall,  Boston,  Mass. 

May  5-7.  American  Society  for  Clinical  Investi- 
gation, Atlantic  City,  N.  J. 

May  6-9.  American  Urological  Association,  Pitts- 
burgh, Pa. 

May  13-17.  American  Psychiatric  Association, 
Morrison  Hotel,  Chicago,  111. 

May  29-June  2.  American  College  of  Chest  Phy- 
sicians, Hotel  Commodore,  New  York,  N.  Y. 

June  3-7.  American  Medical  Association.  Coli- 
seum, New  York,  N.  Y. 

Oct.  7-10.  American  Academy  of  Pediatrics, 
Palmer  House,  Chicago,  111. 


Oct.  13-18.  American  Academy  of  Ophthal- 
mology, Palmer  House,  Chicago,  111. 

Oct.  14-18.  American  College  of  Surgeons,  At- 
lantic City,  N.  J. 

Oct.  14-18.  American  Society  of  Anesthesiolo- 
gists, Statler  Hotel,  Los  Angeles,  Calif. 

Oct.  20-26.  American  College  of  Gastroenter- 
ology, Somerset  Hotel,  Boston,  Mass. 

Oct.  26-30  American  Heart  Association,  Sherman 
Hotel,  Chicago,  111. 

Nov.  11-15.  American  Public  Health  Association, 
Cleveland,  Ohio. 

Dec.  3-6.  American  Medical  Association,  Phila- 
delphia, Pa.  (Interim  Meeting) 


SIL-OU-ET  SKIMMED  MILK 


WINS  MEDICAL  SUPPORT 

Here  is  a milk  every  diet-conscious  person  can  drink 
safely.  It  is  pure  New  England  milk  with  the  fat  removed 
. . . yet,  like  all  milk,  it  is  very  high  in  the  non-fattening 
food  essentials  you  need  for  good  looks  and  good  health. 
Leading  doctors  recommend  Hood  Skimmed  Milk  as  part 
of  every  weight-watching  diet. 

For  delivery,  call  Providence  DE  1 -3024 


IMPORTANT  to  every 

Dieter! 

HOOD  SIL-OU-ET  SKIMMED  MILK 


for  added  certainty 

in  antibiotic  therapy. . . 

multi-spectrum' 
synergistically 
strengthened 


16  CAPWi  tS 

Sigmamycii! 


oleandomycin 

tetracycline 

250  MG. 


, contotns  S3 
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CAUTION: 
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tthe  antimicrobial  spectrum 
of  tetracycline  extended  and 
potentiated  to  include  even 
those  strains  of  staphylococci 
and  other  pathogens  resistant 
to  previously  employed  anti- 
biotic therapy ; and  to  provide 

1.  a new  maximum  in  thera- 
peutic efficacy 

a new  maximum  in  protection 
against  resistance 

a new  maximum  in  safety  and 
toleration 

Capsules:  250  mg.  (oleandomycin 
83  mg.,  tetracycline  167  mg.) 


World  leader  in  antibiotic  development  and  productu 


^Trademark 


plus 


a new  maximum  m 

palatability. . . now  available 

with  new 
mint -flavored 


OLEANDOMYCIN  TETRACYCLINE 


ORALS EN 


A savory  mint  flavor^  that  adds  the  fur- 
ther certainty  of  acceptability  to  anti- 
biotic therapy,  particularly  for  that  90% 
of  the  patient  population  treated  in  the 
home  or  office  where  sensitivity  testing 
may  not  be  feasible,  and  where  pleasant 
flavor  can  make  the  difference  between 
prescription  adherence  and  laxity. 

Sigmamycin  for  Oral  Suspension 

is  available  in  2 oz.  bottles  containing  1.5  Gm.  of 
Sigmamycin  (oleandomycin  500  mg.,  tetracy- 
cline 1 Gm.).  When  reconstituted  each  5 cc.  tea- 
spoonful contains  125  mg.  of  Sigmamycin 
(42  mg.  of  oleandomycin  as  the  phosphate  salt 
with  tetracycline  amphoteric  equivalent  to 
83  mg.  of  tetracycline  hydrochloride). 


PFIZER  LABORATORIES,  Brooklyn  6,  N.Y. 
Division,  Chas.  Pfizer  & Co.,  Inc. 
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Available  on  prescription  onh 


Achrocidin  is  a well-balanced,  comprehensive  formula 
directly  modifying  the  complications  of  the  common 
cold  or  upper  respiratory  infections. 

In  addition  to  the  direct  benefit  of  rapid  symptomatic- 
improvement,  Achrocidin  promptly  controls  tbe  bac- 
terial component  frequently  responsible  for  the  devel- 
opment in  susceptible  individuals  of  sequelae  such  as 
otitis  media,  sinusitis,  adenitis,  and  bronchitis. 


ACHROMYCIN®  Tetracycline  . .125  mg. 

Phenacetin 120  mg. 

Caffeine 30  mg. 

Salicylamide 150  mg. 

Chlorothen  Citrate 25  mg. 

Bottle  of  24  tablets. 


Achrocidin  is  convenient  for  you  to  prescribe — easy 
for  the  patient  to  take.  Average  adnlt  dose:  two  tablets 
three  or  four  times  daily. 

LEDERLE  LABORATORIES  DIVISION.  AMERICAN  CYANAMID  COMPANY.  PEARL  RIVER,  NEW  YORK 

^TRADEMARK 
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Samples  on  request 

DESITIN  CHEMICAL  COMPANY 

812  Branch  Ave.,  Providence  4,  R.  I. 


for  over a quarter^ 
3 century 

DESITIN 

OINTMENT* 

has  prevented  and 

cleared  up 
diaper  rash 

excoriation,  chafing 
and  irritation  in 

more 

babies 

than  any  other 
ethical  product 

*A$SU>a 
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severe  asthma 

is  usually  aggravated 
and  prolonged 

by  a strong  emotional  overlay 

In  one  study,  ‘Thorazine’ 
relaxed  and  improved  1 1 of 
12  patients  within  one  hour 
after  injection  ...  in  one  case 
“appeared  to  be  life-saving.”1 

‘Thorazine’  promptly  alleviates  the  emotional 
stress  which  may  precipitate,  aggravate  or 
prolong  an  asthmatic  attack.  It  enables  the  patient 
to  sleep,  yet  does  not  depress  respiration. 

Available:  Ampuls,  Tablets,  Syrup  (as  the 
hydrochloride),  and  Suppositories  (as  the  base). 

Smith,  Kline  & French  Laboratories,  Philadelphia 

1.  Ende,  M.:  Am.  Pract.  & Dig.  Treat.  6:710  (May)  1955. 

*T.M.  Reg.  U.S.  Pat.  Off.  for  chlorpromazine,  S.K.F. 
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&xPut  STRONG 


EDWARD  J.  BURRELL 


E.  WILLIAM  BURRELL 


Advised  by  many  doctors 
when  they  feel  children’s 
feet  will  benefit  from: 


'ee 


EXTRA  strong  steel 
shanks,  EXTRA  firm  in- 
ner counters,  EXTRA 
height  and  firmness  at 
the  arch. 


All  prescription  fittings 
supervised  by  Mr. 
Edward  Burrell  or  Mr. 
William  Burrell.  Call 
GAspee  1-7040  for  furth- 
er information.  Fitting 
prescription  pads  fur- 
nished on  request. 


THOMAS  HEEL 

SAoed 


We  have  many  attractive 
boy  and  girl  styles;  and 
we  fit  them  according  to 
doctors’  orders. 


QjJ  ALITY  FOOTWEAR 
SINCE  1812 

206  WESTMINSTER  ST.  PROVIDENCE 


For  the  CONVENIENCE  of  our  CUSTOMERS... 


A.  B.  Munroe  Dairy  offers  cus- 
tomers the  choice  of  milk  in: 

(1)  conventional  straight  neck 
bottle, 

(2)  distinctive  two  compartment 
bottle  for  easy  separation  of 
cream  from  the  fat-free  milk. 
Separators  furnished  free 
upon  request. 

The  two  compartment  bottle  is 
a money-saver  for  families 
occasionally  requiring  small 
amounts  of  skim  (fat-free)  milk 
for  special  diets  or  top  cream 
for  coffee,  cooking  and  other 
needs. 

Call  EA  1-2091  today 
for  home  delivery. 

A.  B.  MUNROE  DAIRY 
INC. 

ST.,  EAST  PROVIDENCE,  R.  I. 
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in  bronchial  asthma 

Sterane 

brand  of  prednisolone 

whenever  corticosteroids 
are  indicated 

provides  restoration  of  breathing  capacity  — Relief  of  symptoms 
[ bronchospasm,  cough,  wheezing,  dyspnea]  is  maintained  for  long 
periods  with  relatively  small  doses.* 

minimal  effect  on  electrolyte  balance  — "in  therapeutically  effective 
doses  . . . there  is  usually  no  sodium  or  fluid  retention  or  potassium 
loss.”*  Lack  of  edema  and  undesirable  weight  gain  permits  more 
effective  therapy  particularly  for  those  with  cardiac  complications. 


Supplied:  White,  5 mg.  oral  tab- 
lets, bottles  of  20  and  100.  Pink, 
1 mg.  oral  tablets,  bottles  of  100. 
Both  are  deep-scored. 

*Schwartz,  E.:  New  York  J.  Med. 
56:570,  1956. 


PFIZER  LABORATORIES,  Brooklyn  6,  New  York 
Division,  Chas.  Pfizer  8c  Co.,  Inc. 
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Efficient 
Synergistic  Therapy 
for 

Common  Cold 
Allergic  Rhinitis 
Sinusitis 


nTz  Nasal  Spray  contains  a physiologically  balanced, 
nonirritating  formulation  of  three  well  known  and 
widely  used  compounds.  This  combination  places 
at  the  physician’s  command  a synergistic  method 
of  therapy  for  the  common  cold,  allergic  rhinitis 
and  sinusitis. 


NaM&SpWUJ 


Neo-Sy nephritic"  HCI  0.5% 

— produces  Dependable  Decongestion 


Well  Tolerated 
No  Antibiotic  Sensitization 


Thenfadil®’  HCI  0.1% 

— assures  Powerful  Anti-Allergic  Action 


Zephiran®  Cl  1:5000 

— time-tested  Antiseptic  Preservative  and 
Wetting  Agent  increases  efficiency 


Supplied  in  unbreakable  plastic  squeeze 
bottle  of  20  cc.,  prescription  packed 
with  removable  label. 

Also  glass  bottles  of  30  cc.  (1  fl.  oz.)  with  dropper. 

WINTHROP  LABORATORIES  new yorki 8, n. y. • Windsor, ont. 

Neo-Synephrine,  Thenfadil  and  Zephiran,  trademarks  reg.  U.  S.  Pat.  Off., 

brand  of  phenylephrine,  dethylandiamine  and  benzalkonium  chloride  (refined),  respectively. 


Delivers 
fine  even 
spray . . . 
Leak  proof 
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years  of 
documented 
Lence 


YOUR  PATIENT  NEEDS  AN  ORGANOMERCURIAL 

Practicing  physicians  know  that  many  years  of  clinical  and  laboratory  experience 
with  any  medication  are  the  only  real  test  of  its  efficacy  and  safety. 

Among  available,  effective  diuretics,  the  organomercurials  have  behind  them  over 
three  decades  of  successful  clinical  use.  Their  clinical  background  and  thousands  of 
reports  in  the  literature  testify  to  the  value  of  the  organomercurial  diuretics. 


TABLET 

NEOHYDRIN 


BRAND  OF  CH  LORM  ERODR  I N (ie.3  mg.  of  3-chloromercuri-2-methoxy-propylurea 
EQUIVALENT  TO  lO  MG.  OF  NON-IONIC  MERCURY  IN  EACH  TABLET) 


a standard  for  initial  control  of  severe  failure 

MERCUHYDRIN®  SODIUM 

BRAND  OF  MERALLUR1DE  INJECTION 


02156 
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The  Right  Way 
To  Invest  in  Any 
Mutual  Fund 

Perhaps  you  know  . . . that  more 
and  more  people  these  days  are  in- 
vesting in  mutual  funds.  And  for 
good  reasons. 

They  like  the  dividends  paid 
by  mutual  funds  . . . which  have 
done  remarkably  well  in  keeping  up 
with  rising  prices  during  past  years. 

Also,  they  like  the  diversifica- 
tion (many  different  securities  in  one 
package)  and  the  management  pro- 
vided by  experienced  analysts. 

But  here  — one  caution!  All 
mutual  funds  are  not  alike!  If  you 
invest  in  the  first  one  you  happen 
to  hear  about,  you  can  cause  your- 
self a lot  of  financial  grief. 

The  right  way  is  to  get  the 
whole  story  — find  out  what  types 
you  may  choose  from,  the  advan- 
tages of  each,  and  which  specific 
fund  can  do  the  best  job  to  meet 

your  exact  needs. 

You  can  get  all  this  help  and 
information  from  us.  There's  no  ob- 
ligation ...  and  if  you  are  going 
to  invest,  why  not  protect  yourself 
by  doing  it  the  right  way?  Why 
not  talk  with  us  now? 


Davis  & Davis 

Members  Hew  York  Slock  Exchange 

GROUND  FLOOR,  TURKS  HEAD  BLDG. 

Providence,  R.  I.  — GAspee  1-7100 
Market  Summaries:  GAspee  1-6004 


EVERY  WOMAN 
WHO  SUFFERS 
IN  THE 
MENOPAUSE 
DESERVES 
"PREMARINI 

widely  used 
natural,  oral 
estrogen 


AYERST  LABORATORIES 
New  York,  N.  Y.  • Montreal,  Canada 
5645 


JANUARY,  1957 


17 


BUTAZOLIDIN 

(phenylbutazone  geigy) 


potent,  specific 
anti-arthritic 


Based  on  an  impressive  background  of  achievement  attained 
over  a period  of  four  years  involving  both  long-term  and 
short-term  therapy  in  all  the  major  forms  of  arthritis, 
Butazolidin  is  recognized  as  one  of  the  most  effective 
anti-arthritic  agents  currently  available. 
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Specify  incremin  tablets  to  stimulate  appetite  in  your  problem- 
eater,  underweight,  or  generally  below-par  patients  of  all  ages. 


Incremin  tablets  are  highly  palatable,  caramel  flavored.  May  be 
orally  dissolved,  chewed,  or  swallowed.  Dosage  only  1 tablet  daily. 


Each  incremin  tablet  contains: 


1-Lysine  300  mg. 

Vitamin  Bu  25  mcgm. 

Thiamine  (Bi)  10  mg. 

Pyridoxine  ( Bo)  5 mg. 

(incremin  Drops  contain  1%  alcohol) 


Remember  incremin  drops.  Same  formula.  Cherry  flavor.  Can  be 
mixed  with  milk,  milk  formula,  or  other  liquid.  In  15  cc.  polyethy- 
lene dropper  bottle.  Dosage:  0.5  to  1 cc.  (10-20  drops)  daily. 
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'T'his  is  an  example  of  the  teaching  exercises 
which  we  have  used  at  the  Peter  Bent  Brigham 
Hospital  for  thirty  or  thirty-five  years.  It  exempli- 
fies free  discussion  and  evaluation  of  all  aspects  of 
selected  cases,  not  just  diagnosis,  hut  therapy, 
follow-up  and  mistakes,  and  I think  problably  we 
wre  will  learn  more  from  our  mistakes  than  from 
our  triumphs,  but  I shall  let  you  judge  the  value 
of  the  various  parts  as  the  cases  go  on. 

First,  I should  like  to  present  my  colleagues, 
Dr.  Samuel  A.  Levine  and  Dr.  J.  Englebert 
Dunphy. 

The  first  case  is  one  primarily  for  Dr.  Levine. 

The  patient  was  a charming  thirty-four  year 
old  young  lady,  and  the  older  we  get,  the  more 
charming  the  young  ladies  look.  She  came  in  be- 
cause she  was  weak,  tired  and  short  of  breath  for 
six  months.  Why  she  came  to  Dr.  Levine.  I don’t 
know,  because  she  had  no  history  of  rheumatic 
fever.  Ten  months  ago,  her  physician  told  her 
she  had  a slight  heart  murmur.  She  herself  noticed 
that  she  began  to  be  short  of  breath,  first,  on  climb- 
ing stairs,  six  months  ago ; then  a marked  short- 
ness of  breath  developed,  and  the  heart  became 
irregular. 

*A  panel  presentation  at  the  Interim  Meeting  of  the  Rhode 
Island  Medical  Society,  at  Providence,  Rhode  Island, 
October  24,  1956. 


She  had  lost  twenty-five  pounds  of  weight,  in 
spite  of  a good  appetite. 

Every  now  and  then  in  our  experience,  a word 
or  a phrase  coming  out  of  the  blue  sometimes  rings 
a bell,  and  I am  sure  Dr.  Levine  is  palpitating 
right  now,  yes,  palpitating,  with  that  last  state- 
ment, that  she  had  lost  twenty-five  pounds  of 
weight  in  spite  of  a good  appetite.  What  does  that 
mean  to  you,  Doctor? 

Dr.  Levine:  You  know  what  it  means.  I taught 
you  what  that  means  about  thirty  years  ago. 

Dr.  Sosman:  It  means  diabetes. 

Dr.  Levine:  Yes,  diabetes. 

Dr.  Dunphy:  Or  hyperthyroidism. 

Dr.  Sosman:  She  was  able  to  lie  flat  on  the  bed, 
in  spite  of  fluid  in  the  chest  and  edema.  Dr.  Levine 
saw  her  and  found  that  the  right  chest  was  flat. 
That  it  was  flat  to  percussion,  I mean,  and  not  to 
palpation.  She  had  a great,  true,  systolic  murmur, 
but  no  diastolic.  The  heart  was  grosslv  irregular. 
She  was  not  cyanotic,  and  the  neck  veins  were  mod- 
erately distended.  He  thought  possibly  it  was 
rheumatic  heart  disease,  with  mitral  stenosis,  be- 
cause cases  do  occur  without  the  typical  diastolic 
murmur,  I am  told,  when  in  failure  or  fibrillating. 
There  was  also  pericarditis,  and  because  of  the 
right  chest  full  of  fluid,  there  was  the  possibility 
of  mediastinal  pathology. 

Can  you  reconstruct  what  you  did  at  that  time, 
Dr.  Levine? 

Dr.  Levine : I might  interject  here  that  she  was 
sent  down  from  Maine  by  a very  good  doctor ; he 
was  worrying  about  her  right  then.  He  said  he 
had  never  made  a diagnosis  of  pericardial  constric- 
tion. Might  this  be  a case  of  pericardial  constric- 
tion ? He  had  read  that  such  cases  can  have  fluid, 
and  lie  flat.  That  was  the  striking  thing.  She  had 
a lot  of  fluid  in  the  chest,  2,000  c.c.  Could  it  be 
pericardial  constriction  ? 

He  found  a venous  pressure  of  280,  which  would 
also  make  one  think  of  that  because  the  pressure 
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rises  to  a high  level.  He  wanted  to  he  sure  he 
wasn’t  overlooking  incurable  disease.  It  was  along 
those  lines  that  he  was  thinking  when  he  sent 
the  patient  down  to  me. 

There  was  that  possibility  and  we  couldn't  dis- 
miss it  lightly. 

Dr.  Sosman  speaks  about  not  bearing  a murmur. 

I did  not  bear  it.  She  looked  like  a case  of  mitral 
stenosis.  Every  morning  when  we  came  in,  there 
would  be  a question  of  the  diastolic  murmur,  and 
the  third  heart  sound  would  he  heard.  I was  flirting 
with  something  going  on  there,  although  I thought 
it  might  he  a stenosis  as  the  most  likely  diagnosis. 

There  was  no  history  of  fibrillation. 

There  were  other  things  that  developed  which 
pointed  in  that  direction. 

I think  that  we  can  now  go  to  the  roentgeno- 
grams for  help,  Dr.  Sosman. 

Chairman  Sosman:  There  is  a rather  striking 
appearance  on  this  film  of  December,  1940.  The 
right  chest  is  completely  full  of  fluid,  and  there 
is  no  fluid  at  all  in  the  left.  It  was  impossible  to 
say.  really,  whether  the  heart  was  enlarged  or  dis- 
placed to  the  left.  I asked  them  to  take  out  a little 
of  the  fluid,  which  they  did.  The  fluid  was  clear. 

It  looks  as  if  the  heart  is  definitely  enlarged  to 
the  right.  Doctor.  Do  you  agree  on  that? 

Dr.  Levine:  Yes,  that  is  right. 

Chairman  Sosman:  Things  are  not  always  what 
they  seem,  even  in  the  X rays.  Here  is  what  ap- 
peared to  be  the  border  of  the  heart,  and  here  is 
the  border  of  the  lung,  with  fluid.  The  heart  border 
is  here  [indicating]. 

There  are  other  things  besides  the  X-ray  film  that 
we  use  in  our  roentgenological  diagnosis.  The  one 
thing  was  that  as  I took  hold  of  her  hands  to  put 
her  in  the  proper  position,  the  hands  felt  unusually 
soft.  She  was  warm  ; she  was  warmer  than  usual. 
When  1 watched  her  under  the  fluoroscope,  this 
whole  border  of  the  heart  had  a hyperactive  beat, 
the  type  of  thing  we  see  with  anemia,  or  hyper- 
thyroidism. So  the  combination  of  this  hyper- 
active heat  and  the  warmth  and  the  softness  of 
her  skin  made  me  think  she  probably  had  hyper- 
thyroidism, with  heart  failure,  and  this  great  mass 
of  fluid  on  the  right. 

What  did  you  do  next,  Dr.  Levine? 

Dr.  Levine:  She  had  been  in  the  hospital  for 
some  days  and  I believe  the  cholesterol  was  found 
to  he  low,  135  or  140. 

Chairman  Sosman:  I have  170  here.  It  varied, 
I know. 

Dr.  Levine:  That  means  that  you  think  more  of 
thyrotoxicosis.  And  secondly,  the  blood  flow ; she 
had  a fast  circulation  time. 

With  this  degree  of  failure,  then,  I think  again 
of  the  two  points  that  Dr.  Sosman  mentioned, 


- anemia  and  thyrotoxicosis. 

Chairman  Sosman:  You  don’t  get  it  front 
diabetes  ? 

Dr.  Levine:  No.  We  started  to  have  quite  a hit  of 
information,  pointing  to  thyrotoxicosis.  A B.M.R. 
was  done,  and  it  was  plus  40.  Now  a B.M.R. 
of  plus  40,  in  a person  with  all  of  this  fluid  might 
he  ascribed  to  the  heart  failure  itself.  We  are 
taught  that  failure  produces  an  elevated  B.M.R., 
hut  that  happens  even  less  often  than  we  are  led 
to  believe.  She  had  no  exophthalmos.  And  I guess 
you  didn’t  mention  that  the  left  auricle  was  thought 
to  be  posterior  on  the  first  examination. 

Chairman  Sosman:  That  might  fit  in  with  the 
mitral  stenosis. 

Dr.  Levine:  We  had  much  to  point  toward 
mitral  stenosis ; there  was  everything  that  you 
needed  for  a diagnosis  of  mitral  stenosis,  except 
an  honest  diastolic  murmur.  This  was  in  1940. 
when  mitral  surgery  was  not  being  performed. 
We  chose  to  lean  toward  the  diagnosis  of  the  con- 
dition that  we  could  do  something  for;  and  we 
treated  the  patient  for  thyrotoxicosis. 

Dr.  Sosman:  Did  you  do  any  tests  for  therapy? 

Dr.  Levine:  She  had  some  here,  and  also  up  in 
Maine.  We  started  her  on  the  customary  therapy 
in  vogue  at  that  time,  which  I still  think  is  very 
good;  Lugol’s  solution,  followed  by  a subtotal 
thyroidectomy. 

She  did  not  respond  to  digitalis,  but  did  re- 
spond to  Lugol’s. 

Tbe  thyroid  was  taken  out.  Is  there  much  risk 
in  doing  a thyroidectomy  in  these  patients? 

Dr.  Dunphy:  Did  she  have  an  enlarged  gland? 

Dr.  Levine:  It  wasn’t  palpable. 

Dr.  Dunphy:  I think  the  risk,  here,  is  very  low. 
I don't  want  to  quote  Dr.  Levine,  hut  I think  I 
am  correct  in  saying  that  about  the  first  one  hun- 
dred cases  operated  upon  in  this  general  group  of 
patients  did  very  well.  There  were  one  or  two 
deaths.  Is  that  correct? 

Dr.  Levine:  Not  in  the  first  99;  there  were  no 
operative  mortalities  in  99  consecutive  thyro-cardi- 
acs.  And  I might  say  that  all  had  objective  evidence 
of  failure,  but  in  99  consecutive  cases,  there  were 
no  deaths.  Just  about  tbe  time  the  paper  appeared, 
the  106th  case  was  the  first  fatality. 

Dr.  Dunphy:  I feel  that  by  and  large,  despite 
Dr.  Levine's  enthusiasm,  it  is  wise  to  give  these 
people  a course  of  propyl,  if  they  really  have  much 
hyperthyroidism,  because  you  can  then  operate 
on  large  or  difficult  glands,  and  it  is  a great  com- 
fort to  the  surgeon. 

Dr.  Levine:  Do  you  have  in  mind  surgery, 
eventually,  in  those  people  for  whom  you  would 
advise  propyl,  or  do  you  hope  to  get  by  with  that 
alone  ? 

Dr.  Dunphy:  I should  think  that  propyl  would 
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be  purely  a means  of  preparing  the  patient  for 
surgery,  particularly  in  the  thyro-cardiac. 

I would  like  to  ask  you  a question  on  this  point, 
because  I have  seen  several  patients,  one  with  you, 
in  whom  auricular  fibrillation  was  not  controlled 
by  propylthiouracil  hut  was  reverted  more  easily 
after  an  operation.  I have  seen  it  in  five  or  six 
cases. 

Dr.  Levine:  I think  that  is  true.  These  propyl 
preparations  came  into  use  in  more  recent  years, 
and  we  get  into  habits  that  we  have  had  for  a long 
time.  This  has  been  a habit  of  mine  and  I can  talk 
about  the  early  days  because  those  are  the  ones 
I lived  through.  I don’t  think  I will  have  99  cases 
of  thyro-cardiacs  in  the  years  to  come.  People 
treat  them  very  well,  so  that  now  I don’t  see  many 
of  them. 

I would  like  to  say  a good  word  for  the  old- 
fashioned  methods  of  therapy,  carried  out  by  care- 
ful surgeons.  As  I say,  there  is  little  or  no  mor- 
tality, and  you  can  have  a surgeon  give  you  back 
the  living  patient,  and  you  won’t  get  complications 
of  medical  management. 

As  a matter  of  fact,  this  patient  did  not  stop 
fibrillating  after  thyroidectomy.  After  the  oper- 
ation, she  was  still  fibrillating.  We  wanted  to  finish 
the  job  and  send  her  home  as  well  as  we  could; 
we  were  still  wondering  whether  she  had  mitral 
stenosis.  There  was  still  this  questionable  third 
sound. 

Dr.  Sosman:  This  was  a follow-up,  four  months 
after  the  operation  [showing  film|,  as  you  can 
see  here.  I maintain  that  she  was  still  having  the 
signs  of  mitral  stenosis. 

Dr.  Levine:  She  didn’t  have  objective  signs 
clinically.  Two  weeks  post-operatively,  she  re- 
turned to  the  normal  rhythm. 

Dr.  Sosman:  This  is  the  1941  X ray. 

Dr.  Levine:  Did  that  disappear  entirely?  At 
least  clinically,  there  were  no  signs  of  mitral  sten- 
osis ; years  later  she  was  well  and  has  been  well 
ever  since. 

Chairman  Sosman:  Are  there  any  questions 
from  the  audience?  Probably  you  have  seen  cases 
like  this  yourselves.  Here  are  two  men  who  know 
how  to  pick  them  out,  and  tell  them  about  their 
ailments. 

Question:  If  you  had  this  patient  now,  would 
you  want  to  know  the  radioactive  iodine  uptake 
before  making  the  diagnosis? 

Chairman  Sosman:  He  wouldn’t  know  what 
you  mean,  but  go  ahead  and  answer  him. 

Dr.  Levine:  If  you  work  around  a hospital  like 
the  Rhode  Island  General  or  the  Peter  Bent  Brig- 
ham, the  residents  or  house  officers  would  ask  for 
it,  or  do  it  without  even  asking  for  it.  I think  in 
a case  like  this,  I would  have  some  doubt  about  it. 
She  would  have  a high  R.A.I.  uptake  and  that 


would  clinch  the  diagnosis.  But,  if  I had  enough 
of  a clinical  hunch  that  thyrotoxicosis  was  present, 
I would  not  care  too  much  if  the  other  tests  were 
not  convincing  ; I would  still  stick  to  my  diagnosis. 

1 had  a patient  with  thyrotoxicosis,  with  a media- 
stinal goiter  and  the  R.A.I.  uptake  was  normal. 
Whether  the  examiner  had  the  counter  over  the 
area,  or  the  toxic  part  of  the  gland,  or  the  media- 
stinum, and  whether  she  had  eaten  fish  or  taken 
something  that  vitiated  the  test  or  not,  I do  not 
know  what  went  wrong  with  the  test,  but  it  was 
normal.  But,  the  patient  had  thyrotoxicosis. 

Question  : I want  to  ask  Dr.  Levine  this  question. 
In  the  presence  of  that  extensive  amount  of  fluid, 
why  is  there  evidence  onlv  on  the  right  side,  if  the 
condition  is  considered  to  be  on  the  basis  of  cardiac 
failure? 

Dr.  Levine:  That  is  a good  question.  I do  not 
know  why  it  was  all  on  the  right  side  and  the  left 
side  so  clear.  I could  not  understand  it. 

Dr.  Dunphy:  Have  you  ever  seen  this  before 
or  since,  so  much  fluid  in  a patient  with  cardiac 
failure  from  hyperthyroidism? 

Chairman  Sosman:  It  is  quite  rare.  I do  not 
remember  any  other  striking  case. 

Dr.  Levine : Not  the  unilateral  type  of  this  kind. 
Bilateral  hydrothorax,  yes ; it  is  customarily  seen 
in  congestive  failure.  That  is  not  so  rare.  How- 
ever, appearing  on  the  right  side  and  persisting  on 
the  right  side,  after  repeated  tappings,  and  the 
left  side  remaining  clear,  I don’t  quite  recall  a case 
like  this. 

Question:  What  objective  evidence  helps  the 
surgeon  to  determine  how  much  of  the  thyroid 
gland  to  remove? 

Chairman  Sosman:  That  is  a good  question. 
How  do  you  decide? 

Dr.  Dunphy:  I really  don’t  know.  No  one 
knows  the  answer  to  that.  I think  the  general 
opinion  is  that  you  should  do  a generous  three- 
quarters  thyroidectomy.  Dr.  Cutler  used  to  do  a 
radical  one ; leaving  less  gland  behind  and  with  a 
little  more  myxedema.  If  you  are  going  to  err, 
then  err  on  the  side  of  taking  a little  too  much, 
rather  than  too  little.  Fortunately,  by-and-large, 
we  did  it  fairly  accurately.  I think  the  reason  is 
that  in  some  curious  way  the  thyroidectomy  breaks 
up  the  hormonal  cycle  of  the  disease.  The  remain- 
ing thyroid  does  not  show  a hyperplastic  gland, 
after  you  have  taken  it  out  when  you  have  occa- 
sion to  re-operate  for  some  other  reason. 

Question:  What  about  the  histology? 

Chairman  Sosman:  It  was  a typical  hyperplastic 
gland  of  hyperthyroidism. 

Question:  Was  the  pleural  effusion,  which  oc- 
curred at  the  onset,  a stimulating  factor  in  the 
development  of  the  hyperthyroidism,  or  associ- 
ated with  it  in  any  way? 
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Dr.  Levine:  I doubt  it  very  much.  There  was 
nothing  in  the  lungs.  With  recurrent  pleurisy  of  a 
tuberculous  nature,  there  is  fever. 

Chairman  Sosman:  The  fluid  was  examined 
for  tuberculosis  and  tumor ; it  was  not  inflamma- 
tory fluid  ; it  was  the  cardiac  type  of  fluid. 

Question:  Would  X-ray  therapy  have  been  con- 
sidered in  this  type  of  thyroid? 

Chairman  Sosman:  Thirty  years  ago.  But  they 
do  such  a beautiful  surgical  job  now  that  X rays 
have  gone  by  the  board. 

Question:  How  does  Dr.  Dunphy  feel  about 
the  Lugol’s  instead  of  propyl  ? 

Dr.  Dunphy:  You  should  give  Lugol’s  as  part 
of  the  preparation;  you  should  give  them  both. 
I feel,  as  Dr.  Levine  does,  that  the  record  with 
Lugol’s,  particularly  in  the  mild  and  intermediate 
degrees,  has  been  so  good  that  if  you  have  some 
intention  of  getting  on  with  the  job,  it  is  important. 

A good  example  of  mine  not  long  ago,  was 
a patient  with  a neoplasm  and  hyperthyroidism, 
the  neoplasm  being  elsewhere  in  the  body.  You 
don’t  want  to  do  a major  operation  on  a patient 
with  hyperthyroidism.  So  we  prepared  with 
Lugol's.  And  in  a case  like  that,  you  could  also 
use  propyl. 

I would  like  to  say  a word  about  radioactive 
iodine,  which  is  going  to  come  up  for  discussion. 
It  certainly  is  an  effective  way  to  treat  hyperthy- 
roidism. Our  feeling,  and  I think  the  feeling  of 
the  majority  of  surgeons  in  this  country,  with  few 
exceptions,  is  that  for  treatment  there  ought  to  be 
some  little  time  reserved  for  patients  who  are  con- 
siderably older  than  this  patient,  or  patients  with 
recurrent  hyperthyroidism,  but  not  for  the  young- 
er people. 

I would  like  to  say  a word  about  the  uptake,  be- 
cause I think  it  is  just  as  unreliable  as  the  basal 
metabolism.  The  uptake  is  not  going  to  give  you 
the  absolute  answer.  The  iodine  is  the  most  re- 
liable single  determination.  Whether  it  is  due 
to  their  having  had  a little  iodine  in  one  form 
or  another  in  the  past,  the  fact  remains  that  you 
will  get  a normal  uptake  in  people  who  your 
judgment  tells  you  have  the  mild  type  of  hyper- 
thyroidism. 

Second  Case 

Chairman  Sosman:  Let  us  go  on  to  the  next 
case.  This  is  for  Dr.  Dunphy,  and  it  concerns  a 
fifty-year-old  woman,  who  came  from  Pawtucket. 
She  had  rheumatism  in  her  hands,  weakness,  night 
sweats,  loss  of  weight,  and  an  abscess  in  the  but- 
tocks. She  came  to  Boston  with  all  of  this  trouble. 
She  was  an  unusual  person ; she  was  married  at 
sixteen,  and  divorced  at  twenty-four.  She  had 
eight  years  of  married  life,  during  which  time  she 
had  three  children  and  four  miscarriages.  She  had 
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always  worked  for  a living,  working  long  hours 
and  was  poorly  paid  ; she  lived  under  poor  con- 
ditions. 

She  had  had  the  stiffness  of  her  hands  for  about 
five  years.  The  abscess  was  a recent  thing  of  about 
eight  months’  duration.  Although  she  was  fifty 
years  old.  she  didn’t  look  fifty,  she  looked  eighty 
years  old.  She  was  a haggard,  old  lady  ; she  was  ap- 
prehensive and  anemic.  And  the  anemia  is  going  to 
come  up  several  times  here.  Our  first  lady  with 
the  hyperthyroidism  was  a little  anemic. 

Dr.  Levine:  She  had  a dash  of  anemia,  so  to 
speak. 

Chairman  Sosman:  Does  that  come  in  hyper- 
thyroidism ? 

Dr.  Dunphy:  Not  particularly,  no. 

Chairman  Sosman:  She  had  a pulse  of  115,  and 
a fever.  The  blood  pressure  was  110/75.  She 
weighed  100  pounds. 

The  doctors  felt  a large,  hard,  movable  mass, 
down  to  the  iliac  crest,  deep  in  the  flank,  with  a 
notch  on  its  medial  edge.  Can  you  tie  up  the  anemia 
there  ? 

Dr.  Dunphy:  I would  think,  immediately,  that 
this  was  an  enlarged  spleen. 

Chairman  Sosman:  The  white  blood  count  was 
7 to  11.  The  urine  was  negative.  Gastric  analysis, 
no  free  hydrochloric  acid.  Is  that  one  of  those 
tests  which  is  always  right? 

Dr.  Dunphy:  It  is  a pretty  good  test. 

Chairman  Sosman:  They  thought  she  had  a 
tremendous  spleen  and  an  anemia  associated  with 
the  spleen.  They  gave  her  a swallow  of  barium, 
to  see  what  the  spleen  was  doing  to  the  stomach. 

Dr.  Dunphy:  I remember  this  patient,  because 
on  February  21.  1933  [referring  to  the  date  on 
the  X-ray  film],  I was  a house  officer. 

Chairman  Sosman:  Did  you  help  Dr.  Cutler 
deliver  this  [still  referring  to  the  film]  ? 

Dr.  Dunphy:  No;  I wasn’t  old  enough  at  that 
time  to  help  him;  I had  to  watch  from  the  side 
lines.  It  was  some  kind  of  a trichobezoar.* 

Chairman  Sosman:  That  is  a very  interesting 
word.  W here  does  it  come  from?  Did  you  bring 
your  dictionary  with  you  ? 

Dr.  Dunphy:  Doesn’t  it  mean  a ball? 

Chairman  Sosman:  We  have  a walking  diction- 
ary here.  Well,  the  surgeons  got  at  it;  they  did  a 
transverse  incision  from  flank  to  flank  and  put 
four  hands  in,  two  men  with  two  hands  each,  and 
delivered  the  stomach,  as  you  would  deliver  a baby. 
It  was  almost  a baby.  Anyway,  they  delivered  this 

*Trichobezoar  - a hair  ball  in  the  stomach  or  intestine.  “BEZOAR. 
Persian  padcahr;  from  pad  = against,  and  zalxr  — poison;  co'- 
rupted  to  besoar  — antidote.  The  ancient  Persians  believed  that 
the  substance  of  these  hair  balls,  or  food  balls,  from  the  stomachs 
of  animals,  had  a great  virtue  as  an  antidote  against  any  poison. 
A PHYTOBEZOAR  (Gr.  phyton  = a plant)  occasionally  occurs 
in  man  from  easing  unHne  nersimm^ns.”  (Pepper.  O.  H.  Perry, 
M.D.  MEDICAL  ETYMOLOGY.  W.  B.  Saunders  Company, 
Philadelphia.  London,  1949.) 
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peculiar  mass,  which,  as  you  see,  is  made  up  of 
curly  hair,  and  you  can  see  it  all  around,  here 
[indicating]  ; you  can  also  see  the  centimeter  rule, 
beside  it. 

How  does  that  fit  in  with  the  anemia  and  all 
the  other  things? 

Dr.  Levine:  Did  the  hair  get  gray  in  there? 

Chairman  S osman:  It  was  black,  curly  hair. 

Dr.  Dunphy:  There  are  a couple  of  points  about 
this  case.  It  is  interesting  that  she  had  no  free 
acid,  because  that  is  not  necessarily  true  in  these 
cases;  they  probably  weren’t  testing  gastric  juices. 
These  patients  may  have  gastric  or  peptic  ulcera- 
tions in  association  with  their  ailments.  If  she  did, 
is  there  some  other  cause  for  the  anemia,  although 
I think  a number  of  the  patients  with  this  disease 
do  develop  secondary  anemias  on  a malnutrition 
basis. 

Chairman  S osman:  Are  there  any  other  com- 
ments? 

Dr.  Dunphy:  I am  trying  to  remember,  hut  did 
she  admit,  finally,  eating  her  hair? 

Chairman  Sosman:  Yes.  Those  were  the  days 
before  the  psychiatrist  had  an  office  in  the  hospital. 
She  finally  admitted  that  when  she  was  working 
in  the  mattress  factory  in  Brockton,  she  used  to 
take  a handful  of  the  black  hair  and  chew  it,  just 
as  some  of  you  are  chewing  gum  at  this  moment. 
And,  of  course,  some  of  it  would  get  into  the 
stomach.  So  she  had  about  $7.50  worth  of  mattress 
hair  in  her  stomach ! 

Dr.  Dunphy:  What  about  digesting  this  sort  of 
thing  ? 

Chairman  Sosman:  They  are  totally  indigest- 
ible. I have  seen  foreign  bodies  of  all  kinds  and 
varieties,  nails,  knives,  glass ; the  Psychopathic 
Hospital  is  full  of  the  most  amazing  variety  of 
foreign  bodies,  but  the  trichobezoar  produces  mal- 
nutrition, such  as  this  girl  suffered.  And,  by  the 
way,  this  trichobezoar  is  at  the  Warren  Museum  at 
Harvard,  if  you  should  want  to  see  it  at  any  time. 

You  know,  some  people  pull  out  their  own  hair 
and  eat  it. 

Dr.  Dunphy:  I saw  a patient  at  the  City  Hos- 
pital whose  X rays  looked  very  much  like  this 
one;  before  barium  was  given,  there  was  almost 
a complete  calcification  of  the  stomach.  Do  you 
know  anything  about  that  ? 

Chairman  Sosman:  I wrould  like  to  see  it. 

Dr.  Dunphy:  She  happened  to  have  gangrene 
of  one  leg,  also. 

Chairman  Sosman:  And  not  the  hyperthy- 
roidism ? 

Dr.  Dunphy:  No.  There  was  no  general  calci- 
fication of  the  hones. 

Chairman  Sosman:  And  no  severe  renal  disease? 

Dr.  Dunphy:  No. 
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Chairman  Sosman:  You  get  calcium  deposits 
in  the  lung,  and  the  kidney  shows  the  condition. 

Dr.  Dunphy:  That  is  not  the  case  here. 

Question:  Was  any  other  pathology  of  the 
stomach  known  at  that  time  ? 

Chairman  Sosman:  It  was  ulcerated,  raw  and 
weeping;  that  is  where  the  anemia  came  from, 
and  the  foreign  body. 

Dr.  Levine:  I think  they  are  all  eager  to  know 
what  happened  to  her  after  the  operation. 

Chairman  Sosman:  She  got  over  the  operation 
all  right.  The  abscess  cleared  up,  and  when  we 
came  to  follow  her  subsequently,  we  found  that 
she  had  died  of  tuberculosis.  So  this  abscess  in 
the  buttocks  was  presumably  a tuberculous  fistula. 
She  died  about  five  years  later  of  tuberculous  peri- 
tonitis and  far  advanced  tuberculosis  of  the  lungs. 

Dr.  Levine:  No  more  trichobezoar? 

Chairman  Sosman:  No,  but  she  admitted  having 
one  taken  out  previously ! 

Third  Case 

We  will  go  hack,  now,  to  Dr.  Levine  and  give 
him  a problem.  This  is  a young  man  of  twenty- 
three,  with  very  unusual  complaints  that  he 
brought  to  the  cardiologist.  As  a matter  of  fact, 
he  came  originally  to  the  Medical  Service,  because 
of  weakness  in  his  legs.  He  couldn’t  stand  up. 
He  was  irritable,  jumpy,  hyperactive,  like  the  ad- 
vanced hyperthyroid  patient  and  he  had  numbness 
of  the  hands  and  feet.  He  had  dilated  pupils.  He 
had  a pre-systolic  murmur  at  the  apex,  third  grade, 
blowing  systolic  murmur,  a blood  pressure  of 
124/62,  and  the  E.K.G.  was  normal. 

Can  you  make  a diagnosis  on  those  non-specific 
symptoms  ? 

Dr.  Levine:  I wouldn’t  be  able  so  far  to  tell 
from  those  data  as  to  what  kind  of  heart  trouble 
he  had,  or  whether  he  had  heart  trouble  at  all. 
It  sounds  as  if  he  had  something  wrong  with  the 
heart.  Whether  it  was  dilated,  we  don’t  know. 
Evidently,  there  was  no  coronary  story,  valve 
disease,  hypertensive  heart  disease,  or  coronary 
artery  disease. 

Chairman  Sosman:  There  was  a grade  3 blow- 
ing, which  usually  means  valve  disease. 

Dr.  Levine:  Usually  a valve  defect,  yes,  but  not 
always.  It  means  disease,  to  know  a person  has  a 
grade  3 systolic  murmur.  But,  it  may  he  found 
in  other  diseased  conditions,  such  as  anemia,  thy- 
rotoxicosis, or  something  of  that  order. 

Chairman  Sosman:  Here  is  the  heart  [X-ray 
film],  and  you  can  see  the  pulmonary  congestion. 
The  heart  has  a peculiar  triangular  shape.  Accord- 
ing to  the  laboratory  work,  the  hemoglobin  was 
72 ; N.P.N.  55.  It  was  about  double  the  normal, 
or  almost  that.  The  B.M.R.  was  plus  27. 

Dr.  Levine:  That  isn’t  quite  right. 

continued  on  next  page 
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Chairman  Sosman:  The  venous  pressure  was 
260  per  cent.  There  was  obvious  heart  failure, 
with  the  pulmonary  signs.  So  that  now,  I think 
Dr.  Levine  is  going  to  wake  up  and  come  to  the 
point.  The  circulation  time  was  13.8  seconds. 

Dr.  Levine:  There,  you  have  the  same  problem, 
heart  failure,  rapid  circulation  time — it  makes  you 
think  of  aneurysm,  thyrotoxicosis,  anemia,  fever, 
beriberi,  something  that  increases  the  metabolic 
rate  of  the  body. 

Chairman  Sosman:  What  do  you  want  to  know 
next  ? 

Dr.  Levine:  You  say  the  E.K.G.  was  normal, 
or  within  normal  limits? 

Chairman  Sosman:  Yes. 

Dr.  Levine:  I know  the  answer,  but  1 am  try- 
ing to  think  of  the  patient  before  I knew  the 
answer. 

Chairman  Sosman:  How  about  the  circulation 
time  ? 

Dr.  Levine:  That  would  go  with  all  of  the 
things  I have  mentioned. 

Chairman  Sosman:  Cardiac  output? 

Dr.  Levine:  If  that  were  measured,  it  could  he 
definitely  elevated.  What  about  the  diet? 

Chairman  Sosman:  It  is  at  least  twice  normal. 
He  has  a high  output  failure.  Why  do  you  want 
to  ask  about  his  diet? 

Dr.  Levine:  That  would  throw  light  on  the 
beriberi,  if  he  is  living  on  a queer  diet. 

Chairman  Sosman:  He  is  a taxi  driver,  who  is 
separated  from  his  wife,  and  he  lives  almost 
entirely  on  whiskey,  and  twice  a day  he  has  a 
doughnut. 

Now,  what  about  the  diagnosis  on  the  X ray 
here  [showing  X-ray  film  | ? 

Dr.  Levine:  I don't  know  that  the  X ray  of  the 
heart  would  help  you  unless  you  find  it  to  be  hyper- 
active. 1 don’t  know  that  that  is  always  the  case, 
unless  you  do  more  than  X ray  the  patient. 

Chairman  Sosman:  As  a rule,  they  are  hyper- 
active, with  fluid  in  the  lung  and  the  abdomen. 
In  this  case,  the  heat  was  considerably  diminished. 
We  were  thinking  of  constrictive  pericarditis,  as 
far  as  the  heart  and  lungs  were  concerned.  The 
laboratory  findings  would  not  fit  in. 

Dr.  Levine:  You  can  rule  that  out  immediately, 
by  the  high  output. 

Chairman  Sosman:  I was  wondering  what  was 
going  on.  I turned  the  light  on,  and  there  he  was 
over  at  the  door,  and  1 said  to  him : “Oh.  no,  I 
am  not  through  here.’’  So  I got  him  back  and  put 
him  behind  the  fluoroscopic  screen,  and  I turned 
on  the  fluoroscope,  and  he  was  gone  again.  I 
asked  him  what  he  was  doing,  and  he  said: 

“I’m  trying  to  kill  those  goddam  rats  on  the 
wal  1 . " 

Delirium  tremens  and  beriberi. 
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" Dr.  Levine:  That  didn’t  come  out  in  the  X-ray 
film. 

Chairman  Sosman:  No,  but  you  learn  a lot  in 
the  darkroom.  Now,  what  would  you  do  for  him? 

Dr.  Levine:  After  getting  that  clue  from  the 
roentgenologist,  I would  start  treating  him  with 
thiamine. 

Chairman  Sosman:  We  tried  digitalis,  with  no 
effect.  And  we  put  him  on  thiamine.  Here  he  is 
again  | showing  film]  with  a marked  prompt  re- 
sponse, and  the  next  film  shows  him  ten  days  later, 
March  13th,  when  his  heart  has  gone  down  in  size 
and  also  has  returned  to  a more  normal  contour. 

Again,  here  is  an  example  of  dilated  pulmonary 
artery,  and  there  is  a little  suggestion  of  an  auricu- 
lar condition.  But,  both  of  them  are  misleading 
signs,  as  in  mitral  stenosis.  You  get  them  some- 
times in  the  high  output  failures. 

Dr.  Levine:  When  there  is  a rapid  flow  through 
the  chambers,  the  chambers  can  dilate ; that  is  an 
important  point.  Also,  the  rapid  flow  from  the  left 
auricle,  or  increased  flow  from  the  left  auricle  to 
the  left  ventricle,  as  you  see,  for  instance,  in  patent 
ductus,  can  produce  slight  diastolic  sounds  or 
murmurs,  and  sometimes  they  are  a little  more 
than  slight  and  may  resemble  mitral  stenosis.  In 
other  words,  you  can  get  some  kind  of  diastolic 
murmur,  grade  1,  grade  2,  in  cases  without  mitral 
stenosis,  when  there  is  a large  flow  in  the  left 
auricle  and  into  the  left  ventricle. 

Once  in  a while,  this  picture  is  like  a bacterial 
endocarditis,  with  some  anemia,  too,  and  a mur- 
mur, and  you  can’t  put  your  finger  on  anything 
else. 

I remember  a patient  who  was  thought  to  have 
bacterial  endocarditis ; in  fact,  it  was  the  first  case 
of  beriberi  heart  disease  that  I had  sense  enough 
to  recognize.  It  was  called  subacute  bacterial  en- 
docarditis for  a week  or  ten  days.  I wasn't  satis- 
fied with  the  diagnosis. 

Getting  the  history,  we  had  the  first  clue.  This 
is  all  beriberi.  It  is  a wonderful  thing  to  pick  it  up 
because  you  get  a good  end  result,  if  they  stay 
sober  afterwards.  Rarely  this  occurs  during  preg- 
nancy. I saw  one  pregnant  woman  with  beriberi 
heart  disease,  because  of  nausea  and  vomiting  of 
pregnancy ; she  lived  on  the  wrong  diet  for  some 
months,  developing  heart  failure,  which  could  be 
classified.  It  was  a nutritional  heart  failure.  Yita- 
min  therapy  was  given. 

Question:  On  the  first  film  you  showed,  it  was 
a fairly  large  heart,  and  yet  you  considered  the 
possibility  of  constrictive  pericarditis.  I thought 
that  probably  I was  misled,  that  you  had  a small, 
silent  heart. 

Chairman  Sosman:  The  books  are  all  wrong. 
Practically  everv  book  and  every  article  on  con- 
strictive pericarditis  says  it  is  a small,  quiet  heart; 
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well,  the  quiet  heart  is  all  right,  but  the  “small” 
is  wrong.  It  is  not  as  large  as  you  expect  it  to  he, 
hut  almost  every  constrictive  I have  seen  has  had 
moderate  enlargement.  It  is  not  the  great  big 
heart  you  would  expect  to  see. 

Dr.  Levine:  Then  you  live  long  enough  to  get 
a further  exception.  What  Dr.  Sosman  said  is 
true.  A good  many  of  them  have  slight  or  moderate 
enlargement.  Two  years  ago,  I had  a patient  who 
had  pericardial  constriction,  with  three  plus  cardi- 
ac enlargement,  proved  by  operation.  That  is  the 
only  one  I have  seen  of  that  type.  But,  the  point 
is  well  taken.  Don’t  expect  to  have  a small  heart ; 
it  can  be  slightly  enlarged,  or  sometimes  moderate- 
ly enlarged,  and  very  rarely  markedly  enlarged. 

Chairman  Sosman:  Are  there  any  other  ques- 
tions on  this  case? 

Question:  What  was  the  course  of  the  electro- 
cardiogram ; as  the  patient  improved,  did  it  remain 
normal  ? 

Chairman  Sosman:  It  says  here  that  he  had  low 
voltage,  and  it  became  higher,  as  he  got  better. 

Dr.  Levine:  I don’t  remember  the  details  of 
this  particular  case,  but  in  general  I think  what 
Dr.  Sosman  said  is  true.  The  cardiograms  are  not 
normal  in  beriberi. 

Question:  What  I had  in  mind  is  that  we  saw 
a patient  whose  electrocardiogram  became  more 
abnormal,  as  the  patient  improved.  I was  wonder- 
ing, also,  how  long  it  takes  for  evidence  of  peri- 
pheral neuritis  to  disappear. 

Dr.  Levine:  I am  not  an  expert,  to  pinpoint  that 
last  question,  but  I would  say  that  my  recollection 
is  that  the  neuritis  symptoms,  such  as  the  numbness 
disappeared  during  the  hospital  stay,  which  means 
a couple  of  weeks. 

Question:  I would  like  to  ask  Dr.  Levine  if  he 
sees  this  form  of  heart  disease  very  commonly, 
and  how  much  he  depends  on  the  response  to  thia- 
mine as  a therapeutic  test  to  establish  the  diagnosis. 

Dr.  Levine:  First,  I see  these  very  rarely.  Prob- 
ably you  might  see  them  more  frequently  if  you 
were  following  medical  cases  in  Dr.  Dunphy’s 
hospital. 

Chairman  Sosman:  Dr.  Dunphy  sees  a lot  of 
them,  but  doesn’t  recognize  them. 

Dr.  Levine:  I will  take  exception  to  that;  he 
would  recognize  them,  if  they  should  land  on  the 
Surgical  Service.  But,  I see  them  rarely. 

As  to  the  second  point  you  asked  about,  let  me 
say  that  when  you  work  up  a case  you  always  have 
a period  of  control.  These  patients  have  had  a 
couple  of  weeks  of  digitalis  therapy.  That  is  won- 
derful. It  proves  a point.  They  don't  get  better 
on  digitalis.  You  start  them  on  thiamine,  and  in 
a week  you  see  a dramatic  improvement,  and  there 
is  no  doubt  about  the  diagnosis.  There  was  not  a 
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doubt  about  the  diagnosis  beforehand,  either.  But, 
if  you  started  them  right  off  with  thiamine  therapy, 
and  the  patient  got  better,  you  would  be  left  al- 
ways in  the  lurch.  You  don’t  know  whether  the 
rest  in  bed  or  good  nursing  made  the  patient  get 
better  anyway.  When  you  have  a control  period, 
and  then  you  get  a specific  response  to  thiamine, 
then  that  is  it. 

Question:  Suppose  you  get  a patient  who  is  in 
failure,  and  deficiency,  and  you  give  them  nothing 
at  all.  and  they  are  in  bed  a week.  Do  you  call  that 
deficiency  in  a young  fellow'  sixteen  or  eighteen? 

Dr.  Levine:  Those  controls  are  done  already; 
you  see,  these  people  are  in  the  hospital,  and  they 
are  given  whatever  food  they  can  take,  and  they 
don't  get  better.  When  you  try  something  like  that 
for  two  weeks  or  so,  then  you  do  something  differ- 
ent. They  don’t  know  anything  about  psycho- 
therapy, and  if  they  improve,  there  is  no  doubt 
about  the  relationship.  If  they  improve  the  first 
week  on  the  diet  alone,  you  might  be  left  in  doubt. 

Chairman  Sosman:  You  are  not  sure  of  that  at 
all,  but  with  controls,  the  thing  is  more  reliable. 

Question:  Do  you  have  any  evidence  of  cir- 
rhosis in  this  patient? 

Chairman  Sosman:  I don’t  remember  about  that. 
He  is  only  twenty-three ; but,  he  will  get  it  before 
long,  if  he  keeps  on. 

Dr.  Dunphy:  I haven’t  seen  any  such  cases.  It 
is  interesting  that  some  years  ago,  Dr.  Ravdin  and 
Soma  Weiss  pointed  out  that  perhaps  thiamine  de- 
ficiency played  a role  in  the  cardiac  failure  of 
hyperthyroidism,  and  that  the  same  mechanism 
might  be  operative. 

Question:  Did  he  have  any  other  signs  or  any 
other  vitamin  deficiency,  besides  the  thiamine  ? 

Chairman  Sosman:  It  is  not  recorded  here  in 
the  history. 

Dr.  Levine:  There  is  one  point  that  Dr.  Dunphy 
brought  up,  and  I want  to  pursue  it  further.  These 
thyrotoxic  people  often  have  red  palms,  but  the 
improvement  that  takes  place  under  therapy  is 
not  the  improvement  from  diet. 

Question:  On  the  Bt  deficiency,  Dr.  Levine, 
wasn't  there  some  work  done  at  one  time  where 
the  people  on  Bt  didn’t  pass  so  much  urine,  and 
it  w'as  used  as  a test?  Did  anything  come  of  that? 

Dr.  Levine:  1 don’t  know  the  details  of  that. 

Chairman  Sosman:  There  is  one  other  thing  that 
we  ought  to  emphasize.  This  is  a dangerous  disease, 
and  Soma  Weiss  really  put  beriberi  heart  disease 
on  the  map  in  Boston,  at  least,  and  he  pointed 
out  that  sometimes  these  patients  will  die  around 
the  fourth,  fifth,  sixth  and  seventh  day.  That 
might  be  what  you  were  asking  about,  a period 
of  worsening  before  they  get  better.  Perhaps  that 
fits  in  with  your  question.  He  says  there  is  a 

continued,  on  next  page 
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dangerous  period  in  there,  and  you  have  got  to 
watch  it,  before  they  get  better. 

fourth  Case 

The  next  case  is  primarily  for  Dr.  Dunphy,  and 
again,  it  is  a patient  with  anemia.  This  patient  is 
sixty-nine  years  old,  and  she  was  a school  teacher 
who  was  so  tired  and  weak  that  she  decided  to 
retire  before  she  reached  the  required  retiring 
age.  She  is  only  sixty-nine,  and  they  were  allowed 
to  go  to  seventy.  The  physical  examination  was 
entirely  negative,  except  that  she  was  pale. 

Dr.  John  Adams,  whom  some  of  you  know,  lives 
right  across  the  street  and  works  across  the  street 
from  the  Peter  Bent  Brigham  Hospital ; yes,  he 
lives  right  in  the  shadow  of  that  incomparable 
institution,  and  you  would  think  that  he  would 
starve  to  death,  but  not  at  all,  because  he  gets  the 
cases  we  can’t  cure  and  fixes  them  up ! So  there 
is  no  better  place  to  practice  medicine  than  right 
across  the  street  from  a big  hospital.  The  doctors 
in  Minnesota  make  a good  living,  taking  care  of 
patients  from  the  Mayo  Clinic  who  don’t  get 
fixed  up.  And  perhaps  that  is  why  there  are  so 
many  doctors  around  the  City  Hospital  in  Boston  ! 

Anyway,  he  found  she  had  a positive  guaiac  in 
the  stools.  He  said:  “I  am  pretty  sure  she  is  bleed- 
ing from  the  gastrointestinal  tract.  I want  you  to 
find  out  where.  I did  a barium  enema  and  gastro- 
intestinal series,  so-called,  and  couldn’t  find  a 
single  bit  of  evidence  of  a bleeding  lesion.” 

Dr.  Adams  put  her  on  liver  and  iron,  but  she 
did  not  improve.  He  re-examined  the  stools  and 
they  were  guaiac  positive. 

If  she  were  your  patient,  Dr.  Dunphy,  what 
would  you  do  next  ? 

Dr.  Dunphy:  Before  I did  the  barium  enema, 
I would  have  done  a sigmoidoscopy. 

Chairman  Sosman:  She  had  no  visible  gross 
bleeding. 

Dr.  Dunphy:  Next,  I think  that  two  thoughts 
would  come  to  mind.  First,  she  is  bleeding  from 
the  gastrointestinal  tract,  and  secondly  she  has 
anemia.  It  is  up  to  us  to  pinpoint  where  this 
area  is. 

I take  it  she  was  looked  over  carefully  for 
varices. 

Chairman  Sosman:  Yes. 

Dr.  Dunphy:  One  might  consider  the  small 
bowel,  if  all  of  these  tests  were  negative.  Know- 
ing how  frequently  the  roentgenologists  miss  the 
tumors,  particularly  in  the  right  side  of  the  colon, 

1 think  you  would  still  have  to  continue  to  follow 
her  very  carefully.  One  ought  to  explore  rather 
than  delay. 

Now,  it  is  assumed  that  you  have  done  the 
entire  gastrointestinal  tract,  and  that  it  is  nega- 
tive. We  like  to  hospitalize  the  patient,  put  in 
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a Miller-Abbott  tube,  begin  to  take  aspirations, 
and  when  we  strike  the  guaiac  positive  material, 
hold  the  tube  there,  and  put  in  a little  bit  of  barium. 
We  have  picked  up  some  small  lesions  in  the  in- 
testines, such  as  early  carcinoma  of  the  small  bowel, 
that  you  might  not  find  under  a routine  exploration. 

There  are  some  patients  in  whom  you  just  can't 
find  what  they  are  bleeding  from  or  why. 

Did  she  have  a motility  series? 

Chairman  Sosman:  We  did  that  next.  John 
Adams  asked  me:  “What  shall  we  do  next?”  I 
said:  "Are  you  sure  she  is  bleeding  from  the 
gastrointestinal  tract,  and  he  said  it  certainly 
pointed  toward  that.  So  I said : “Let's  try  the 
small  bowel  series,  the  motility  series.” 

You  give  the  patient  a small  amount  of  barium 
and  water,  and  take  a film  every  fifteen  minutes 
during  the  first  hour ; then  every  thirty  minutes 
for  the  next  hour  or  two.  We  look  at  every  film 
as  soon  as  it  is  developed.  The  moment  you  see 
something,  the  patient  is  taken  into  the  fluoro- 
scopic room  and  spot  films  are  made  of  that  par- 
ticular area.  That  picks  up  quite  a few  of  the 
lesions.  Even  then,  we  are  apt  to  miss  it.  There- 
fore, if  we  are  convinced  that  there  is  bleeding, 
we  then  use  the  Miller-Abbott  tube,  take  the  sam- 
ples, and  the  moment  they  show  the  blood,  we 
run  in  barium  and  it  helps  you  to  know  how  far 
down  it  is,  so  that  later  you  can  explore. 

Dr.  Levine:  Is  that  the  same  thing  as  the  string 
test? 

Dr.  Dunphy:  It  is  the  same  idea;  both  are 
helpful. 

Chairman  Sosman:  This  is  the  gastrointestinal 
series  [showing  film],  the  beginning  of  the  mo- 
tility series;  this  is  the  stomach  up  here.  You 
recognize  that  all  right.  This  is  the  bowel.  We 
should  have  cleared  the  barium  out  before  start- 
ing the  motility  series,  because  there  might  be  a 
lesion  in  the  terminal  ileum  that  could  be  hidden. 

That  looks  like  a fairly  good  pattern  until  we 
reach  here  [indicating  on  film],  and  there  is  some- 
thing which  looks  a little  abnormal.  This  is  a 
peculiar  ring  of  the  mucosa.  At  that  moment,  we 
stopped  the  examination,  took  the  patient  into  the 
fluoroscopic  room  and  got  some  spot  films.  From 
there  on,  you  see  the  loss  of  the  normal  mucosa 
pattern,  and  you  have  these  overhanging  edges, 
looking  much  like  an  apple  core  that  a small, 
hungry  boy  ate.  We  felt  that  this  was  an  ulcerated 
annular  tumor. 

What  are  the  chances  of  its  being  one  of  the  vari- 
ous types  of  tumors?  What  are  the  chances  of  cur- 
ability, and  so  forth,  in  your  experience? 

Dr.  Dunphy:  The  best  bet  would  be  a small  cell 
carcinoma,  adeno-carcinoma. 

Chairman  Sosman:  Why  not  one  of  the  spindle 
cell  myomas  or  sarcomas  ? 
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Dr.  Dunphy:  Well,  they  certainly  occur.  I think 
that  just  statistically,  the  small  cell  carcinomas  are 
very  hard  to  distinguish.  You  might  argue  about 
whether  they  are  of  epithelial  or  spindle  cell  ori- 
gin, but  I think  that  most  of  the  time  you  can  call 
them  epithelial  rather  than  sarcoma. 

I think  that  although  the  ulceration  looks  rather 
prominent ; one  has  to  consider  the  lymphomas. 

The  tragic  thing  is  that  these  are  bad  tumors. 

With  this  woman  at  sixty-nine  years  of  age, 
I would  think  this  was  a pretty  serious  finding. 

Chairman  Sosman:  There  was  nothing  palpable. 
Sbe  had  no  nodes  anywhere.  Would  you  explore 
her  ? 

Dr.  Dunphy:  Oh,  yes. 

Chairman  Sosman:  She  was  explored  by  a 
friend  of  yours,  Roger  Zollinger  in  May  of  1940; 
he  dissected  out  a section  of  the  small  bowel  and 
here  is  the  annular  tumor  [showing  film].  Here 
is  a polypoid  ; it  turned  out  to  be  adeno-carcinoma. 
No  nodes  were  involved.  With  that  degree  of 
removal,  is  it  cured? 

Dr.  Dunphy:  I think  she  is  fortunate  if  she  is 
cured.  I would  expect  a recurrence.  This  is  a bad 
tumor,  even  when  there  are  no  nodes. 

Chairman  Sosman:  The  lady  is  still  cured  and 
still  alive ; she  is  now  eighty-four  years  old. 

Now,  we  will  say  a word  about  how  much  you 
have  to  resect,  in  order  to  cure  primary  cancers  of 
the  bowel. 

Dr.  Dunphy:  In  carcinomas  of  the  bowel,  the 
problem  is  mesentery  resection.  The  mesentery  is 
really  quite  small,  so  that  you  cannot  make  a 
generous  resection  of  the  mesentery  without  tak- 
ing a tremendous  amount  of  small  bowel.  The 
increment  of  gain,  per  weight  of  mesentery,  per 
amount  of  bowel  that  has  to  be  sacrificed  is  tre- 
mendous, and  even  then  you  are  right  where  you 
can’t  go  further. 

Chairman  Sosman:  The  increment  of  gain  is 
small,  isn’t  it? 

Dr.  Dunphy:  Yes,  even  when  one  does  a radical 
resection;  if  the  nodes  are  involved,  it  is  serious. 
This  is  a good  case.  I don’t  happen  to  know  of  a 
long-term  cure  of  adeno-carcinoma  of  the  small 
bowel.  I am  sure  there  are  some,  but  the  figures 
are  very  discouraging,  in  comparison  with  carcino- 
mas where  the  survival  time  is  greatly  prolonged. 
They  may  not  he  cured.  They  may  have  deposits 
of  tumor,  and  yet  they  may  live  for  many  years. 

Dr.  Levine:  How  about  lymphomas  of  the  small 
bowel  ? 

Dr.  Dunphy:  It  is  a poor  place  for  it.  The  lym- 
phoma of  the  stomach  has  a better  prognosis  than 
carcinoma  of  the  stomach.  Roughly,  lymphoma 
being  confined  to  the  stomach  has  a fifty  per  cent, 
five-year  survival,  which  is  far  better  than  that  of 
cases  of  carcinoma  of  the  stomach. 
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Chairman  Sosman:  Are  there  any  questions  on 
this  matter? 

Question:  I should  like  to  ask  this  question. 
Assuming  we  are  not  fortunate  enough  to  find 
the  tumor,  and  I am  sure  you  will  all  admit  an 
occasional  lapse,  then  what  next? 

Chairman  Sosma>i:  Do  you  put  the  tube  down? 

Dr.  Dunphy:  We  would  have  put  the  Miller- 
Abbott  tube  down,  take  the  films  and  aspirate  for 
blood.  When  we  found  the  blood,  then  we  would 
pull  the  tube  back  a bit,  because  this  telescopes 
rapidly  and  you  get  farther  down  than  you  think 
you  are.  You  take  another  film,  and  you  might 
pick  up  the  lesion. 

But,  let  us  assume  that  we  didn't  do  that.  We 
would  still  explore,  expose  and  probably  look 
at  the  three  or  four  feet  of  bowel  where  we  thought 
we  got  the  blood.  Actually,  I think  you  are  justi- 
fied in  cases  with  persistent  recurrent  bleeding,  in 
opening  the  bowel,  as  you  might  find  other  things 
as  the  cause  of  it. 

Question:  I would  like  to  ask,  was  it  a flat  film 
that  was  taken,  and  also,  was  there  any  change  in 
the  bowel  habits  of  the  patient? 

Chairman  Sosman:  No.  And,  there  was  no 
change  in  the  bowel  habits.  The  lesion  was  pretty 
well  up  in  the  small  bowel ; all  the  content  was 
liquid,  and  went  through  fairly  easily. 

Question:  Would  blood  studies  determining  the 
type  of  anemia  help? 

Chairman  Sosman:  Yes;  the  anemia  was  sec- 
ondary. but  there  was  positive  guaiac  in  the  stools. 
John  Adams  and  I were  both  convinced  that  she 
had  a bleeding  lesion  somewhere  in  the  tract,  and 
that  one  must  go  on  to  exploration,  if  you  can’t 
find  it.  Is  that  right? 

Dr.  Dunphy:  Yes,  that  is  right.  We  have  also 
seen  small  bowel  carcinoma,  or  lymphoma,  as  the 
cause  of  unexplained  fever;  the  only  complaint  of 
the  patient  was  fever. 

Going  through  the  usual  studies,  I remember 
one  patient  very  well ; for  a little  indigestion,  some 
one  did  a gastrointestinal  series  which  was  nega- 
tive ; on  the  last  film,  Dr.  Sosman  noticed  a tiny 
abnormality  in  the  loop  of  small  bowel,  which 
led,  by  happenstance,  to  the  recognition  of  a small 
bowel  carcinoma. 

Question:  In  what  per  cent  of  the  cases.  Dr. 
Sosman,  do  you  think  you  can  demonstrate 
Meckel’s  diverticulum? 

Chairman  Sosman:  I have  been  looking  for  a 
Meckel’s  diverticulum  for  thirty  years,  and  I 
haven’t  found  it  yet,  although  I am  convinced 
from  the  history  that  there  was  one  there.  The 
only  one  that  I ever  diagnosed,  was  in  a fellow 
who  came  from  the  Midwest ; he  walked  in  and 
said  he  was  going  to  get  the  proof  on  this  one, 
and  he  was  right. 


continued  on  next  page 


28 


Dr.  Dunphy,  have  you  been  able  to  demon- 
strate it? 

Dr.  Dunphy:  No.  We  have  localized  bleeding 
on  that  basis,  and  then  found  a Meckel’s. 

Chairman  Sosman:  That  is  one  of  the  impor- 
tant things,  to  find  what  part  of  the  small  bowel 
the  blood  is  coming  from.  If  we  find  it  in  the 
lower  ileum,  the  Meckel’s  diverticulum  becomes 
a more  prominent  possibility. 

The  benign  tumors  may  bleed,  but,  as  a rule, 
the  benign  tumors  all  go  in  for  intussusception. 
The  ulceration  and  bleeding  are  much  more  of  a 
secondary  afifair.  The  adeno-carcinomas  are  much 
more  common  in  the  upper  portion  of  the  small 
bowels  in  the  jejunum,  and  the  upper  ileum,  about 
two  to  one  over  lympho-sarcoma.  It  is  just  the 
reverse  in  the  lower  half  of  the  ileum,  the  terminal 
ileum,  the  lymphomas  are  about  two  to  one  over 
the  adeno-carcinomas. 

Question:  How  often  has  Dr.  Dunphy  en- 
countered cases  of  gastrointestinal  bleeding  in 
which  exhaustive  studies  were  done  and  there 
was  no  answer? 

Dr.  Dunphy:  I can  recall  one  patient,  who  was 
the  father-in-law  of  a doctor,  or  related  to  a doc- 
tor's family.  He  had  recurrent,  massive  bleeding 
from  the  gastrointestinal  tract,  without  hemate- 
mesis.  There  were  bloody  stools.  We  X-rayed 
him  at  the  Brigham.  We  took  a G.I.  series,  and 
there  was  a negative  barium  enema.  We  did  the 
Miller-Abbott  tube  maneuver  on  him,  and  felt  that 
we  got  blood  from  the  lower  ileum.  We  explored 
him  and  found  no  abnormality.  We  opened  the 
bowel  and  looked  into  it.  We  felt  very  embarrassed, 
but  we  couldn’t  find  the  site  of  the  bleeding.  He 
went  home.  He  had  some  hemorrhoids,  which 
did  bleed  a little,  but  we  really  didn’t  think  they 
were  the  cause  of  it,  but  we  wanted  him  to  feel 
that  something  had  been  done,  so  we  fixed  up 
the  hemorrhoids.  He  bled  again  in  about  three 
months,  fairly  sharply,  and  then  he  bled  again. 

We  finally  noted  that  he  hied  always  on  a Sun- 
day or  a holiday.  It  was  a very  interesting  thing. 

We  explored  his  habits  a little  more.  This  is 
what  he  did.  On  the  day  before  a holiday  and  on 
a Saturday,  he  played  golf.  At  night,  he  played 
bridge.  He  drank  seven  or  eight  or  nine  highballs 
between  five  o’clock  in  the  afternoon  and  the  time 
he  went  to  bed.  He  got  up  in  the  morning  about 
ten  and  took  four  or  five  aspirins  or  maybe  six, 
and  a cup  of  coffee.  Then  he  played  golf.  The 
last  three  times,  he  was  caught,  literally,  with  his 
pants  down;  that  is,  he  bled  on  the  golf  course. 

The  only  therapy  has  been  to  cut  his  drinking 
from  eight  to  four  highballs,  cut  out  the  aspirin 
and  make  him  eat  breakfast.  He  hasn’t  bled  since. 

Question:  There  is  a pretty  well  documented 
series  in  this  same  respect  from  the  City  Hospital 
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on  the  silent  gastric  ulcer,  at  operation  or  by 
X ray. 

Dr.  Dunphy:  We  are  going  to  come  down  in 
May  and  tell  you  the  answer  to  that  one. 

Question:  Dr.  Dunphy  spoke  about  unexplained 
fever  in  malignancy  of  the  small  intestine.  Harry 
Steiner  of  Chicago  reported  in  the  Journal  of 
Digestive  Diseases  on  unexplained  fever  just 
what  you  spoke  about. 

Chairman  Sosman:  We  get  it  also  in  other 
tumors,  not  only  in  tumors  of  the  G.I.  tract. 

Question : In  this  case,  how  about  doing  a 
Graham  test,  when  you  get  bleeding  from  the 
biliary  tree  ? 

Dr.  Dunphy:  It  occurs  in  tumors;  it  occurs  in 
silent  ulcerating  gallstones  and  in  other  cases.  I 
think  it  is  a good  point.  In  an  exploration,  you 
should  always  include  the  biliary  tract,  when  you 
are  operating  for  bleeding  of  unknown  etiology. 

Fifth  Case 

Chairman  Sosman:  The  next  patient  is  twenty- 
six  years  old,  female,  and  has  exertional  dyspnoea, 
weakness  of  the  legs  and  cold  feet.  The  systolic 
blood  pressure,  at  age  11,  was  180,  and  has  re- 
mained there  more  or  less  ever  since.  She  has  a 
half-sister  with  atrial  septal  defect  and  chronic 
congestive  heart  failure. 

She  came  in  with  a blood  pressure  of  160/80. 

What  gives  you  hypertension  in  a young  person  ? 

Here  is  a nice  problem,  that  you  see  every  now 
and  then,  and  how  do  you  go  about  it  ? 

Dr.  Levine:  I would  like  to  mention  just  a pre- 
lude to  this  case.  I know  all  about  this  girl.  The 
prelude  is  this.  The  doctor  who  sent  her  up  from 
North  Carolina  never  saw  a case  of  coarctation 
of  the  aorta  in  his  life,  and  that  is  what  this  girl 
had.  Perhaps  I am  throwing  the  bouquet  at  my- 
self, but  it  is  a tribute  to  what  is  called  old- 
fashioned  medical  teaching;  we  can  call  it  a dry 
clinic,  teaching  without  the  presence  of  the  patient. 
The  doctor  was  up  here  taking  the  customary  post- 
graduate course  in  July,  and  we  do  try  to  cover 
the  things  that  are  worthwhile,  even  if  we  haven’t 
any  patients  to  show.  I don't  pull  in  patients,  for 
instance,  in  the  case  of  a patent  ductus,  if  one 
isn’t  around,  or  a case  of  coarctation ; I don’t  pull 
in  the  cases.  So  we  did  the  best  we  could,  in 
describing  what  to  look  for.  This  was  some  years 
ago.  The  point  to  be  emphasized  is  that  anybody 
who  has  a little  elevation  of  pressure,  especially 
when  they  are  young,  and  this  is  standard  practice 
now  although  years  ago  it  wasn’t  done,  whenever 
you  see  anybody  with  hypertension,  you  feel  the 
femoral  arteries  to  see  whether  they  pulsate  well, 
or  not  at  all  or  only  feebly,  or  if  the  abdominal 
aorta  pulsates  feebly  or  not  at  all — that  is  the  first 
step  toward  the  diagnosis  of  coarctation  of  the 
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aorta. 

Take  the  pressure  in  the  leg.  \Ye  don’t  do  the 
routine  pressure  in  the  legs;  it  would  be  awful  if 
we  had  to  do  that  every  time  we  saw  a patient. 
It  isn’t  easy  to  do,  and  it  takes  time,  and  you 
can  spend  a lot  of  time  uselessly.  But,  whenever 
the  femoral  pulses  are  decreased  or  absent,  you 
bave  to  look  for  coarctation. 

This  physician  went  home  and  ran  into  a case 
which,  he  thought  to  himself,  must  be  coarctation  ; 
he  recalled  what  was  taught  him.  He  didn’t  find 
the  femoral  pulse  in  the  groin.  The  patient  was 
known  by  other  doctors,  to  have  hypertension  for 
years  before.  He  made  the  diagnosis  of  coarcta- 
tion, on  simple,  didactic  teaching.  He  made  a 
definite  diagnosis,  and  sent  her  up  here. 

Then,  some  interesting  endocrinological  find- 
ings came  into  play  that  complicated  the  problem. 

Chairman  Sosman:  Do  you  want  to  describe 
what  you  found  on  physical  examination? 

Dr.  Levine:  Another  clue  is  this.  Practically 
all  of  them  have  a murmur ; it  may  not  be  a loud 
murmur.  A grade  1 or  2 systolic  murmur,  gen- 
erally is  best  heard  in  the  second  left  space.  Then 
the  murmur  is  audible  usually  between  the  scap- 
ulae. When  you  hear  a murmur  only  grade  2,  front, 
and  you  can  still  hear  it  in  the  back,  it  means 
something. 

When  you  hear  a murmur,  Grade  4,  5 or  6,  and 
it  is  loud,  in  the  anterior  chest  and  you  hear  it 
between  the  scapulae,  it  doesn’t  mean  anything. 
But,  when  they  are  not  so  loud  in  the  front,  and 
can  still  be  beard  in  the  back,  you  tbink  of  co- 
arctation. 

She  had  a systolic  murmur,  Grade  2 or  3,  and 
the  murmur  in  the  back ; the  femoral  pulses  were 
practically  imperceptible.  Pressure  of  the  legs  was 
unobtainable.  This  is  all  done  before  tbe  X-ray 
data. 

Here  is  a little  test  that  I use ; I don’t  think  it 
amounts  to  a great  deal,  but  I amuse  myself  doing 
it.  It  is  the  pressure  test  on  the  fingers,  the  blanch- 
ing test.  You  press  the  tip  of  the  finger,  and  let  go. 
Then  you  time  how  long  it  takes  for  the  blushing 
to  return.  Normally,  it  comes  back  in  one  and  a 
half  seconds.  The  toes  may  be  a bit  slower,  but 
even  there,  the  color  is  apt  to  return  in  two  or 
three  seconds.  These  patients  will  have  a one  or 
two  seconds  time  interval  for  the  fingers,  or  one 
and  a half  to  two  seconds,  and  five,  six  or  eight 
seconds  in  the  toes,  where  there  is  a poorer  blood 
supply.  That  isn’t  pathognomonic.  Some  people 
do  have  a slow  return.  But,  it  is  striking,  the 
marked  discrepancy  between  the  fingers  and  the 
toes  when  you  perform  the  blanching  test. 

She  had  symptoms.  At  this  age,  some  of  the 
patients  have  very  few  symptoms.  They  do,  later. 


She  had  been  short  of  breath  for  a long  time.  She 
had  heavy  legs.  The  legs  were  heavy  on  effort. 
She  was  not  doing  well,  and  it  was  good  that  the 
diagnosis  was  made  and  the  therapy  instituted. 

Chairman  Sosman:  She  also  had  cold  feet.  Is 
that  common  in  coarctatkdfif : 

Dr.  Levine:  Yes. 

Chairman  Sosman:  The  first  patient  with  co- 
arctation of  the  aorta  I ever  recognized  was  a boy 
I had  seen  twice  before,  and  I noticed  these  pecu- 
liar notchings  in  the  ribs.  At  about  that  time,  a 
paper  was  published  calling  attention  to  these 
notchings  on  the  ribs  as  a sign  of  coarctation.  I 
got  out  these  films,  while  I was  a medical  student 
at  Harvard,  and  sure  enough,  he  had  coarctation 
of  the  aorta.  So  I thought  to  myself  that  I would 
follow  that  boy  because  he  had  twice  as  much 
blood  going  to  the  brain  as  to  the  legs,  and  I felt 
that  he  would  be  a brilliant  and  a brainy  man. 
What  do  you  suppose  he  went  into? 

Voices:  Roentgenology! 

Chairman  Sosman:  He  double-crossed  me  and 
went  into  psychiatry.  I think  he  had  too  much 
blood  that  bad  gone  to  his  brain. 

Here  is  the  first  chest  film  on  him.  I think  if 
you  run  over  it  casually,  you  will  see  the  notches 
on  the  ribs.  There  are  three  things  that  we  see 
normally  in  coarctation ; enlargement  of  the  heart 
and  left  ventricle  ; secondly,  the  lack  of  the  normal 
aortic  arch.  She  has  this  flattening  above,  and 
that  is  the  collateral  circulation,  there.  This  is 
enlarged,  with  the  lateral  circulation  around  here 
[showing  on  film].  And  third,  there  is  this  notch- 
ing of  the  ribs. 

The  esophagus  is  displaced  a little  below  where 
the  aorta  should  be,  suggesting  aneurysm  or 
coarctation. 

The  other  view  here,  at  the  same  point  we  saw 
these  semi-circular  points  of  calcification,  and 
we  weren’t  sure  what  they  were.  We  got  these 
spot  films,  and  you  see  that  not  only  one.  but  two 
or  three  are  right  in  there,  close  together. 

I called  Dr.  Gross,  who  was  scheduled  to  oper- 
ate on  this  patient,  and  I said  I thought  she  had 
an  aneurysm,  with  calcification,  and  that  he  might 
have  to  do  an  artery  graft  which  was  quite  rare 
in  those  days,  in  1949.  He  said  that  was  a good 
idea,  and  that  he  would  wait  until  he  had  an  aorta 
in  the  bank. 

Here  is  the  coarctation,  there  [indicating  on 
film]  and  the  remains  of  the  old  patent  ductus, 
and  these  calcified  areas,  with  these  aneurysms, 
as  you  see  here,  and  they  had  to  be  resected  from 
here  to  there  [indicating  on  film].  It  went  off 
nicely,  and  she  is  apparently  cured.  This  is  one 
of  the  curable  heart  diseases,  as  far  as  I know, 
which  we  have  seen  developed  and  recognized 
completely. 


continued  on  page  34 
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Almost  six  months  have  elapsed  since  we  last 
met  to  deliberate  and  act  on  medical  affairs. 
The  time  has  passed  quickly,  but  not  quietly. 

The  rumble  of  war  and  revolution  has  resounded 
in  our  ears.  The  din  from  political  battles  has  been 
deafening. 

All  of  us  . . . sooner  or  later  . . . learn  that  to- 
day’s events  do  not  just  swirl  around  us,  but  in- 
volve each  of  us.  As  doctors  we  cannot  get  away 
from  them  by  claiming  that  our  only  interest  is 
in  the  sick,  and  that  we  cannot  be  bothered  by 
political,  social  and  economic  problems.  These  mat- 
ters demand  attention  from  the  doctor  as  well  as 
the  lawyer,  the  businessman,  the  newspaper  editor, 
the  labor  leader  and  the  wrorker. 

If  we  are  concerned  about  what  happens  on  the 
international,  national  and  local  fronts — and  we 
should  be — then  certainly  we  cannot  afford  to  be 
disinterested  in  what  happens  in  our  own  area  of 
health  and  medical  affairs.  Yet  there  is  apathy  in 
our  ranks. 

* * * 

Replace  Apathy  With  Active,  United  Profession 

Today  there  is  a greater  need  for  a united, 
forceful  and  informed  profession  than  ever  be- 
fore. We  have  been  caught  in  the  throes  of  a social 
revolution  which  demanded  something  for  noth- 
ing. Changes  have  been  taking  place  all  around 
us,  and  medicine  has  not  escaped  unscathed. 

For  example,  in  a few  days  Public  Law  569, 
the  bill  providing  medical  care  for  military  depend- 
ents, becomes  effective  throughout  the  land.  Con- 
tracts already  have  been  signed  with  the  govern- 
ment by  the  majority  of  our  state  societies.  No 
longer  can  any  doctor  claim  that  this  law  does 
not  affect  him.  No  longer  can  he  say  that  govern- 
ment laws  really  are  not  changing  the  practice  of 
medicine. 

Public  Law  880,  better  known  to  all  of  us  as 

*Delivered  at  the  opening  session  of  the  House  of  Dele- 
gates of  the  American  Medical  Association,  at  the 
clinical  meeting  of  the  Association,  Seattle,  Washington. 
November  27,  1956. 


H.R.  7225,  is  another  case  in  point.  Medicine  now 
is  facing  the  problem  of  protecting  the  taxpaying 
public  from  abuses  and  of  cooperating  with  the 
government  to  carry  out  the  provisions  of  the  law. 
The  law  is  now  on  the  books,  and  we  must  provide 
the  leadership  necessary  to  make  it  work  as  well 
as  possible. 

It  was  encouraging  to  hear  Ezra  Taft  Benson, 
secretary  of  agriculture,  say  last  week  before  the 
American  Association  of  Land  Grant  Colleges 
and  Universities : 

“Sooner  or  later,  the  accumulation  of  power  in 
a central  government  leads  to  a loss  of  freedom. 

. . . Raids  on  the  federal  treasury  can  be  all  too 
readily  accomplished  by  an  organized  few  over  the 
feeble  protests  of  an  apathetic  majority.  With 
more  and  more  activity  centered  in  the  federal 
government,  the  relationship  between  the  cost  and 
the  benefits  of  government  programs  becomes 
obscure.  What  follows  is  the  voting  of  public 
money  without  having  to  accept  direct  local  re- 
sponsibility for  higher  taxes  . . . 

“If  the  present  shift  of  power  from  state  to 
federal  authority  which  started  25  years  ago  is 
allowed  to  continue,  the  states  may  he  left  hollow 
shells.” 

It  was  encouraging  to  hear  such  comments  from 
a member  of  the  President’s  Cabinet.  I only  wish 
that  all  members  of  the  official  family,  and  more 
important,  every  member  of  the  United  States 
Congress,  felt  the  same  way. 

The  expression  of  this  philosophy,  with  which 
medicine  so  heartily  agrees,  sounds  good,  but  put- 
ting it  into  practice  is  the  thing  we  are  really  in- 
terested in. 

Today  the  medical  profession  along  with  busi- 
ness and  industry  is  caught  between  those  who 
desire  to  promote  sound  government  and  those  who 
desire  even  more  intensely  to  perpetuate  party 
power.  Unfortunately,  in  recent  years  a benevo- 
lent federal  government  appears  more  attractive 
to  the  voting  public  than  the  preservation  of  in- 
dividual freedom.  Medicine  must  do  its  utmost  to 
reverse  this  trend. 

Medical  Freedom  Essential 

In  my  travels  around  the  country  as  your  repre- 
sentative the  last  eighteen  months,  I have  seen 
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little  dissension  or  rancor  within  our  ranks.  How- 
ever, I must  report  that  I have  seen  too  much 
complacency  over  governmental  encroachment  in- 
to medical  affairs.  And  I am  deadly  serious  when 
I say  to  you  that  apathy  by  the  few,  or  by  the 
many,  can  be  detrimental  to  all. 

No  nation  can  merely  reap  the  benefits  of  free- 
dom ; it  also  must  sow  seeds  of  freedom. 

In  medicine  the  situation  is  the  same.  If  an 
apathetic  medi  al  profession  takes  its  freedom  for 
granted,  it  will  be  the  beginning  of  the  end.  A 
strong,  free  profession  must  work  for  freedom 
so  that  it  may  live  in  freedom.  And  history  tells 
us  that  once  medicine  loses  its  freedom,  other  fields 
of  private  endeavor  are  immediately  in  danger. 

I do  not  wish  to  paint  a dark  or  distorted  pic- 
ture of  medicine’s  free  status  and  its  stature  in 
America  today.  But  I do  believe  words  of  caution 
and  an  appeal  for  vigilance  are  in  order. 

The  road  of  apathy  and  disunity  can  only  lead 
to  disorder  and  perhaps  disintegration,  and  we 
must  sound  a warning  to  all  our  colleagues  who 
don’t  care,  or  who  are  pulling  in  the  opposite  direc- 
tion. The  road  of  alertness,  action  and  unity  is  the 
proper  road  for  all  of  us  to  be  traveling  together. 

If  I had  just  one  wish  for  the  coming  year,  it 
would  be  to  command  the  time  and  talents  of  the 
160,000  physicians  in  the  American  Medical  As- 
sociation. I would  set  us  all  to  the  task  of  empha- 
sizing and  re-emphasizing  the  absolute  necessity 
of  patient  and  professional  freedom. 

Patient's  Right  to  Choose  His  Doctor 

I believe  it  is  one  of  our  prime  responsibilities 
to  prove  to  our  patients  that  their  right  to  choose 
their  doctor  is  a most  important  one. 

Free  choice  brings  a bond  of  confidence  between 
doctor  and  patient  which  no  compulsory  medical 
system  can  create.  It  means  that  the  patient  knows 
the  physician  will  be  interested  in  him  as  a person, 
not  as  just  a serial  number  of  the  2 :45  appendicitis 
case. 

For  the  doctor  free  choice  means  that  the  patient 
has  selected  him  for  his  abilities,  training,  sincerity 
and  personality.  When  a patient  comes  into  my 
office.  I know  he  has  made  a choice.  And  from 
that  moment  there  begins  a physician-patient  re- 
lationship of  the  highest  order.  To  me  the  patient 
is  someone  special,  and  I in  turn  hope  I am  some- 
one special  to  him. 

Once  the  patient  has  made  his  choice,  the  phy- 
sician automatically  assumes  an  unqualified  re- 
sponsibility to  the  patient.  No  system  of  medical 
care  that  uses  a third  party  to  bring  doctor  and 
patient  together  can  match  our  kind  of  cooperative 
performance  for  the  treatment  of  illness,  the  cure 
of  disease  and  the  betterment  of  the  patient's 
health. 
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Freedom  to  select  a doctor  is  part  of  everyone's 
great  freedom  to  choose — to  choose  what  he  wears 
and  eats ; where  he  works  and  worships,  and  how 
he  votes.  Take  away  any  part  of  this  freedom  and 
great  damage  is  done  to  our  democratic  system. 

Free  Conduct  in  Medical  Treatment 

Another  freedom  closely  tied  to  freedom  of 
choice  is  freedom  in  the  conduct  of  medical  treat- 
ment. 

At  the  recent  meeting  of  the  World  Medical 
Association  in  Havana,  Cuba,  Doctor  Rolf  Schloe- 
gell  of  Germany,  made  a stirring  defense  of  free 
conduct  of  medical  treatment.  He  told  us  that  the 
medical  profession  believes  the  attending  phy- 
sician alone  is  competent  to  decide  what  measures 
he  deems  necessary  and  will  apply  in  order  to 
bring  about  the  desired  improvement.  He  warned 
too  of  the  danger  of  excessive  restriction  on  the 
freedom  of  the  patient  and  the  attending  doctor. 

Yet  the  trend  toward  extending  social  security 
in  the  medical  care  field  has  been  steady  and  has 
accelerated  since  the  end  of  World  War  II. 

The  dangers  of  shifting  responsibilities  for 
medical  care  from  the  patient  and  doctor  to  the 
government  are  obvious.  The  caliber  of  medical 
care  cannot  be  as  high  when  both  patient  and  doc- 
tor are  dependent  upon  government.  Initiative  suc- 
cumbs to  dictation,  and  self-reliance  is  replaced 
by  the  crutch  of  government. 

We  do  not  deny  that  there  is  an  area  of  legiti- 
mate concern  by  the  government  for  the  health 
and  welfare  of  the  people.  But  each  year  govern- 
ment seems  to  extend  that  area.  We  get  some  idea 
of  this  expansion  from  the  new  federal  medical 
budget. 

This  year,  according  to  our  Washington  Office, 
the  average  family  will  be  paying  $54.61  for  the 
U.  S.  Government’s  health  and  medical  activities. 
And  the  total  expenditures  this  year  amount  to 
2]/2  billion  dollars — 290  millions  more  than  last 
year.  Even  in  an  over-all  federal  budget  of  61 
billion  dollars,  the  total  health  cost  of  2jA  billions 
is  not  insignificant.  It  is  a billion  dollars  more 
than  the  cost  of  running  the  Commerce  Depart- 
ment, half  a billion  more  than  the  Agriculture 
Department  and  six  times  more  than  the  Interior 
Department’s  budget. 

Many  expenditures  obviously  are  necessary  to 
keep  up  our  unsurpassed  public  health  standards, 
and  research  may  pay  rich  dividends  in  scientific 
discoveries.  But  there  is  no  doubt  that  much 
money  is  being  spent  on  medical  activities  that 
.should  not  involve  government  participation. 

The  trend  is  to  spend  more  and  more  govern- 
ment money  on  health  and  medical  matters  be- 
cause it  is  good  politics.  Apparently  many  Ameri- 
cans still  want  to  see  government  in  the  role  of 

concluded  on  next  page 
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a big  brother,  dishing  out  so-called  gifts  and  bar- 
gains under  the  guise  of  benevolent  economic 
planning. 

I believe  it  is  our  duty,  as  it  is  everyone  else’s, 
to  combat  the  attitude  of  “what’s  in  it  for  me?” 
and  to  promote  the  long-honored  creed  of  “what's 
best  for  all  Americans  and  our  free  society?” 
I think  that  a nation  can  drift  into  state  medicine 
inch  by  inch  just  as  surely  as  if  the  scheme  were 
foisted  upon  a people  over  night.  The  “drift” 
method  may  take  longer  but  the  result  will  be  the 
same. 

So  it  is  time  all  of  us  sounded  the  alarm  against 
soft  and  superficial  security  and  against  the  in- 
vasion of  personal  responsibility.  It  is  time  we 
stood  up  together  for  militant  freedom  and  for 
full  rights  and  responsibilities  of  the  individual. 

Belgian  Doctors  Turn  Back  Government 

There  is  no  better  example  of  what  a unified 
medical  profession  can  do  than  in  the  story  of 
the  recent  fight  of  the  Belgian  doctors  against 
the  government’s  proposals  for  a state  service  of 
medicine. 

Without  consulting  the  medical  profession  the 
Belgian  government  proceeded  to  draft  rules  and 
regulations  of  health  to  be  incorporated  in  the 
nation’s  social  security  legislation.  Under  the 
proposals,  doctors  were  to  sign  an  agreement  to 
abide  by  the  present  rules  and  any  later  regula- 
tions. For  the  patient  there  would  be  the  usual  red 
tape  in  getting  medical  care. 

When  the  Belgian  doctors  learned  of  the 
scheme,  they  met  in  conference  with  the  govern- 
ment. They  told  the  government  what  they  wanted 
and  what  they  would  not  accept.  The  government 
agreed. 

For  several  months  everything  was  quiet.  Then 
the  Belgian  doctors  suddenly  read  about  the  new 
health  bill  that  the  government  was  sending  to 
Parliament.  It  was  quite  contrary  to  the  earlier 
agreement  worked  out  by  the  profession  and  the 
government.  But  the  bill  was  passed  quickly. 

The  Belgian  medical  profession  protested  and 
said  it  would  not  be  placed  under  the  Ministry  of 
Labor.  Instead,  the  doctors  proposed  to  set  up 
their  own  plan  of  medical  assistance. 

Before  long,  the  government  saw  that  the 
medical  profession  meant  business  and  that  the 
doctors’  plan  was  an  attractive  one.  So  it  declared 
that  its  own  bill  was  not  in  force  and  could  not  be 
in  force  without  the  consent  of  the  medical  pro- 
fession. 

To  me,  this  fight  against  legislative  intervention 
in  medical  care  is  excellent  evidence  that  the  pro- 
fession can  defend  itself  if  it  unites  to  defend  the 
basic  principles  of  freedom  and  if  it  offers  con- 
structive proposals.  By  using  the  Belgian  national 
motto,  "in  union  there  is  strength.”  the  medical 
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profession  showed  doctors  everywhere  that  dang- 
erous government  plans  can  be  turned  aside  by 
the  strong. 

I also  read  recently  in  the  Journal  of  the  World 
Medical  Association  of  the  fight  of  the  medical 
profession  of  Malta  against  a British  government 
scheme  to  introduce  a full-time  salaried  medical 
service,  without  the  right  of  private  practice,  on 
an  island  dependency  of  Malta.  Here  again  the 
doctors  reacted  with  unity  and  strength,  and  suc- 
cessfully thwarted  the  government’s  plan. 

There  is  a lesson  in  these  stories  from  Belgium 
and  Malta.  They  prove  that  a unified  profession 
has  a great  political  power  for  good — the  good 
of  the  patient,  the  doctors  and  the  nation. 

Confidence  and  Understanding  Needed 

While  we  are  developing  unity  within  our  own 
ranks,  I believe  it  is  equally  important  to  continue 
to  build  up  tbe  confidence  and  respect  of  our 
patients  and  to  make  our  legislators  aware  of  the 
necessity  for  freedom  in  medical  practice. 

Let  us  never  reduce  the  quality  of  service  we 
render  to  our  patients,  and  never  lose  the  personal 
touch  in  medicine.  Where  there  is  any  oppor- 
tunity to  improve  upon  our  medical  care,  let  us 
seize  it  and  show  our  abilities  to  do  an  outstand- 
ing job.  Satisfied  patient-customers  will  give  us 
deserving  support  when  we  need  it. 

We  also  should  realize  that  the  destiny  of  medi- 
cine can  be  determined  to  a large  degree  in  the  halls 
of  Congress.  If  this  be  true,  then  it  is  even  more 
important  that  we  take  an  even  greater  interest 
in  those  who  elect  the  Congressmen.  Sympathetic 
understanding  of  our  position  by  federal  legisla- 
tors through  the  voting  public  will  be  an  insur- 
mountable deterrent  to  the  forces  supporting  state 
medicine. 

The  day  has  come,  gentlemen,  when  we  can  no 
longer  look  upon  medical  economics  and  social 
changes  merely  as  issues  to  be  considered  during 
our  limited  leisure  hours.  Our  interest  in  them 
cannot  be  superficial  or  intermittent. 

We  now  must  pay  daily  attention  to  these  mat- 
ters. Medical  socio-economic  affairs  can  no  longer 
be  just  incidental  with  us.  They  must  be  a vital 
part  of  our  life  and  of  our  profession. 

Fach  of  us,  I believe,  should  dedicate  himself 
to  the  words  included  in  the  oath  of  office  taken 
by  presidents  of  the  A.M.A. 

“I  shall  champion  the  cause  of  freedom  in  medi- 
cal practice  and  freedom  for  all  my  fellow 
Americans.” 

As  doctors,  representatives  to  the  A.M.A.  and 
as  spokesmen  for  the  A.M.A.,  let’s  remember 
these  words  and  live  by  them.  And  to  alter  a 
phrase  of  President  Lincoln’s  only  slightly:  Let’s 
make  common  cause  to  keep  the  good  ship  of  medi- 
cal freedom  on  this  voyage,  or  nobody  will  have 
a chance  to  pilot  her  on  another  voyage. 
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Among  the  well-known  complications  of 
■ term  adrenal  steroid  therapy  is  the  re' 
inability  to  withstand  surgical  stress  once 
mones  have  been  discontinued ; hence  it  ha 
come  axiomatic  that  such  therapy  must  be 
tinued  throughout  the  operative  period,  ev 
the  face  of  such  emergencies  as  perforate 
bleeding  peptic  ulcers.  The  following  case  ind 
that  apparently  minor  stresses  must  he  hand! 
cautiously. 

J.  M.,  a fifteen-year-old  white  female,  wa 
mittecl  to  Our  Lady  of  Fatima  Hospital  on  A 
7,  1956  for  rehabilitation.  Patient  had  suj 
from  ankylosing  rheumatoid  arthritis  for  the 
five  years.  Several  forms  of  adrenal  steroid 
been  given  nearly  continuously  over  the  past  four 
years.  This  had  relieved  pain  to  a great  extent  but 
knee  deformities  had  progressed,  limiting  patient 
to  a bed  and  wheel-chair  existence.  Further,  moon 
facies,  lethargy  and  a depressive  type  of  per- 
sonality change  had  appeared.  These  had  blocked 
efforts  to  ambulate  the  patient. 

There  was  no  past  history  of  atopy,  hay  fever 
or  allergic  drug  reaction.  Physical  examination 
revealed  an  anxious,  depressed,  lethargic,  white 
female.  In  addition  to  typical  rheumatoid  deformi- 
ties of  the  hands  and  knees,  there  was  pronounced 
facial  and  ankle  edema.  No  cardiac  abnormalities 
were  found.  Blood  pressure  was  130/80. 

Laboratory  studies  revealed  hemoglobin  of  9 
grams,  RBC  3.59  million,  corrected  sedimentation 
rate  of  30  mm.  per  hour  (Wintrobe).  Total  cir- 
culating eosinophiles  were  600.  Two  weeks  prior 
to  death,  intramuscular  ACTH  produced  a four- 
hour  fall  in  eosinophiles  to  a level  of  100.  Urin- 
alysis, serum  proteins,  A :G  ratio,  sodium  chloride, 
potassium  and  B.U.N.  were  normal.  X rays  of 
the  knees  revealed  rheumatoid  changes  but  with 
preservation  of  some  joint  space.  Skull  X rays 
were  negative. 


This  is  addressed  to  the 
person  who  has  been  regularly 
mutilating  every  current  publica- 
tion containing  articles  or  chap- 
ters on  the  blood,  We  suggest 
that  you  have  a copy  made  quickly 
and  cheaply  on  our  Cormac  machine 
instead  of  removing  the  pages 
from  books  and  journals  which  are 
the  property  of  the  Academy 
Library,  We  are  reluctant  to  em- 
ploy a detective  to  put  an  end  to 
this  destruction  but  we  will  be 
foroed  to  do  so  if  the  mutilation 
continues, 

tinuance  of  transfusion.  Careful  re-check  indi- 
cated complete  compatibility  of  blood.  A catheter- 
ized  specimen  revealed  no  hemoglobinuria. 
Patient’s  condition  remained  satisfactory  with 
stable  temperature,  pulse  and  blood  pressure ; 
however,  about  three  hours  later  there  was  gradual 
onset  of  cyanosis  and  fall  in  blood  pressure  to 
60/0  with  increasing  signs  of  pulmonary  edema. 
Repeat  urinalysis  was  normal  and  output  re- 
mained adequate.  Cultures  from  patient’s  and 
donor’s  blood  were  subsequently  sterile.  Prompt 
therapy  of  parenteral  digitalization,  intravenous 
hydrocortisone,  nor-epinephrine  and  nasal  oxygen 
was  unavailing.  The  patient  expired  in  pulmonary 
edema  eight  hours  after  the  onset  of  the  reaction. 

At  autopsy,  besides  obvious  rheumatoid  de- 
formities and  facial  edema,  the  gross  pathological 
findings  were  limited  to  bilateral  pulmonary  ede- 
ma and  splenic  and  hepatic  congestion.  Micro- 
scopic study  of  adrenals  revealed  conspicuous 
atrophy  of  the  zona  fasciculata  and  impregnation 
of  the  zona  glomerulosa  with  Sudan-positive 
lipoid  globules.  Slight  zonal  metamorphosis  of 
the  liver  cells  was  present.  There  was  no  evidence 
of  cardiac  disease  or  pulmonary  embolism  and  renal 
structure  was  well  maintained. 


concluded  on  next  page 
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Final  pathological  diagnoses  were : 

( 1 ) Chronic  rheumatoid  arthritis. 

(2)  Acute  anaphylactoid  pulmonary  edema. 

(3)  Atrophy  of  zona  fasciculata  and  lipoid 
infiltration  of  the  zona  glomerulosa  of  the 
adrenals. 

Comment 

It  would  seem  that  hazards  of  interrupting 
steroid  therapy  prior  to  major  surgery  are  also 
present  in  procedures  where  danger  of  anaphy- 
laxis or  unusual  physical  stress  exist.  Examples 
would  be  transfusion  or  electroshock  therapy.  It 
is  suggested  that  more  careful  assessment  of 
adrenal  function  lie  made  in  such  patients.  4 he 
effect  of  a test  dose  of  fluorohydrocortisone  or 
intravenous  ACTH  on  urinary  17-ketosteroid 
excretion  should  he  of  value.* 1  Conventional  tests 
did  not  reveal  the  severity  of  adrenocortical  de- 
rangement in  our  case.  Poor  adrenal  response  is 
an  indication  for  continuance  of  steroids  through- 
out such  procedures.  If  such  therapy  has  recently 
been  interrupted,  prophylactic  coverage  of  a trans- 
fusion by  intravenous  cortisone  may  be  life  saving. 
The  delay  of  several  hours  before  onset  of  collapse 
in  the  above  patient  led  to  a false  sense  of  security 
and  probably  rendered  supportive  treatment  un- 
availing. 

SUMMARY 

An  apparently  mild  anaphylactoid  transfusion 
reaction  terminated  fatally  in  a case  of  chronic 
adrenal  insufficiency.  More  careful  assessment  of 
adrenal  function  or  continuance  of  steroid  therapy 
in  such  patients  is  indicated. 

Whom,  George  W. ; Forsham,  Peter  H. ; Frawley, 
Thomas  F. ; Wilson,  Laurence  D. ; Renold,  Albert  E. ; 
Frederickson,  Donald  S.,  and  Jenkins.  Dalton:  Advances 
in  the  Diagnosis  and  Treatment  of  Adrenal  Insuffici- 
ency. J.A.M.A.  10:595-611,  1951 
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Dr.  Levine:  She  has  done  well,  with  an  excel- 
lent result.  The  pressure  of  the  legs  is  now  higher 
than  in  the  arms,  and  the  arms  are  normal.  She 
had  one  of  those  perfect  results  that  are  found 
now  and  then,  and  now  it  has  been  for  some  years. 

I should  have  added  that  clinically  these  patients 
frequently  have  pulsating  arteries,  below  the 
scapulae,  around  the  back. 

Chairman  Sosman:  Are  there  any  further 
questions  ? 

Question : Would  you  mind  discussing  preg- 
nancy in  relation  to  coarctation?  If  they  came  in 
to  you  before  they  were  pregnant,  would  you  tell 
them  ? At  two  and  a half  months  or  so  what  would 
you  do  about  it? 
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' Dr.  Levine:  I will  base  my  discussion  on  the 
little  bit  1 have  read,  and  one  experience.  The 
experience  that  I had  was  a sad  one.  There  is  some- 
thing about  pregnancy  that  renders  these  patients 
a little  more  likely  to  rupture. 

I had  the  unhappy  experience  of  seeing  one  who 
had  ruptured  during  the  early  pregnancy,  and  she 
died  in  the  customary  fashion,  in  severe  pain,  and 
a couple  of  days  later  ruptured  into  the  peri- 
cardium. 

I don’t  know  what  the  statistical  incidents  of 
rupture  would  be  in  a group  of  pregnant  women 
with  coarctation.  It  would  be  awful  enough,  even 
to  want  to  interrupt  or  avoid  pregnancy  until 
the  coarctation  is  cured.  I think,  as  of  the  present 
moment,  that  if  I had  to  make  a diagnosis  of  preg- 
nancy and  coarctation,  I would  advise  surgery 
right  there,  because  of  this  one  unhappy  experience. 

Chairman  Sosman:  This  has  been  repeated  in 
other  places. 

Dr.  Levine:  There  is  something  about  preg- 
nancy that  does  it. 

Question:  How  early  in  life  do  you  see 
coarctation  ? 

Chairman  Sosman:  You  rarely  see  it  under 
twelve;  from  twelve  to  fifteen  it  begins  to  show 
up,  in  practically  all  of  the  cases. 

Question:  Would  you  regard  the  notching  as 
pathognomonic  ? 

Chairman  Sosman:  It  is  almost  pathognomonic. 
I saw  it  in  one  case  of  arteriovenous  aneurysm  in 
the  lung,  and  the  blood  supply  came  in  from  cross 
arteries,  and  the  notching  was  tremendous.  An- 
other case  was  due  to  fibromatomas.  These  neuro- 
fibromas were  causing  the  notches.  Those  were 
both  unilateral  and  the  coarctation  is  almost  al- 
ways by  lateral  notches. 

Question:  Can  you  have  coarctation  without 
the  notching? 

Chairman  Sosman:  Oh,  yes;  you  can  have  co- 
arctation without  notching,  and  particularly  in 
young  children. 

Question:  Is  the  blood  pressure  the  same  on 
both  sides? 

Chairman  Sosman:  As  a rule,  in  this  type  of 
coarctation,  it  is  equal  in  both  arms.  There  are 
some  where  the  coarctation  occurs  in  the  arch  of 
the  aorta  and  you  have  hypertension  of  the  right 
side,  and  it  is  normal  or  low  in  the  left  side,  and 
that  is  bad. 

Question:  How  about  the  leg  blood  pressure? 

Chairman  Sosman:  It  would  be  lower.  We  found 
one  at  the  twelfth  thoracic  vertebra.  But,  most  of 
them  are  right  below  the  arch,  where  the  ductus 
arteriosus  originates  or  enters. 

Question:  How  about  the  age  of  the  patients? 

Chairman  Sosman:  At  what  age  is  I)r.  Gross 
operating  now,  Doctor? 


continued  on  page  56 
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PRAISE  OF  THE  PLACEBO 


V^/That  is  the  placebo?  Are  physicians  justified 
in  prescribing  it?  If  so,  why,  when  and  for 
whom?  In  the  recent  past  these  questions  have 
engaged  the  attention  of  several  physicians  and 
the  Readers’  Digest  has  brought  them  to  the 
attention  of  the  public.  The  placebo  is  not  new ; 
the  old-time  physicians  were  well  acquainted  with 
it  and  frequently  employed  it;  one  of  them  said 
that  it  was  given  ut  aliquid  fieri  videtur- — that 
something  might  seem  to  be  done.  About  ten  years 
ago  Doctor  C.  H.  Perry  Pepper  pointed  out  that 
there  had  been,  up  to  that  time,  no  published  paper 
which  discussed  the  important  subject  of  the 
placebo.  No  mention  of  it  was  to  be  found  in  the 
Index  of  the  Surgeon  General’s  Library  nor  in 
the  Cumulative  Index.  It  is  not  to  be  found  in 
LaWall’s  interesting  book,  Two  Thousand  Years 
of  Pharmacy.  Modern  books  on  treatment — - 
Barr,  Beckman,  Clendening — ignore  it.  But  the 
contemporary  climate  of  medical  opinion  is 
changing,  thanks,  no  douht,  to  the  progress  and 
the  wider  diffusion  of  psychological  medicine;  so 
that  at  present  the  placebo  is  regarded,  if  not  in- 
deed with  admiration,  nevertheless  with  something 
approaching  respect. 


Placebo  is,  of  course,  the  Latin  verb  which 
means  “I  will  please,”  and  the  dictionary  says  it 
is  a “Medicine  given  merely  to  please  the  patient.” 
Now,  to  some  of  us,  this  appears  to  be  an  unsatis- 
factory definition  based  upon  the  uncriticized  as- 
sumption that  its  pharmacological  action  is  the 
only  valuable  function  of  a drug;  for,  if  one  re- 
flects a little,  it  should  be  obvious  that  every  drug, 
however  potent  pharmacologically,  has  about  it 
always  an  aura  of  what  one  may  call  placeboism. 
Hence,  should  we  not  say  that  we  are  in  error 
when  we  describe  the  placebo  as  medicine’s 
“humble  humbug?”  For  who  will  deny  that  if 
we  remove  the  placebo’s  nimbus  from  our  medical 
armamentarium  we  shall  be  poor  indeed.  Veterin- 
ary physicians  may  get  along  well  enough  without 
the  placebo,  but  human  nature  being  what  it  is, 
our  patients  will  always  accept  our  ministrations 
tinctured  with  faith  and  hopeful  expectation. 

This  is  perhaps  the  reason  why  the  most  effec- 
tive placebo  is  not  a drug  or  a piece  of  imposing  ap- 
paratus, hut  the  physician  himself.  This  also  is  the 
reason  why  the  first  step  in  the  art,  as  distinguished 
from  the  science  of  diagnosis,  is  not  a step  at  all ; 
the  first  step  in  diagnosis  is  to  sit  and  listen.  How 

continued  on  next  page 
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much  less  effective  would  be  our  vitamins,  estro- 
gens, tranquilizers  and  hypodermics  did  they  fail 
to  impress  and  please  their  recipients.  Since  then, 
we  cannot  if  we  would,  banish  the  placebo,  let  us 
accept  it  gratefully  and  prescribe  it  when  advis- 
able, not  timidly  but  with  that  confident  persua- 
siveness which  enhances  its  value.  To  prescribe  a 
placebo  with  hesitancy  and  a sense  of  guilt  is  to 
rob  it  of  its  power  for  good.  The  placebo  is  not, 
therefore,  a “humble  humbug”;  on  the  contrary, 
it  is  an  important  ingredient  in  the  art  of  healing. 

To  support  these  somewhat  cursory  remarks  with 
evidence,  it  is  interesting  to  mention  only  one  of 
several  recent  studies  of  the  placebo.  Doctor  Henry 
K.  Beecher  describes  what  he  calls  The  Powerful 
Placebo  in  a contribution  from  the  Anesthesia 
Laboratory  of  the  Harvard  Medical  School  at  the 
Massachusetts  General  Hospital  (Journal,  A.M.A., 
December  24,  1955).  Summarizing  his  findings 
based  upon  much  careful  research  and  a critical 
evaluation  of  his  results,  Doctor  Beecher  con- 
cludes. “It  is  evident  that  placebos  have  a high  de- 
gree of  therapeutic  effectiveness  in  treating  sub- 
jective responses.  This  is  shown  in  over  a thousand 
patients  in  fifteen  studies  covering  a wide  variety 
of  areas : wound  pain,  the  pain  of  angina  pectoris, 
headache,  nausea,  phenomena  related  to  cough 
and  to  drug  induced  mood  changes,  anxiety  and 
tension  and  finally  the  common  cold — a widespread 
collection  of  human  ailments  where  subjective  fac- 
tors enter.”  It  would  appear  then  that  the  placebo, 
once  a mere  Cinderella,  is  acquiring  clinical  respect- 
abilitv  as,  when  wisely  chosen,  a useful  therapeutic 
agent. 

THE  MOTOR  VEHICLE  OPERATOR’S 
LICENSE 

The  Medical  Advisory  Committee  to  the  Motor 
Vehicle  Department  of  the  State  of  Rhode  Island 
has  been  meeting  once  monthly.  So  far  the  chief 
business  has  been  to  decide  whether  citizens  who 
are  disabled  or  who  have  suffered  from  mental 
or  physical  disability  are  fit  to  operate  motor 
vehicles  with  safety  to  themselves  and  to  other 
drivers  and  pedestrians.  The  majority  of  the  dis- 
abilities are  caused  by  mental  disorders  such  as 
psychoses,  epilepsy  or  alcoholism,  and  general 
diseases  such  as  diabetes  and  cardiovascular  lesions 
involving  the  heart  and  brain.  Thus  far  two  major 
problems  have  been  presented. 

The  first  is  that  there  are  no  universally  accepted 
norms  as  to  what  constitutes  recovery  and  what 
constitutes  dangerous  disability.  Doctor  Arthur 
E.  O’Dea,  Chief  Medical  Examiner  for  the  State 
of  Rhode  Island  and  Chairman  of  this  Committee, 
has  long  been  interested  in  and  has  had  consider- 
able experience  with  these  problems.  His  group 
is  confident  that  practical  and  workable  standards 


can  be  drawn  up  which  may  be  universally  accepted 
and  applied.  Much  work  is  ahead  but  the  residts 
will  be  rewarding. 

Secondly,  it  has  been  noted  that  in  the  past 
physicians’  letters  have  not  been  specific  enough 
concerning  the  physical  and  mental  status  of  the 
person  applying  for  his  motor-vehicle  license.  The 
Committee  believes  it  is  not  enough  to  state  that 
“In  my  opinion  John  Jones  is  capable  of  driving 
a motor  vehicle.”  The  letter,  in  addition,  should 
state  the  dates  of  illness  or  injury,  the  treatment, 
and  the  specific  diagnosis  in  the  standard  nomen- 
clature of  disease.  The  type  of  treatment  should 
be  specified  and  the  amount  and  kind  of  medica- 
tion. One  of  the  most  important  points  is  the 
physician’s  opinion  as  to  the  prognosis.  For  ex- 
ample. a nervous  condition  is  not  sufficient  as  a 
diagnosis;  the  kind  of  nervous  condition — e.g., 
paranoid  schizophrenia — should  be  stated.  Also, 
symptomatic  treatment  is  not  sufficient;  the  kind 
and  dosage  of  medication  should  be  stated — e.g. 
in  the  case  of  a diabetic,  NPH  Insulin  forty  units 
daily  before  breakfast.  If  the  doctor’s  letter  is  not 
specific,  then  the  applicant’s  application  will  be 
put  aside  until  complete  information  is  forth- 
coming. 

If  the  Rhode  Island  Medical  Society,  through 
this  Committee,  is  responsible  for  the  certification 
of  these  applications,  the  individual  physician  also 
is  directly  responsible  to  his  patient,  to  the  Society, 
and  to  the  public  when  he  signs  the  letter  for  or 
against  an  application  for  a motor-vehicle  oper- 
ator’s license. 

BUTLER  HOSPITAL  AND  DOCTOR  HYDE 

The  decision  to  reopen  Butler  Hospital  has  been 
received  by  the  people  of  Rhode  Island  with  real 
satisfaction.  There  is  a general  sense  of  gratitude 
to  all  who  have  worked  to  clear  the  way  for  the 
making  of  this  decision,  and  especially  to  the 
present  Board  of  Trustees,  who  have  carried  out 
careful  studies  which  have  led  to  this  result.  Cer- 
tainly, the  detailed  and  extensive  survey  made  by 
Doctor  Blain,  of  The  American  Psychiatric  As- 
sociation, involving,  as  it  did,  the  cooperation  of 
experts  invited  to  come  to  Rhode  Island  to  partici- 
pate, and  of  representative  citizens  from  within  the 
state,  resulted  in  a clear  understanding  of  the 
situation  by  the  Trustees,  which  has  led  to  their 
action. 

Now  they  have  chosen  the  new  skipper  of  the 
craft  that  they  have  decided  to  put  into  commis- 
sion and  launch  in  the  immediate  future.  The 
Journal  believes  that  the  choice  is  a happy  one. 
Doctor  Robert  W.  Hyde,  tbe  newly  appointed 
superintendent,  possesses  the  qualifications  that 
will  render  him  very  well  suited  to  a task  of  such 
great  importance  to  this  community  and  to  New 
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England.  A Vermonter  by  birth,  and  a graduate 
of  the  Medical  School  of  the  University  of  Ver- 
mont ( cum  laude ) in  1935,  Doctor  Hyde  has 
had  a broad  experience  both  in  general  medicine 
and  psychiatry.  After  his  internship  at  New  Or- 
leans, he  followed  a course  which  can  well  he 
recommended  to  all  who  plan  to  specialize ; that 
is,  he  practiced  general  medicine  in  a small  town. 
Then,  following  five  years  in  the  Army,  he  went 
into  psychiatry  and  has  served  since  1945  as 
assistant  superintendent  at  the  Massachusetts 
Health  Center  (Boston  Psychopathic  Hospital). 

He  is  certified  by  The  American  Board  of  Psy- 
chiatry and  Neurology  ; a Fellow  of  The  American 
Psychiatric  Association ; a Certified  Mental  Hos- 
pital Administrator  and  a member  of  the  A.M.A. ; 
Massachusetts  Medical  Society ; Society  for  Re- 
search in  Psychiatry ; Massachusetts  Psychiatric 
Society  and  the  Group  for  the  Advancement  of 
Psychiatry.  He  holds  teaching  positions  in  both 
Harvard  Medical  School  and  Boston  University, 
and  has  held  a number  of  positions  on  committees 
and  Boards  in  Massachusetts,  including  the  Board 
of  Directors  of  the  Massachusetts  Tuberculosis 
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and  Health  League.  He  is  also  a Sponsoring  Mem- 
ber of  the  National  Mental  Health  Committee. 

His  personal  bibliography  includes  fifty-six 
scientific  papers  in  his  field  and  other  publications, 
including  collaboration  in  the  preparation  of  From 
Custodial  to  Therapeutic  Patient  Care  in  Mental 
Hospitals,  published  by  the  Russell  Sage  Founda- 
tion. 

It  is  understood  that  Doctor  Hyde,  after  com- 
pleting his  teaching  and  other  assignments  in  Bos- 
ton. and  visiting  mental  hospitals  in  various  parts 
of  the  country,  will  take  up  his  duties  at  Butler 
Hospital  during  the  month  of  February.  On  the 
basis  of  our  knowledge  of  the  universal  interest 
that  has  been  shown  by  the  public  and  the  medical 
profession  in  the  reopening  of  Butler  Hospital  as  a 
Mental  Health  Center,  it  is  possible  to  assure  Doc- 
tor Hyde  that  he  will  have  maximum  support  in 
his  endeavors  to  make  this  well-beloved  institution 
a Mental  Health  Center  that  will,  in  the  value  of 
its  service  to  the  public,  exceed  its  great  achieve- 
ments of  the  past.  It  is  a privilege  to  welcome  this 
distinguished  colleague  to  Rhode  Island. 


THE  EROSION  OF  MEDICAL  LIBERTIES 


"Today  there  is  greater  need  for  a united,  forceful 
and  informed  profession  than  ever  before.  We  have 
been  caught  in  the  throes  of  a social  revolution  which 
demanded  something  for  nothing.  Changes  have  been 
taking  place  all  around  us,  and  medicine  has  not  escaped 
unscathed.” 

—Dwight  H.  Murray,  m.d..  President  of  the 
American  Medical  Association,  in  his  address 
to  the  A.M.A.  House  of  Delegates  at  Seattle, 
Washington,  Nov.  27,  1956 

; I C;n  days  after  Doctor  Murray  sounded  his 
warning  to  the  leaders  of  American  medicine 
the  federal  government  put  into  operation  its  pro- 
gram providing  medical  care  for  dependents  of 
the  armed  forces,  now  popularly  known  as  the 
Medicare  plan.  Was  the  medical  profession  well 
informed  of  the  program?  Was  it  united?  Did  it 
take  forceful  action? 

There  are  many  who  would  answer  these  ques- 
tions in  the  affirmative,  and  promptly.  We  would 
qualify  our  replies,  based  only  on  our  Rhode 
Island  experience. 

We  were  informed  of  the  legislation  by  the 
Washington  Office  of  the  A.M.A.,  as  was  every 
other  medical  society.  We  recognized  the  emo- 
tional and  political  appeal  of  the  legislation.  We 
also  recognized  the  fact  that  medicine  would  not,  as 
Doctor  Murray  says,  “escape  unscathed.’’  We  were 
informed,  as  were  the  other  states,  that  consider- 
able discretionary  power  would  be  given  under  the 


program  to  the  executive  agencies  that  would 
carry  it  out. 

From  the  debate  on  the  bill  before  the  House 
we  learned  that  Representative  Kilday  had  said 

"When  we  start  on  a new  program  of  any  kind 
which  grants  benefits  to  individuals  we  must  bear  in 
mind  that  we  can  never  thereafter  for  practical  pur- 
poses decrease  the  benefits  granted.  Once  we  grant  a 
benefit,  it  is  going  to  have  to  be  constant.  We  can 
always  expand  benefits  . . 

and  in  the  Senate  debate  we  learned  that  Senator 
Stennis  stated 

"It  is  my  opinion  that  within  the  bill  there  is  the 
framework  of  what  could  lead  to  the  socializing  of 
the  great  medical  profession.  I emphasize  'could  lead’ 
to  that.  I do  not  believe  the  bill  is  intended  to,  or  if 
soundly  administered,  will  lead  to  that,  or  that  the 
bill  is  a step  in  that  direction.  Nevertheless,  it  creates, 
as  I see  it,  some  possibilities  which  could  be  used  as  a 
leap  in  the  direction  of  socialized  medicine.” 

and  Senator  Russell  was  reported  as  stating 

"If  the  proposed  law  is  administered  as  it  has  been 
outlined  to  us  it  will  be,  it  cannot  lead  to  socialized 
medicine  any  more  than  the  Blue  Cross  or  Blue  Shield 
does;  but  I must  say  there  are  some  elements  of  dis- 
cretion which  if  improperly  exercised  might  point  in 
that  direction.” 

. With  all  deference  to  Senator  Russell  we  fail 
to  see  any  valid  comparison  between  a compulsory 
tax-supported  medical  care  program  of  the  federal 
government  for  the  dependents  of  the  armed  serv- 
ices and  the  free  choice,  voluntary-supported  Blue 
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Cross-Blue  Shield  plans.  The  government  plan  is 
already  a form  of  socialized  medicine ; the  vol- 
untary programs  definitely  are  not. 

Senator  Russell  made  his  comment  on  the  floor 
of  the  Senate  on  May  14.  The  Senate- House  Con- 
ference Report  on  the  bill,  issued  May  22,  offers 
an  interesting  observation  on  the  future  expan- 
sion of  this  legislation  by  which  the  freedom  of 
the  individual  to  seek  and  to  pay  for  his  own 
medical  care,  and  the  right  of  the  physician  to 
render  the  care  and  be  paid  his  fair  fee  for  serv- 
ice, would  be  further  curtailed.  In  the  Conference 
Report  appears  the  following : 

"The  House  bill  granted  the  Secretary  of  Defense 
discretionary  authority  to  contract  for  an  insurance, 
medical  service,  or  health  plan  or  plans  to  provide 
medical  care  for  retired  members  of  a uniformed  serv- 
ice as  well  as  their  depetidents  and  all  other  depend- 
ents other  than  spouses  and  children  (italics  ours). 
The  Senate  amendment  contained  no  such  language. 
The  House  managers  agreed  to  the  exclusion  of  this 
discretionary  authority  with  the  knowledge  that  after 
the  . . . plan  or  plans  has  been  in  operation  for  spouses 
and  children  for  a period  of  time  it  may  be  possible  to 
later  extend  the  law  to  the  other  groups  that  ivould 
have  been  included  under  the  House  bill  ( italics  ours) . 
...  It  is  obvious  that  the  program  cannot  be  extended 
to  retired  members  and  other  groups  until  at  least  a 
cost  and  experience  level  has  been  obtained  as  a result 
of  the  program  which  is  to  be  placed  in  operation.  . . 

Yes,  we  were  all  informed  of  the  implications 
of  the  legislation.  Did  we  unite  for  forceful  action 
against  the  growing  control  of  the  administrative 
process  over  the  rights,  freedom  and  welfare  of 
the  individual  citizen?  We  did  not.  Instead,  each 
state  medical  association  answered  an  individual 
summons  to  Washington,  there  to  meet  in  private 
with  federal  “negotiating  teams”  who  had  their 
plans  already  drawn,  and  who  only  sought  to  have 
the  states  aquiesce  to  the  arrangements.  If  this 
was  to  be  the  exercise  of  free  action  at  the  local 
level  we,  at  least,  were  not  deceived. 

Even  in  our  compact  New  England  area  with 
trading  centers  bringing  people  across  state  lines 
continuously,  there  was  no  conference  to  consider 
the  regional  influences,  nor  did  the  federal  plan- 
ners allow  any  of  our  representatives  to  meet 
jointly  on  the  occasion  of  “negotiating  confer- 
ences” in  the  Navy  building  in  Washington.  On 
the  occasion  of  the  visit  of  the  Rhode  Island  dele- 
gation the  negotiating  team  submitted  on  that  day 
a new  contract — not  previously  submitted  to  our 
legal  counsel  at  home — a new  joint  directive,  and 
its  own  version  of  prevailing  fees  for  our  area, 
and  then  asked  that  the  contract  lie  signed  on  that 
or  the  following  dav  ! 

Could  this  lie  one  of  the  elements  of  discretion 
for  which  Senators  Russell  and  Stennis  expressed 
concern  in  the  dehate  on  the  legislation  ? 

Because  Rhode  Island  did  not  “negotiate”  on 
the  terms  of  the  Department  of  Defense  no  con- 
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tract  was  subsequently  submitted  to  the  Society. 
Nevertheless  the  Society  will  give  its  assistance 
to  the  program  by  publicizing  it  to  its  member- 
ship, by  issuing  claim  forms  for  the  government 
agency,  and  in  general  by  guaranteeing  that  armed 
service  dependents,  as  all  citizens  and  residents 
of  this  State  of  Rhode  Island,  shall  be  given  the 
liest  available  medical  care  for  which  the  fees  will 
he  consistent  with  the  fair,  reasonable  and  pre- 
vailing charges  made  to  everyone  in  this  area. 

We  resent  creeping  authoritarianism  in  any 
form.  Rhode  Island  was  conceived  as  a colony  on 
the  basis  that  a most  flourishing  civil  state  may 
stand  and  best  be  maintained  with  full  liberty  in 
religious  concernments.  Rhode  Island  was  two 
months  ahead  of  the  other  colonies  in  making  its 
Declaration  of  Independence  from  King  George 
III,  on  May  4,  1776.  We  were  the  last  to  ratify 
the  United  States  Constitution,  and  127  years  later 
the  state  refused  to  ratify  the  18th  amendment. 

With  such  a heritage  we  make  no  apology  when 
we  take  our  stand  firmly  as  we  see  individual 
rights  progressively  subjected  to  more  or  less 
arbitrary  governmental  controls. 
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NIIEVAR  FOR  PROTEIN  TISSUE  BUILDING 


Protein  Deficiency,  a Hazard  in 

Surgical  Patients,  Reversed  with  Nilevar® 

With  surgery  made  safe  for  the  patient, 
the  patient  may  now  be  made  safe  for  surgery. 


NITROGEN  LOSSES  IN  SURGICAL  PATIENTS  (after  Rhoads*) 
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*COMPLETE  DATA  IN  ORIGINAL  ARTICLE  (Rhoads,  J.  E.:  Internet.  Abst.  Surg.  94:417  (May)  1 952.) 


Patients  about  to  undergo  extensive  surgery1 
frequently  have  negative  nitrogen  balance  and 
protein  deficiency.  And  after  any  severe  trauma, 
including  extensive  surgery,  the  rate  of  protein 
breakdown  is  increased. 

It  is  also  well  recognized  that  patients  with  a 
strongly  negative  nitrogen  balance  are  much 
more  prone  to  suffer  delayed  wound  healing2, 
secondary  infections3,  shock2  and  delayed  con- 
valescence4. 

The  need  for  an  effective  protein  anabolic 
agent  is  stated  by  Moore  and  Ballr'— “there  is  one 
unbreakable  rule  of  surgical  convalescence:  to 
complete  his  recovery,  regain  strength  and  re- 
turn to  work  the  patient  must  come  into  positive 
nitrogen  balance.” 

Nilevar  (brand  of  norethandrolone)  is  a new 
anabolic  steroid  which  rapidly  and  effectively  re- 
verses or  diminishes  excessive  protein  catabolism 
and  nitrogen  loss  accompanying  major  surgical 
procedures.  The  protein  anabolic  activity  of 


Nilevar  is  specific.  There  are  usually  minimal  or 
no  androgenic  side  effects. 

In  addition  to  its  use  both  preoperatively  and 
postoperatively,  Nilevar  is  indicated  in  all  con- 
ditions in  which  excessive  protein  catabolism 
(nitrogen  loss)  hinders  or  delays  convalescence: 

Recovery  from  pneumonia,  poliomyelitis,  se- 
vere burns  and  fractures,  and  in  the  care  of  pre- 
mature infants,  decubitus  ulcers  and  wasting 
diseases  such  as  cancer  and  tuberculosis. 

The  daily  adult  dose  is  three  to  five  Nilevar 
tablets  (30  to  50  mg.).  For  children  the  daily 
dosage  is  1 to  1.5  mg.  per  kilogram  of  body 
weight  for  the  first  ten  days  of  treatment,  after 
which  the  daily  dosage  should  be  reduced  in  all 
prepuberal  patients  to  0.5  mg.  per  kilogram  of 
body  weight.  Individual  dosages  depend  on  the 
need  for  and  the  response  to  therapy.  G.  D. 
Searle  & Co.,  Chicago  80,  Illinois.  Research  in 
the  Service  of  Medicine.  References  supplied  on 
request. 
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WORKERS  IN  WHEELCHAIRS* 

Henry  Viscardi,  Jr.,  ll.d. 


The  Author.  Henry  Viscardi,  Jr.,  LL.D.,  of  West 
Hempstead,  New  York.  President,  Abilities,  Inc.; 
President,  and  Board  Chairman  of  Human  Resources 
Corp.;  Executive  Vice  President  and  Board  Member 
of  Just  One  Break  Inc.;  member  of  faculty,  New 
York  University  College  of  Medicine;  member,  Na- 
tional Advisory  Council  of  Department  of  Health, 
Education  and  Welfare,  Division  of  Vocational  Re- 
habilitation; recipient  of  Presidential  Citation  for 
Outstanding  Work  in  the  Employment  of  the  Physi- 
cally Handicapped. 


The  estimates  now  run  as  high  as  33,000,000 
people  in  our  nation  who  are  disabled,  chroni- 
cally ill,  or  over-age.  My  friends,  this  is  about 
one  in  seven  of  our  population.  The  progression 
is  increasing.  They  now  estimate  that  in  a brief 
fifty  years,  for  every  one  of  us  who  works  and 
produces,  we  will  he  carrying  on  our  hacks  to  sup- 
port. one  individual  who  falls  into  this  category. 

From  a moral  or  an  economic  viewpoint,  I ask 
you,  can  we  afford  it?  Let  me  give  you  some 
strong  reasons  about  why  I think  we  cannot. 

The  tragedy  of  our  times  is  that  we  have  suc- 
ceeded in  splitting  the  atom  before  acquiring  the 
wisdom  to  unite  mankind.  Our  major  need  today 
is  not  for  more  knowledge  as  to  how  to  tf v 
through  the  stratosphere,  hut  for  understanding 
of  how  to  walk  upon  the  face  of  the  earth  like 
human  beings  created  in  the  image  of  God. 

Not  more  science  do  we  require,  hut  more  of 
the  milk  of  human  kindness.  Not  more  bombs  to 
destroy,  should  be  our  aim,  hut  more  of  the  balm 
of  healing  and  building  up  the  wounds  of  man- 
kind fallen  into  disunity. 

Not  more  know-how  hut  more  know-why.  Not 
more  knowledge  is  our  greatest  need,  hut  more 
zvisdom. 

Because  there  is  a labor  shortage  now  in  many 
parts  of  our  country,  we  have  understanding  about 
the  problem  that  is  the  commodity  of  expediency. 
Do  we  really  understand  ? 

What  is  a physical  handicap?  We  tend  to  be- 
lieve that  a physical  handicap  is  not  a physical 
handicap  when  it  doesn't  interfere  with  our  oc- 
cupations; that  it  is,  when  it  prevents  us  from 

*Part  of  an  address  delivered  at  the  Interim  Meeting  of 
the  Rhode  Island  Medical  Society,  at  Providence,  Rhode 
Island,  October  24,  1956. 


performing  the  task  of  a specific  occupation. 

This  is  wrong,  my  friends.  A physical  handicap 
refers  to  human  limitations,  from  the  medical  point 
of  view,  and  whether  the  disability  stems  from 
disease,  injury,  or  inheritance,  makes  no  differ- 
ence. 

An  occupational  handicap  refers  to  the  lack 
of  ability  to  perform  all  of  the  specific  tasks  for 
a specific  occupation.  These  can  be  skill,  experi- 
ence. aptitude,  interest,  personality ; and  only  one 
among  these  is  the  physical  capacity  to  do  that  job. 

If  any  of  the  skills  are  lacking,  the  person  is 
occupationally  handicapped  for  the  specific  job  to 
be  done.  The  fact  is,  that  a physical  handicap  re- 
mains a physical  handicap,  whether  or  not  the 
disabled  person  is  occupationally  handicapped. 

The  blind  men  in  my  plant  are  not  occupation- 
ally  handicapped,  because  they  are  successful  at 
their  jobs  or  they  wouldn’t  be  there.  But  success- 
ful or  not,  they  remain  physically  handicapped 
because  they  are  blind. 

The  challenge  for  all  of  us  is  to  recognize  that 
the  amputee,  or  any  other  disabled  person,  is  not 
different  from  the  rest  of  the  world.  The  differ- 
ence is  only  in  degree  of  ability,  like  being  fat  or 
thin,  tall  or  short.  The  amputee  is  the  same  in 
thousands  of  ways,  more  than  he  is  different.  In 
society  and  in  industry,  he  wants  to  be  considered 
so. 

What  about  our  psychological  reactions  to  dis- 
ability? Almost  everyone  likes  to  feel  superior 
in  one  way  or  another.  On  the  basis  of  sheer 
physical  differences,  the  normal  person  rarely 
fails  to  sense  that  lie  is  better  than  the  disabled. 

Much  of  this  feeling  is  released  because  of  our 
perfectionist  ideals.  We  have  the  Hollywood  con- 
cept of  the  girl  we  would  like  to  marry.  Who  has 
not  had  daydreams  about  how  wonderful  it  would 
he  to  he  physically  perfect,  perhaps  like  a Greek 
god  ? 

Almost  everyone  admires  a good  physique.  At 
least  let  us  admit  that  no  ordinary  person  admires 
deformity.  Ancient  aversions  are  still  aflame  in 
modern  man. 

The  idea  that  the  crippled  are  in  some  way  con- 
nected with  sin  and  evil,  allows  the  able-bodied 
person  to  feel  he  is  morally  better.  He  is  assured 
of  his  moral  superiority  since  he  thinks  nothing 
so  terrible  has  happened  to  me,  thank  God. 

The  sense  of  superiority,  and  the  aversions  are 
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so  strong  in  some  able-bodied  persons,  that  they 
go  so  far  as  to  link  disability  with  insanity.  One 
does  not  have  to  seek  far  to  find  those  who  are  so 
fearful  of  spastics  and  epileptics,  or  even  of  less 
severely  handicapped  persons,  that  they  avoid 
them  like  the  plague. 

The  sad  fact  is,  my  friends,  to  state  it  mildly, 
the  disabled  are  thought  to  be  different,  not  only 
physically  but  in  general.  They  are  considered  to 
be  not  so  good  as  others. 

Socially,  they  are  usually  the  last  accepted.  In- 
dustrially, they  are  often  the  last  to  be  hired  and 
the  first  to  be  fired. 

How  to  overcome  our  superstitions  and  back- 
ward psychological  reactions  towards  disability,  is 
clearly  a problem  that  we  must  face. 

Physical  differences  in  human  beings  have  al- 
ways produced  deep  psychological  reactions.  Our 
reactions  to  disability  have  never  been  pleasant. 
Throughout  the  ages,  disability  has  been  associ- 
ated with  evil,  never  with  good. 

I grant  you  the  attitude  of  modern  man  is 
changing,  with  the  incidence  of  two  great  wars, 
and  the  disabled  men  who  came  home,  plus  the 
modern  automobile  through  which  in  a brief  fifty 
years  we  have  killed  and  maimed  more  people  on 
the  highways  of  our  country  than  were  disabled 
or  killed  in  175  years  of  our  nation’s  wars. 

How  much  have  our  attitudes  really  changed? 
It  cannot  be  denied  that  we  harbor  many  Philistine 
thoughts  and  taboos  concerning  disabilities.  These 
thoughts  are  highly  subjective.  They  are  not  fre- 
quently discussed.  They  are  not  clear-cut.  They 
vary  in  intensity.  They  are  difficult  to  describe, 
and  worse  still,  they  are  even  more  difficult  for 
one  to  admit  honestly. 

Our  natural  reaction  to  idiots  is  so  horrifying, 
that  by  thinking  of  them  as  God’s  children,  we 
succeed  in  changing  a shocking  situation  into  one 
less  distressing  to  us.  We,  our  selfish  selves,  are 
thus  relieved  to  a degree. 

Rather  than  being  shocked  by  disability,  it  is 
easier  on  us  if  we  are  sympathetic  and  tolerant. 
Sympathy  allows  us  to  overcome  some  of  our  feel- 
ings of  guilt  for  looking  askance  at  the  disabled. 

If  we  are  deeply  honest  with  ourselves,  we  can 
realize  that  our  sympathy  is  but  a pleasant  com- 
pensation for  more  complex  feelings  of  fear  and 
revulsion. 

If  we  were  truthful  with  ourselves,  we  would 
likely  feel  neither  revulsion  nor  sympathy.  We 
would  look  upon  all  persons  as  human  beings,  or 
perhaps  it  may  be  said,  upon  all  persons  as  being 
truly  God’s  children. 

If  we  were  balanced,  we  would  most  certainly 
not  divide  humanity  into  the  blessed  and  the 
damned. 


The  Lord  said, 

“Say,  ‘We’”; 

But  I shook  my  head, 

Hid  my  hands  tight  behind  my  back,  and  said, 
Stubbornly, 

“I” 

The  Lord  said, 

“Say,  ‘We’ 

But  I looked  upon  them,  grimy  and  all  awry. 
Myself  in  all  those  twisted  shapes?  Ah,  no  ! 
Distastefully  I turned  my  head  away, 
Persisting, 

“They.” 

The  Lord  said, 

“Say,  ‘We’ 

And  I 
At  last 

Richer  by  a hoard 
Of  years 
And  Tears, 

Looked  in  their  eyes  and  found  the  heavy  word 
That  bent  my  neck  and  bowed  my  head ; 
“We,” 

Lord. 

Abilities  Vital  Factor 

How  do  the  disabled  differ  from  other  people? 
Is  society  to  be  divided  into  sheep  and  goats, 
superior  and  inferior  people?  Both  the  physically 
impaired  and  the  unimpaired  are  the  same  in 
thousands  of  ways,  more  than  they  are  different. 

Disability  is  measured  from  a medical  point  of 
view.  But  whether  the  physician  finds  things 
wrong  with  people  or  not,  the  awful  truth  is  that 
the  so-called  disabled  and  the  so-called  physically 
fit,  are  both  physically  handicapped. 

Like  the  disabled,  the  physically  fit  person  is 
always  physically  limited  for  numerous  occupa- 
tions and  activity  in  life.  On  a sheer  physical 
basis,  practically  every  human  being  is  physically 
limited  in  one  way  or  another,  in  an  industrial 
sense.  And  when  you  add  to  this,  intelligence,  the 
emotional  and  psychological  factors,  clearly  every 
one  of  us  has  great  limitations,  physically  fit  or 
not. 

It  certainly  has  taken  us  a long  time,  to  dis- 
cover that  human  beings  are  only  human  beings, 
and  not  sheep  and  goats ; that  all  persons  have 
multiple  limitations,  physically,  emotionally,  and 
intellectually. 

It  is  unlikely  that  the  key  to  the  whole  problem 
of  disability,  can  be  found  in  a simple  reversal 
of  our  philosophy,  but  ratber  than  thinking  longer 
in  terms  of  disabilities,  we  might  well  start  think- 
ing of  abilities,  instead. 

Outside  of  medicine,  and  in  society  at  large, 
everyone  including  the  doctors,  might  very  well 
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he  educated  to  think  of  the  abilities  of  people, 
what  they  can  do,  and  not  their  disabilities. 

For  we  who  are  laymen,  enlightenment  will  not 
come  so  long  as  we  continue  to  use  the  negative 
terms  and  stress  disabilities.  The  negative  implica- 
tions in  the  terms  used  by  medicine — epileptic, 
tuberculous,  paraplegic — excite  superstition,  stig- 
matize the  disabled,  and  tend  to  segregate  the  dis- 
abled into  an  inferior  group. 

Outside  of  professional  medical  and  rehabilita- 
tion circles,  we  should  not  use  these  negative  labels  ; 
not  even  the  word  “handicapped,”  “impaired,”  or 
“disabled.”  We  have  the  perfect  terms  now.  The 
only  correct  terms  men  and  women,  boys  and 
girls,  children. 

We  should  look  upon  these  men  and  women 
and  children  as  human  beings  like  ourselves,  and 
should  think  and  speak  of  their  abilities  and  not 
their  disabilities. 

Our  disabled  people  are  crying  for  this  right  to 
be  the  same.  They  both  want  to  be,  and  should  be. 
considered  as  the  ordinary  people  they  really  are, 
each  according  to  his  individual  capacities  and 
ability ; each  with  his  compensating  qualities  to 
offset  the  extremes  of  physical  make-up  is  the 
same  as  everyone  else  in  the  world.  No  one — none 
of  us — is  without  limitations,  and  when  we  con- 
sider the  requirements  of  many  specific  jobs  we 
are  all  disabled. 

What  is  needed,  and  gradually  we  are  coming 
to  realize  it.  is  the  denial  of  the  common  assump- 
tion of  the  distinction  of  disability.  There  is 
really  no  such  thing.  Sheer  physical  strength  is 
no  measure  of  general  ability.  Many  factors  go  to 
make  up  a total  personality,  some  of  which  in 
this  enlightened  age  are  far  more  important  than 
physical  strength  or  weakness. 

Homer  could  have  squatted  in  the  dust  at  the 
gates  of  Athens ; the  rich  would  have  pitied  him, 
and  tossed  gold  into  his  cap.  For  he,  like  Milton, 
and  Prescott,  the  historian,  was  blind. 

Julius  Caesar,  the  first  general,  statesman,  and 
historian  of  his  age,  and  excepting  Cicero,  its 
greatest  orator,  a mathematician,  jurist,  and  archi- 
tect, he  was  an  epileptic. 

Beethoven,  the  ultimate  genius  of  the  classical 
schools  of  music,  beyond  whose  creations,  as 
W agner  said,  instrumental  music  can  never  go, 
became  stone  deaf  before  middle  age,  and  never 
heard  except  by  the  inward  ear,  his  own  great 
symphonies. 

There  are  no  disabled  veterans;  they  are  only 
veterans.  There  are  no  disabled  people ; only  peo- 
ple. The  greatest  complement  for  the  extreme  of 
physical  suffering,  is  the  patience  to  continue  to 
struggle  for  the  right  to  be  the  same;  not  different 
from  the  rest  of  the  world. 
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There  is  nothing  that  can  be  substituted  for 
this  basic  human  right ; no  honors,  no  pensions, 
no  parades,  or  subsidies  replace  the  wish  of  even- 
person  who  has  known  disability,  to  live  and  work 
in  dignity,  in  free  and  open  competition  with  all 
the  world. 

On  one  day  perhaps  we  will  have  an  end  to  all 
the  special  privileges  of  being  different,  and  be 
allowed  the  equal  opportunities  and  challenges 
of  being  the  same  as  the  rest  of  the  world. 

There  is  no  substitute  for  the  sweet  dignity 
of  a productive  life.  It  is  essential  to  the  American 
tradition,  founded  deep  in  the  roots  of  Western 
civilization. 

The  hinge  of  fate  has  made  this  nation  a leader 
in  the  struggle  for  the  oppressed,  wherever  dark- 
ness has  fallen  and  the  light  of  liberty  has  gone  out. 

If  the  coming  generation  of  Americans  is  to  be 
predominantly  the  disabled  and  the  over-age,  then 
it  is  our  destiny  so  to  live  and  so  to  perform  our 
part,  that  free  men  across  the  years  will  look  back 
and  say,  “Here  was  a generation  that  did  not  seek 
security,  but  looked  for  opportunity.” 

Why  Me? 

I grew  up  as  a crippled  child,  horribly  de- 
formed. I spent  the  first  seven  consecutive  years 
of  my  life  in  one  hospital.  When  I was  a child, 
I remember  my  mother’s  explanation  when  I 
asked  her  “Why  me?  Why  me?” 

She  told  me  that  when  it  was  time  for  another 
crippled  boy  to  be  born  into  the  world,  the  Lord 
and  His  counsellors  held  a meeting  to  decide 
where  he  should  be  sent,  and  the  Lord  said,  “I 
think  that  the  Viscardis  would  be  a good  family 
for  a crippled  boy.” 

That  is  the  way  I feel  about  our  country,  about 
the  communities,  about  commerce  and  labor  and 
industry.  If  this,  the  greatest  industrial  nation  in 
the  history  of  the  world,  is  increasing  its  popula- 
tion of  disabled  and  over-age  people  because  of 
its  progress,  then  no  better  laboratory  could  have 
been  selected  to  provide  a pattern  for  the  utiliza- 
tion of  our  priceless  human  resources. 

I asked  God  for  Strength,  that  I might  achieve, 

1 was  made  weak,  that  I might  learn  humbly  to 
obey  . . . 

I asked  for  health,  that  I might  do  greater  things, 

I was  given  infirmity,  that  I might  do  better 
things  . . . 

I asked  for  riches,  that  1 might  be  happy, 

I was  given  poverty  that  I might  he  wise  . . . 

I asked  for  power,  that  I might  have  the  praise 
of  men. 
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FOR  PAIN 


BETTER  THAN 
CODEINE  PLUS  APC 


controls  pain  faster 
. . . usually  within  15  minutes 

controls  pain  longer 
. . . usually  for  6 hours 

seldom  constipates 
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of  dihydrohydroxycodeinone  and  homatropine, 
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I was  given  weakness,  that  I might  feel  the  need 

of  God  . . . 

I asked  for  all  things,  that  I might  enjoy  life, 

I was  given  life,  that  I might  enjoy  all  things  ... 

I got  nothing  that  I asked  for — but  everything 

1 had  hoped  for, 

Almost  despite  myself,  my  unspoken  prayers 

were  answered, 

I am  among  all  men,  most  richly  blessed. 

Record  of  Abilities,  Inc. 

Now  let  me  tell  you  a word  more  about  Abilities, 
Inc.  and  its  people.  I have  told  you  that  when  I 
left  today,  I left  326  working  men  and  women 
in  our  factory.  Would  you  be  interested  to  know 
that  on  the  basis  of  our  rated  experience  over 
four  years,  from  the  standpoint  of  compensation 
and  liability,  our  little  company  has  had  such  a 
successful  record  that  in  1954  we  were  down- 
rated 21  per  cent,  and  in  1955  we  were  down- 
rated 27  per  cent  ? We  have  had  but  two  reportable 
accidents  in  four  years,  and  these  were  insignifi- 
cant. 

Would  you  be  interested  to  know  that  the  aver- 
age day’s  absence  per  100  scheduled  working  days 
in  industry,  is  3.3,  hut  at  Abilities,  Inc.  it  is  .88? 

Would  you  be  interested  to  know  that  the  aver- 
age day’s  loss  per  injury  in  American  industry 
for  100  scheduled  working  days,  is  1.3,  and  in 
Abilities,  Inc.  it  is  .01  ? 

Could  I tell  you  that  the  days  of  disability  for 
injury  in  the  average  American  company  is  14.3. 
and  at  Abilities,  Inc.  it  is  3.1  ? 

Might  I mention  that  in  four  years  of  productive 
work,  these  people  who  have  been  in  our  company 
have  produced  goods  valued  at  $2,401,700?  They 
have  earned  wages  of  $1,279,100?  The  total  of 
new  wealth  which  they  have  turned  back  to  the 
community  and  to  the  government  in  taxes,  wages, 
and  goods  produced,  in  four  years,  is  $4,686,490? 

During  this  same  four-year  period,  it  would 
have  cost  $740,000  to  have  maintained  these  peo- 
ple on  the  relief  rolls.  Not  only  have  we  saved 
$740,000,  hut  we  have  added  approximately 
4,700,000  in  new  wealth. 

Can  you  help  me  calculate  the  intrinsic  worth 
of  what  we  have  bought  in  dignity  and  happiness 
for  each  of  these  people  and  their  families,  who 
have  now  known  the  dignity  of  a productive  life 
instead  of  a life  predicated  on  the  charity  of  the 
community  or  the  family? 

There  are  today,  my  friends,  many  who  believe 
the  answer  lies  in  some  form  of  government 
agency  or  authority.  It  is  not  so.  It  is  not  so.  This 
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great  country  of  ours  was  founded  community  by 
community.  It  grew,  community  by  community. 

Our  Constitution  was  born  expressly  to  pro- 
vide a government  and  propagate  a nation  of  self- 
governing  communities ; to  delegate  that  authority 
necessary  to  accomplish  jointly  what  the  home 
town  could  not  do  for  itself. 

Nothing,  my  friends,  nothing — -including  a lot 
of  talk  about  the  welfare  state,  has  changed  these 
fundamentals.  It  is  on  your  level  and  mine  that 
long-range  solutions  can  be  found  for  our  dis- 
abled and  over-age  people. 

Believe  me,  there  are  no  bargains  in  security, 
not  only  for  our  disabled  citizens  but  for  all  of 
us.  The  price  of  just  a little  bit  of  federalized 
security,  comes  exceedingly  high,  and  the  cost  of 
totalitarian  security  is  so  great  that  no  nation  or 
people  in  history  has  ever  been  able  to  afford  it. 

I leave  with  you  tonight,  the  credo  of  Abilities. 
Inc.,  defiantly  adopted  four  years  ago  when  we 
started  our  great  company.  These  words : 

“I  do  not  choose  to  be  a common  man.  It  is  my 
right  to  be  uncommon — if  I can.  I seek  oppor- 
tunity— not  security.  I do  not  wish  to  be  a kept 
citizen,  humbled  and  dulled  by  having  the  state 
look  after  me.  I want  to  take  the  calculated  risk ; 
to  dream  and  to  build,  to  fail  and  to  succeed.  I 
refuse  to  barter  incentive  for  a dole.  I prefer  the 
challenges  of  life  to  the  guaranteed  existence;  the 
thrill  of  fulfillment  to  the  stale  calm  of  Utopia. 
I will  not  trade  freedom  for  beneficence  nor  my 
dignity  for  a handout.  I will  never  cower  before 
any  master  nor  bend  to  any  threat ; it  is  my  heri- 
tage to  stand  erect,  proud,  and  unafraid  ; to  think 
and  act  for  myself,  enjoy  the  benefit  of  my  cre- 
ations and  to  face  the  world  boldly  and  say,  this 
I have  done.  For  our  disabled  millions,  for  you 
and  me,  all  this  is  what  it  means  to  be  an 
American.” 


E. 


Wilbur  E.  Johnston  Raymond  E.  Johnston 

1 78  ANGELL  STREET 
PROVIDENCE,  R.  I. 
GAspee  1-2512 
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. . . usually  within  15  minutes 

controls  pain  longer 
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Spontaneously  acknowledged  by  physicians  everywhere  as  an  outstanding 
therapeutic  advance,  repeatedly  confirmed  during  more  than  three  years  of 
clinical  usage,  achromycin0  Tetracycline  ranks  among  the  foremost  in  its  field 
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DISTRICT  MEDICAL  SOCIETY  MEETINGS 


WASHINGTON  COUNTY  MEDICAL 
SOCIETY 

The  quarterly  meeting  of  the  \\  ashington 
County  Medical  Society  was  held  at  the  Larch- 
wood  Inn,  Wakefield,  R.  I.,  October  10,  1956. 
The  meeting  was  called  to  order  at  11  :30  a.m.  by 
the  President,  Dr.  Martin  O’Brien. 

The  minutes  of  the  previous  meeting  were  read 
and  approved. 

The  following  members  were  present : Doctors 

S.  A.  Capalbo,  P.  J.  Celestino,  E.  T.  Gale,  C.  S. 
Hathaway,  R.  J.  Kraemer,  A.  L.  Manganaro, 
[.  A.  McGrath,  L.  A.  Morrone,  Samuel  Nathans. 

T.  A.  Nestor,  M.  J.  O’Brien,  M.  I.  Robinson,  J.  R. 
Tatum,  S.  J.  P.  Turco,  J.  T.  Walsh,  D.  C.  Dewees, 
Z.  T.  Tang,  L.  H.  Johnson. 

UNFINISHED  BUSINESS:  Dr.  Mangan- 
aro made  a motion  that  the  President  appoint  a 
committee  of  three  to  study  the  question  of  pro- 
fessional fees,  to  submit  a schedule  of  fees  and 
poll  the  members  of  the  Society.  The  motion  was 
seconded  by  Dr.  Dewees,  and  passed. 

COMMUNICATIONS : Communications  were 
read  which  included  portions  of  the  Secretary’s 
letters  from  the  American  Medical  Association 
and  two  letters  from  Gustavo  Motta,  M.D.,  rela- 
tive to  minimum  fee  schedules. 

REPORTS  OF  COMMITTEES:  Dr.  Mc- 
Grath reported  on  discussions  of  the  House  of 
Delegates  in  regard  to  medical  care  of  Military 
dependents. 

Dr.  Nathans,  reporting  on  the  action  of  the 
R.  I.  Medical  Council,  stated  that  the  Depart- 
ment of  Defense  has  been  given  the  authority 
under  federal  Public  Law  569,  to  take  care  of 
various  groups  of  dependents  in  various  areas. 
The  council  noted  that  it  proposes  to  the  State 
Society  that  Blue  Cross  and  Physicians  Service 
act  as  agent  and  lie  reimbursed  by  the  Department 
of  Defense,  and  that  the  fees  should  not  he  mini- 
mum but  average. 

NEW  BUSINESS : None  proposed. 

SCIENTIFIC  SESSION : Guest  speaker  was 
Alex  M.  Burgess,  Jr.,  M.D.,  who  gave  a com- 
prehensive survey  of  the  most  recent  knowledge 
on  Cardiac  arrhythmias  of  emergency  nature  in 
Medicine  and  surgery. 


ADJOURNMENT:  Moved  by  Dr.  Capalbo 
and  seconded  by  Dr.  Morrone,  the  meeting  ad- 
journed at  1 :30  p.m. 

Respect f nil v submitted, 

E.  T.  Gale,  m.d.,  Secretary 

PAWTUCKET  MEDICAL  ASSOCIATION 

A dinner-meeting  of  the  Pawtucket  Medical 
Association  was  held  at  the  Lindsey  Tavern  at 
6:30  p.m.  on  October  18,  1956.  Doctor  Raymond 
T.  Stevens  presided. 

The  following  members  were  present : Doctors 
Lussier,  Jeremiah,  Riemer,  Metcalf,  Webster, 
Jones,  Baron,  Eddy,  Hecker,  Cunningham,  Bouch- 
er, Edward  Foster,  Billings,  Pauli,  Bruno,  For- 
giel,  Alexander  Jaworski,  Kelly,  Mara,  Morris, 
Zolmian,  Sonkin,  Stevens,  Gorfine,  Pinanlt  and 
Lovering. 

Following  dinner,  Mr.  Allan  Bellows  gave  a 
short  introduction  and  presented  a Tissue  Bank 
Film  which  had  been  made  at  the  United  States 
Naval  Hospital  in  Bethesda.  The  film  concerned 
the  technique  of  preparing  bone,  arteries,  cartilage 
and  skin  from  donors  and  subsequent  preparation 
for  storage. 

The  film  was  received  with  general  applause 
and  it  evoked  some  enthusiastic  comment  from 
some  of  the  members  present. 

The  business  aspect  of  the  meeting  followed. 
The  minutes  for  the  previous  meeting  were  read 
and  approved.  Communications  were  read  and 
included  the  following: 

1.  Request  of  application  for  admission  to  the 
Association  by  Doctor  Mulvaney. 

2.  Letter  from  the  American  Medical  Associ- 
ation regarding  the  Seventh  Annual  County 
Medical  Societies  Civil  Defense  Conference 
in  Chicago. 

Doctor  Robert  Fortin's  application  for  admis- 
sion was  voted  upon  and  passed  unanimously  on 
written  ballot. 

The  Standing  Committee’s  report  on  change  in 
bylaws  as  regards  the  new  quorum  was  deferred 
as  there  had  been  no  meeting  of  this  Committee. 

Respectfully  submitted, 

Nathan  Sonkin,  m.d.,  Secretary 

continued  on  page  50 
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Overeating  is  a bad  habit— 
you  can  help  your  patients 
to  break  it 
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MEDICAL  SOCIETY  MEETINGS 

continued  from  page  48 

NEWPORT  COUNTY  MEDICAL  SOCIETY 

A meeting  of  the  Newport  County  Medical 
Society  was  held  at  the  Hotel  Viking  on  Novem- 
ber 28,  1956.  Doctor  John  M.  Malone,  President, 
presided  and  the  meeting  was  called  to  order  at 
8:30  p.m. 

The  speakers  of  the  evening  were  Doctor 
Thomas  H.  Murphy,  Medical  Director,  Division 
of  Cancer  Control,  and  Doctor  Y.  S.  Song,  Associ- 
ate Director  of  the  Laboratory  Staff  of  the  Cancer 
Cytology  Survey.  They  discussed  the  Women’s 
Cancer  Cytology  Survey  and  noted  that  it  is  a 
research  program  financed  by  the  federal  govern- 
ment. rather  than  a diagnostic  service.  The  main 
purpose  of  this  program  is  to  determine  how 
many  women  over  twenty  have  entirely  unsus- 
pected cancer  of  the  uterus.  Doctor  Song  quoted 
results  of  previous  similar  surveys.  The  project 
is  one  of  eight  now  going  on  in  the  country.  Doc- 
tor Song  explained  the  technique  of  taking  and 
mailing  the  smears  and  also  discussed  the  forms 
which  would  be  used  for  reporting  the  results. 
There  was  a lively  question  and  answer  period. 

At  the  business  meeting  the  minutes  of  the  last 
meeting  were  read  and  approved.  A letter  regard- 
ing Doctor  Arthur  W.  King  of  Little  Compton, 
urging  his  nomination  as  “Country  Doctor  of  the 
Year”,  was  read  and  discussed.  A communication 
from  the  American  Medical  Association  regard- 
ing the  sponsoring  of  Science  Fairs  was  read. 

Doctor  Abramson  read  the  letter  which  had  come 
from  the  Assistant  Secretary  of  Defense  regard- 
ing dependency  care  in  the  hospital  which  will 


AN  ANCIENT  GRAPHIC  ACCOUNT 
OF  THE  CLASSICAL 
"GRAND  MAL”  SEIZURE 

Oft,  too,  some  wretch,  before  our  startled  sight, 
Struck  as  with  lightning,  by  some  keen  disease 
Drops  sudden:  By  the  dread  attack  o’erpowered 
He  foams,  he  groans,  he  trembles  and  he  faints; 
Now  rigid,  now  convulsed,  his  labouring  lungs 
Heave  quick,  and  quivers  each  exhausted  limb. 
Spread  through  the  frame,  so  deep  the  dire  disease 
Perturbs  his  spirit:  as  the  briny  main 
Foams  through  each  wave  beneath  the 
tempest’s  ire, 

He  groans  since  every  member  smarts  with  pain. 
And  from  his  inmost  breast,  with  wontless  toil 
Confused  and  harsh,  articulaton  springs. 

He  raves  since  soul  and  spirit  are  alike 
Disturbed  throughout,  and  severed  each  from  each 
As  urged  above  distracted  by  the  bane. 

But  when  at  length  the  morbid  cause  declines, 

And  the  fermenting  humours  from  the  heart 
Flow  back— with  staggering  foot  first  treads. 

Led  gradual  on  to  intellect  and  strength. 

. . . Lucretius  (98-55  B.C.) 

De  Rerum  Natura 


RHODE  ISLAND  MEDICAL  JOURNAL 

he  effective  on  December  7,  1956.  There  was  con- 
siderable discussion  as  to  what  will  happen  on  that 
date.  It  was  apparent  that  many  aspects  were  still 
very  obscure  and  unexplained  and  very  much  up 
in  the  air.  It  was  decided  that  the  Secretary  should 
write  a letter  to  the  Assistant  Secretary  of  Defense 
requesting  specific  information  regarding  the  ac- 
tual operation  of  this  act  in  Newport  County,  and 
that  he  also  contact  the  State  Society  regarding 
information  about  the  present  status  of  this  act 
as  they  understand  it. 

Doctor  Ceppi  reported  for  the  last  meeting  of 
the  State  Council,  specifically  regarding  the  de- 
pendency act,  Butler  Hospital  and  the  use  of 
V allum  Lake  for  chest  cases  other  than  tuber- 
culosis. Doctor  Brownell  reported  for  the  House 
of  Delegates.  Doctor  Grimes  spoke  regarding  the 
status  of  ophthalmology  throughout  the  country 
and  described  a committee  which  has  been  set  up 
to  keep  an  eye  on  state  legislation  affecting  this 
specialty. 

The  meeting  adjourned  at  10:00  p.m. 

Respectfully  submitted, 

Donald  B.  Fletcher,  m.d.,  Secretary 

WOONSOCKET  DISTRICT  MEDICAL 
SOCIETY 

The  annual  meeting  of  the  Woonsocket  District 
Medical  Society  was  held  December  11,  1956,  at 
the  Woonsocket  Hospital  library.  Dr.  Francis  P. 
Vose  presided.  Approximately  thirty-five  members 
were  present. 

Dr.  Arthur  Gaudreau  requested  information  on 
the  present  status  of  the  Soldier’s  Dependents 
Medical  Care  Program.  Dr.  Henri  E.  Gauthier 
informed  him  that  lie  had  worked  with  the  commit- 
tee of  the  Rhode  Island  Medical  Society  that  is 
concerned  with  this,  and  that  at  the  present  time, 
the  Rhode  Island  Medical  Society  and  the  appro- 
priate authorities  in  Washington,  D.  C.,  are  con- 
ferring on  a fee  schedule  that  will  he  agreeable 
to  both  parties.  More  specific  information  will  be 
forthcoming  in  the  near  future. 

It  was  pointed  out  that  one  of  the  members  of 
our  society  is  in  his  eighties,  and  could  use  some 
help  from  the  Benevolent  Fund  of  the  State  So- 
ciety. Dr.  Gauthier  volunteered  to  present  the 
matter  to  them. 

A complaint  was  brought  up  that  the  physicians 
of  Woonsocket  have  had  a difficult  time  in  the 
recent  Rayon  Mill  Fire  Disaster,  and  in  other 
disaster  situations  in  Woonsocket,  in  moving  about 
the  city  because  they  have  been  turned  back,  re- 
routed, etc.,  by  the  police,  Civil  Defense  workers, 
National  Guard  personnel,  and  State  Police.  One 
member  recalled  that  during  the  flood  disaster  of 
1955,  Dr.  Halliwell  was  within  two  blocks  of  the 
Woonsocket  Hospital  when  he  was  turned  hack, 

concluded  on  page  65 


JANUARY,  1957 


51 


quicker  relief 
and  shortened  disability 
in  Herpes  Zoster  and  Neuritis 


. . . Five  Year  Clinical  Evaluation 

With  only  one  to  four  injections  of  Protamide®  prompt 
and  complete  recovery  was  obtained  in  84%  of  all  herpes 
zoster  patients  and  in  96%  of  all  neuritis  patients  treated 
during  a five-year  period  by  Drs.  Henry  W.,  Henry  G., 
and  David  R.  Lehrer  (Northwest  Med.  75:1249,  1955). 

The  investigators  report  on  a total  of  109  cases  of 
herpes  zoster  and  313  cases  of  neuritis,  all  of  whom 
were  seen  in  private  practice.  All  but 
one  patient  in  each  category 
responded  with  complete  recovery. 

This  significant  response  is  attributed  to 
the  fact  that  Protamide  therapy  was  started 
promptly  at  the  patient’s  first  visit. 

The  shortening  of  the  period  of  disability 
by  this  method  of  management  is 
described  as  “a  very  gratifying  experience 
for  both  the  physician  and  the  patient.” 

Protamide®  is  a sterile  colloidal  solution  prepared 
from  animal  gastric  mucosa  . . . free  from  protein 
reaction  . . . virtually  painless  on  administration 
. . . used  intramuscularly  only.  Available  from 
supply  houses  and  pharmacies  in  boxes  of  ten 
1.3  cc.  ampuls. 


Protamide 


. . . a product  of 


Detroit  11,  Michigan 
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TENTH  CLINICAL  MEETING 
of  the 

HOUSE  OF  DELEGATES  OF  THE  AMERICAN  MEDICAL  ASSOCIATION 
At  Seattle,  Washington,  November  27-30,  1956 

Report  of  Delegate 

Charles  J.  Ashworth,  m.d. 


There  is  no  question  in  the  mind  of  your  dele- 
gate that  the  outstanding  contribution  to  the 
Seattle  meeting  of  the  American  Medical  Associ- 
ation was  the  address  of  President  Dwight  H. 
Murray.  It  is  published  on  page  30.  Your  reading 
of  it  is  urgently  solicited.  The  threat  to  a free  peo- 
ple to  select  a medical  adviser,  next  only  in  im- 
portance to  the  free  choice  of  a spiritual  adviser, 
was  projected  with  an  emphasis  that  was  re-echoed 
by  the  press  of  the  entire  country. 

Strongly  condemning  government  intervention 
in  medicine.  Dr.  Dwight  H.  Murray  of  Napa, 
California,  A.M.A.  President,  told  the  opening 
session  that  “the  medical  profession,  along  with 
business  and  industry,  is  caught  between  those 
who  desire  to  promote  sound  government  pro- 
grams and  those  who  desire  even  more  intensely 
to  perpetuate  party  politics.  Unfortunately,  in 
recent  years  a benevolent  federal  government  ap- 
pears more  attractive  to  the  voting  public  than  the 
preservation  of  individual  freedoms.  Medicine 
must  do  its  utmost  to  reverse  this  trend.” 

Medical  ethics,  veterans’  medical  care,  radio- 
active isotopes,  continuance  of  the  A.M.A.  interim 
session,  hospitalization  for  patients  with  alcohol- 
ism and  a report  of  the  Committee  on  Medical 
Practices  were  among  the  wide  variety  of  subjects 
acted  upon  by  the  House. 

The  subject  of  greatest  interest  at  Seattle  was 
the  proposed,  ten-section  revision  of  the  Princi- 
ples of  Medical  Ethics  originally  submitted  at  the 
the  June,  1956  Annual  Meeting  in  Chicago,  where 
final  action  was  deferred  until  the  Seattle  session. 
The  proposed  short  version  of  the  principles  was 
resubmitted  this  week,  with  some  changes  based  on 
suggestions  received  since  last  June  by  the  Council 
on  Constitution  and  By-Laws.  The  House  of 
Delegates,  however,  decided  to  refer  the  matter 
back  to  the  Council  on  Constitution  and  By-Laws 
for  further  study  and  consideration.  The  reference 
committee  report  adopted  by  the  House  included 
the  following  statements : 

“Careful  consideration  was  given  to  the  pre- 
amble and  the  ten  sections  of  the  proposed  princi- 
ples. The  preamble  and  seven  of  the  ten  sections 


appear  to  he  acceptable  in  their  present  form. 

“Sections  6 and  7 were  not  acceptable  as  pre- 
sented either  to  the  group  which  appeared  at  the 
hearing  or  to  your  reference  committee. 

“Out  of  the  general  discussion  the  reference 
committee  received  the  crystallized  opinion  that  at 
least  four  areas  needed  more  specific  attention  in 
Sections  6 and  7.  These  are : 

“(1)  Division  of  fees; 

“(2)  The  dispensing  of  drugs  and  appliances; 
“(3)  The  corporate  practice  of  medicine; 

“(4)  Greater  emphasis  concerning  the  relation- 
ship between  physicians  and  patients. 

“In  addition,  the  reference  committee  felt  that 
the  wording  in  Section  10  could  be  improved  if 
amended  to  read  as  follows : 

“ ‘The  responsibilities  of  the  physician  extend 
not  only  to  the  individual  hut  also  to  society  and 
deserve  his  interest  and  participation  in  activi- 
ties which  have  as  their  objective  the  improve- 
ment of  the  health  and  welfare  of  the  individual 
and  the  community.’ 

“In  view  of  the  above  your  reference  committee 
believes  that  the  proposed  Principles  of  Medical 
Ethics  should  he  referred  hack  to  the  Council  on 
Constitution  and  By-Laws  for  further  study  and 
consideration  of  the  above  stated  principles. 

“In  the  short  space  of  time  at  our  disposal  and 
in  view  of  the  importance  of  the  subject,  your 
reference  committee  did  not  deem  it  wise  to  at- 
tempt to  properly  phrase  these  concepts. 

“We  would  also  recommend  that  if  possible 
this  study  he  completed  at  least  six  weeks  prior 
to  the  June  session  and  that  the  new  version  be 
published  in  the  Journal  in  order  that  all  inter- 
ested physicians  might  have  an  opportunity  to 
comment  thereon.” 

Dr.  Edward  M.  Gans  of  Harlowton,  Montana, 
received  the  award  of  1956  General  Practitioner 
of  the  Year.  The  annual  award,  carrying  with  it  a 
gold  medal  and  a citation,  is  presented  to  a family 
doctor  selected  by  a special  committee  of  the  Board 
of  Trustees  for  outstanding  community  service. 
Dr.  Gans,  who  is  eighty  years  old,  has  practiced 
medicine  for  fifty-one  years  and  has  been  in  the 
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Harlowton  area  for  the  past  forty-four  years. 

Veterans’  Medical  Care 

The  House  revised  A.M.A.  policy  on  veterans’ 
medical  care  by  endorsing  in  principle  the  follow- 
ing paragraph  suggested  by  the  Council  on  Medical 
Service : 

“With  respect  to  the  provision  of  medical  care 
and  hospitalization  benefits  for  veterans  in  Veter- 
ans Administration  and  other  federal  hospitals 
that  new  legislation  be  enacted  limiting  such  care 
to  veterans  with  peacetime  or  wartime  service 
whose  disabilities  or  diseases  are  service-incurred 
or  aggravated.” 

This  action  eliminates  the  temporary  exceptions 
which  were  made  in  the  June,  1953,  policy  regard- 
ing wartime  veterans  who  are  unable  to  defray 
the  expenses  of  necessary  hospitalization  for  non- 
service-connected cases  of  tuberculosis  or  psychi- 
atric or  neurological  disorders.  In  making  the 
policy  change,  the  House  approved  this  supple- 
mentary statement : 

“We  recognize  the  laws  and  administrative  ex- 
tensions of  the  law  that  are  now  in  operation.  We 
feel  that  under  the  circumstances  it  will  be  to  the 
best  interests  of  the  public  in  general,  and  veterans 
in  particular,  if  medical  societies,  county  and  state 
as  well  as  national,  develop  committees  to  assist  in 
guaranteeing  VA  hospital  admission  to  service- 
connected  cases.  While  the  present  law  exists,  we 
should  help  assure  that  veterans  whose  illness 
constitutes  economic  disaster  will  not  be  displaced 
by  those  suffering  short-term  remediable  ills, 
which,  at  the  worst,  constitute  financial  incon- 
venience.” 

In  another  action  concerning  veterans,  the 
House  passed  two  resolutions  condemning  as  un- 
lawful the  practice  of  Veterans  Administration 
hospitals  which  admit  patients  who  are  covered 
by  workmen’s  compensation  insurance  or  by 
private  health  insurance  and  which  render  bills 
for  the  cost  of  their  care.  Both  resolutions  re- 
quested the  A.M.A.  to  take  action  to  bring  about 
a discontinuance  of  such  practices  by  VA  hos- 
pitals, and  one  of  them  instructed  the  Association 
Secretary  to  obtain  from  each  state  testimony  or 
records  of  each  known  case  that  violates  VA  Reg. 
6047-D1. 

Radioactive  Isotopes 

The  House  rescinded  the  June,  1951,  action, 
which  limited  the  hospital  use  of  radium  and  radio- 
active isotopes  to  hoard-certified  radiologists,  by 
approving  a new  policy  statement  which  says : 

“ ( 1 ) In  any  hospital  in  which  a patient  is  to 
receive  radium  or  the  products  of  radium  or  arti- 
ficially produced  isotopes,  there  should  be  a duly 
appointed  Committee  on  Radium  and  Artificially 
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Produced  Radioisotopes  of  the  hospital  profes- 
sional staff.  This  committee  should  include,  but 
not  necessarily  be  limited  to,  the  following  quali- 
fied physicians : a radiologist,  a surgeon,  an  in- 
ternist, a gynecologist,  a urologist  and  a patholo- 
gist. This  committee  should  have  available  such 
competent  consultation  of  other  physicians  and 
scientific  personnel  as  may  be  required  by  it. 
Where  this  is  not  practicable,  the  hospital  staff 
should  consult  the  nearest  Committee  on  Radium 
and  Artificially  Produced  Radioisotopes. 

“(2)  In  any  hospital,  the  use  of  radium  or  its 
products  and  artificially  produced  radioactive  iso- 
topes for  diagnostic  or  therapeutic  purposes  shall 
he  restricted  to  qualified  physicians  so  judged  by 
the  Committee  on  Radium  and  Artificially  Pro- 
duced Radioisotopes  of  the  professional  staff  to  he 
adequately  trained  and  competent  in  their  par- 
ticular use. 

“(3)  It  is  recommended  that  procurement,  stor- 
age, dosimetry  control  and  inventory  of  all  radio- 
active isotopes  for  the  nse  of  the  hospital  staff 
and  radiological  safety  control  be  centralized,  and, 
where  administratively  possible,  centralization  be 
located  in  the  Department  of  Radiology. 

“(4)  It  is  recommended  that  the  Board  of 
Trustees  assign  to  the  appropriate  council  or  com- 
mittee the  continuous  study  of  the  problems  of 
radiological  safety  control  in  the  use  of  radium 
and  its  products  and  artificially  produced  radio- 
active isotopes  for  diagnostic  or  therapeutic 
purposes.” 

Miscellaneous  Actions 

Among  many  other  actions  on  a wide  variety  of 
subjects,  the  House  of  Delegates  also: 

Urged  the  widest  possible  publication  and  distri- 
bution of  Dr.  Murray’s  presidential  address  at  the 
opening  session ; 

Pledged  the  full  support  of  the  Association’s 
initiative  and  energy  to  President  Eisenhower’s 
people-to-peoplc  program  as  a means  of  promoting 
understanding,  peace  and  progress ; 

Directed  the  Board  of  Trustees  to  continue  its 
investigation  of  the  practicability  of  developing  a 
statement  of  A.M.A.  policies  and  to  arrange  for 
the  periodic  publication  of  revised  versions  of  such 
a policy  statement ; 

Directed  the  Councils  on  Pharmacy  and  Chem- 
istry and  on  Foods  and  Nutrition  to  conduct  a 
joint  study  of  all  presently  available  information 
concerning  the  fluoridation  of  public  water  sup- 
plies and  to  present  a documented  report  of  find- 
ings and  recommendations  at  the  December,  1957, 
meeting ; 

Urged  all  physicians  to  participate  actively  in 
the  formulation  of  medical  policy  for  prepaid 
medical  care  plans  which  are  under  physician  di- 
rection or  sponsorship ; 
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PROTEIN  PREVIEWS 
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Overcoming  Today’s 


Knox  “Choice  of  Foods”  Diet  Can  Help  Your 
CARDIAC  Patients  Lose  Weight  Successfully 


1.  Color-coded  diets  of  1200,  1600  and  1800  calories  are 
based  on  nutritionally-sound  Food  Exchanges.1 

2.  Easy-to-use  Food  Exchanges  (referred  to  in  the  Knox 
booklet  as  Choices)  eliminate  calorie  counting  by  patient. 

3.  Diets  promote  accurate  adjustment  of  caloric  levels  to 
the  special  needs  of  the  patient  yet  allow  each  individual 
considerable  latitude  in  the  choice  of  foods. 

4.  More  than  six  dozen  appetizing,  low-calorie  recipes  are 
presented  on  the  last  14  pages  of  each  diet  booklet. 

1.  The  Food  Exchange  Lists  referred  to  are  based  on  material  in 
“Meal  Planning  with  Exchange  Lists”  prepared  by  Committees  of 
the  American  Diabetes  Association,  Inc.,  and  The  American  Dietetic 
Association  in  cooperation  with  the  Chronic  Disease  Program,  Public 
Health  Service,  Department  of  Health,  Education  and  Welfare. 


Chas.  B.  Knox  Gelatine  Co.,  Inc. 
Professional  Service  Dept.  RM-21 
Johnstown,  N.  Y. 


Please  send  me  dozen  copies  of  the  new  illus- 

trated Knox  Reducing  booklet  based  on  Food  Exchanges. 

Your  Name  and  Address 


56 


A BRIGHAM  X-RAY  CONFERENCE 

continued  from  page  34 

Dr.  Levine:  He  prefers  to  do  it  in  the  teens, 
before  sclerotic  changes  develop,  as  well  as  in 
these  aneurysms.  If  you  make  a diagnosis  in  the 
teens,  say  between  twelve  or  fifteen,  not  when 
they  are  too  young  and  the  aorta  is  too  small,  all 
right.  In  the  teens,  it  is  a good  time  to  do  the 
surgery.  When  you  come  to  older  people,  you  are 
up  against  the  difficulties  in  the  aorta  itself. 

Dr.  Gross  had  a blowout  after  a nice,  complete, 
and  perfect  resection ; the  wall  below  was  too  thin 
and  couldn’t  take  it.  That  was  one  of  the  experi- 
ences that  led  him  to  work  out  the  graft  technique. 
But,  the  older  they  are,  the  more  trouble  there  is 
in  the  aorta  operation.  You  ought  to  operate  be- 
fore they  are  thirty. 

Chairman  Sosman:  Before  thirty,  if  possible, 
and  preferably  in  their  teens. 

Question:  What  is  the  upper  limit  now?  You 
say  it  is  higher  and  higher? 

Chairman  Sosman:  I don’t  know  that  he  has 
any  upper  limit.  He  determines  how  much  arterio- 
sclerosis there  is,  and  if  there  is  aortic  insuffici- 
ency, that  makes  it  bad.  The  bigger  the  heart  is, 
the  less  chance  there  is  for  recovery  and  success- 
ful operation.  I don't  think  he  has  any  fixed  limit. 
He  makes  the  decision  on  each  individual  patient. 

Dr.  Dunpliy:  Yes.  I think  the  problem  is  the 
condition  of  the  aorta,  for  arteriosclerosis,  and 
sclerotic  aneurysm  have  made  it  obvious  that  if 
the  patient  will  stand  the  operation,  then  speaking 
generally,  the  future  is  so  poor  that  it  has  to  be 
done. 

One  doctor  stated  the  other  day  that  there  is  no 
lesion  in  any  portion  of  the  aorta,  from  just  be- 
yond the  coronaries  on,  that  is  not  amenable  to 
resection,  under  the  techniques  today,  that  is,  with 
the  techniques  now  available. 

I would  like  to  comment  on  the  rupture  of  the 
vessel  in  pregnancy,  because  that  is  a very  in- 
triguing subject,  and  I am  speculating  a little 
bit  at  the  moment ; but  it  is  a fact  that  aneurysms 
of  the  splenic  artery,  about  20  to  30  per  cent  of 
them,  are  discovered  ruptured  in  pregnancy,  and 
that  is  the  way  they  are  brought  to  light.  We  all 
know  that  during  pregnancy,  patients  undergo 
remarkable  vascular  changes ; hemangiomas  ap- 
pear on  the  skin,  and  I am  of  the  opinion  that  the 
ground  substance,  so-called,  which  constitutes  the 
complex  muco-polysaccharides  that  make  up  the 
vessel  walls,  undergoes  hormonal  changes,  thus 
actually  weakening  the  walls. 

We  have  seen  patients  at  the  Lying-In  Hospital 
who  have  come  to  us  with  massive,  unexplained 
retroperitoneal  hemorrhages,  and  perhaps  they 
fit  into  the  same  category.  Some  of  the  hemor- 
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rhages  are  from  existing  small  aneurysms. 

It  is  an  intriguing  and,  I think,  fertile  field  for 
study. 

Chairman  Sosman:  We  have  one  more  case,  of 
a girl  with  hypertension,  what  they  used  to  call 
essential  hypertension.  She  is  only  eighteen,  and 
she  was  found  on  routine  examination.  She  was 
working  in  a big  department  store  in  Boston,  and 
she  was  discovered  on  a pre-employment  examina- 
tion. The  blood  pressure  was  230/132,  equal  in 
the  two  arms.  The  other  thing  was  that  she  had 
numerous  pigmented  areas  and  subcutaneous 
nodules  under  the  skin.  The  lungs  were  clear. 
The  heart  was  enlarged.  There  were  no  masses. 
The  retinal  arteries  were  quite  normal. 

She  has  neuro-fibromatosis. 

Does  that  fit  in  with  essential  hypertension  in  a 
young  woman,  or  do  you  know? 

Dr.  Dunpliy:  I am  unable  to  answer  that. 

Chairman  Sosman:  Did  you  ever  see  it,  Dr. 
Levine  ? 

Dr.  Levine:  I am  not  familiar  with  that. 

Chairman  Sosman:  I think  the  neuro-fibroma- 
tosis is  the  smoked  herring  type. 

Dr.  Dunpliy:  Might  I say  that  perhaps  they 
have  these  congenital  abnormalities  ; they  may  have 
some  others.  W hat  about  the  pulses  in  the  legs  ? 

Chairman  Sosman:  They  are  perfectly  normal. 
J he  blood  pressure  was  a little  higher  in  the  leg, 
as  it  should  be. 

Dr.  Dunpliy:  There  was  no  renal  disease? 

Chairman  Sosman:  No.  The  urine  was  clear. 

Dr.  Dunpliy:  The  renal  functions,  and  so  forth, 
were  done,  and  pyelograms,  too? 

Chairman  Sosman:  Yes.  The  E.K.G.  was  nor- 
mal. Red  blood  count  was  5 million.  Why  do  a 
pyelogram  ? 

Dr.  Dunpliy:  Well,  there  are  abnormalities  of 
the  kidney  which  may  lead  to  hypertension.  Uni- 
lateral hypoplasia  of  the  kidney  may  he  associ- 
ated with  hypertension,  without  an  abnormal 
urine. 

Chairman  Sosman:  I have  seen  a lot  of  infantile 
kidneys,  on  one  side,  hut  functioning  normally, 
and  no  hypertension.  It  has  got  to  he  more  than 
hypoplasia,  I think. 

Dr.  Dunphy:  Still,  you  would  find  it  out  on  a 
pyelogram  ? 

Chairman  Sosman:  Let  us  have  a look  at  the 
X rays. 

Dr.  Dunphy:  Is  that  an  aneurysm? 

Chairman  Sosman:  No.  Observe  how  this  is 
pushed  over  here.  Here  is  a pyelogram,  and  it 
obliterates  this  here  [indicating]  ; you  can  barely 
see  it.  It  could  be  way  out  in  front  or  way  in  the 


57 


JANUARY,  195  7 

back.  How  can  we  tell  without  seeing  the  kidney? 

Dr.  Dunphy:  Take  a lateral. 

Chairman  Sosman:  The  boy  is  well-trained. 
Here  it  is,  here  [showing  film]. 

Dr.  Dunphy:  It  is  an  artery. 

Chairman  Sosman:  It  is  a calcified  artery. 

Dr.  Dunphy:  An  aneurysm. 

Chairman  Sosman:  You  are  pretty  close.  Dr. 
Levine,  what  do  you  think  ? The  aneurysm  almost 
always  has  a defect  on  one  side ; in  other  words, 
they  are  three-quarters  or  four-fifths  of  a circle, 
and  the  place  they  are  most  commonly  seen  is  in 
the  splenic  artery.  It  is  not  quite  an  aneurysm ; it 
looks  like  a snail. 

Dr.  Dunphy:  What  is  that  picture? 

Chairman  Sosman:  This  is  the  kidney  after  it 
was  removed.  This  was  taken  out  and  laid  along- 
side the  kidney. 

Dr.  Dunphy:  Is  that  beside  the  kidney? 

Chairman  Sosman:  This  is  the  kidney. 

Dr.  Dunphy:  Did  that  come  from  inside  the 
kidney  ? 

Chairman  Sosman:  No;  from  the  vein  in  here 
[indicating].  It  was  a thrombus  from  here.  How 
about  the  shape  of  that  kidney? 

Dr.  Dunphy:  It  looks  a little  top  heavy. 

Chairman  Sosman:  It  looks  like  a hydrocephal- 
ous  fetus. 

Dr.  Dunphy:  There  is  too  much  blood  at  the  top. 

Chairman  Sosman:  The  lower  half  is  shrunken, 
and  that  is  exactly  the  way  you  would  tie  the  renal 
vein,  wouldn’t  you? 

Dr.  Levine:  You  would  tie  the  renal  artery. 

Chairman  Sosman:  No. 

Dr.  Dunphy:  You  have  to  squeeze  the  renal 
artery. 

Chairman  Sosman:  I told  Dr.  Quinby  that  this 
was  probably  an  aneurysm  of  the  renal  artery.  He 
found  the  thrombus  in  the  vein.  He  said : “At 
last,  I have  got  one  on  Sosman.’’  He  took  the 
kidney  out,  and  here  is  the  aneurysm  of  the  renal 
artery. 

He  said : “If  Sosman  fell  in  the  water,  he  would 
come  up  with  both  pockets  full  of  trout.” 

There  is  a neurofibroma  here  in  the  pelvis 
[showing  film],  and  they  are  the  ones  that  really 
do  the  damage.  Taking  out  the  kidney  cured  the 
hypertension.  It  remained  normal  the  rest  of  her 
life.  One  of  the  neurofibromas  began  here  [in- 
dicating! and  she  lost  the  arm,  with  a neurofibros- 
ed  sarcoma.  This  got  bigger  and  began  giving  her 
pain.  That  killed  her ; the  neurofibrosarcoma 
eventually  killed  her. 

Ladies  and  Gentlemen,  I hope  you  have  enjoyed 
this  sample  of  a Brigham  Conference. 


c -Memorial  Sanitarium 


Located  on  Rt.  1 


South  Attleboro,  Massachusetts 

A modern  non-profit  hospital  for  the  care  and  treatment  of 
nervous  and  emotional  disorders  as  well  as  long  term  geriatric 
problems. 

Physical,  neurological,  psychiatric  and  psychological  exam- 
inations. 

Modern  recognized  psychiatric  therapies. 

A pleasant  homelike  atmosphere  in  a beautiful  and  conveni- 
ently located  institution. 

L.  A.  Senseman,  M.D.,  F.A.P.A.,  Medical  Director 
Edwin  Dunlop,  M.D.  Michael  G.  Touloumtzis,  M.A. 

Oliver  S.  Lindberg,  M.D.  William  H.  Dunn,  M.S.W. 

Referred  patients  are  seen  daily  (except  Saturdays)  9-12  A.M., 
and  by  appointment. 

R.  I.  Blue  Cross  Benefits  Tel.  Southgate  1-8500 

Special  Rates  for  Long-Term  Care 


PATENTED  ARCH  SUPPORT  CONSTRUC- 
TION — WIDE  STEEL  SHANK  IMBEDDED 


• Insole  extension  and  wedge  at  inner  corner  of 
heel  where  support  is  most  needed. 

• The  patented  arch  support  construction  is  guaran- 
teed not  to  break  down. 

• Innersoles  guaranteed  not  to  crack  or  collapse. 

• Foot-so-Port  lasts  designed  and  the  shoe  construc- 
tion engineered  with  orthopedic  advice. 

• Conductive  Shoes  for  surgical  and  operating  room 
personnel.  N.B.F.U.  specifications. 

• We  are  also  the  manufacturer  of  the  Gear-Action 
Shoe  designed  by  noted  orthopedic  surgeon. 

• We  make  more  shoes  for  polio,  club  feet  and  dis- 
abled feet  than  any  other  shoe  manufacturer. 

Send  for  free  booklet,  “The  Preservation  of  the  Function  of  the 
Foot  Balancing  and  Synchronizing  the  Shoe  with  the  Foot.,f 

Write  for  details  or  contact  your  local  FOOT-SO-PORT 
Shoe  Agency.  Refer  to  your  Classified  Directory 

Foot-so-Port  Shoe  Company,  Oconomowoc,  Wis. 

A Division  of  Musebeck  Shoe  Company 

V / 
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VIRGILIO  BERTON E,  M.D.,  a practicing 
physician  in  Woonsocket  for  many  years,  died  on 
December  3,  1955. 

Doctor  Bertone  was  graduated  from  the  Uni- 
versity of  Naples  Medical  School  in  1922,  and 
was  licensed  to  practice  medicine  in  Rhode  Island 
in  1924.  He  was  on  the  staffs  of  the  Saint  Joseph’s 
and  Roger  Williams  General  Hospitals  in  Provi- 
dence. He  served  as  a lieutenant  in  the  Italian 
Army. 

Doctor  Bertone  was  a member  of  the  Woon- 
socket Medical  Society,  Rhode  Island  Medical 
Society,  and  the  American  Medical  Association. 

PETER  PINEO  CHASE,  M.D.,  physician 
and  surgeon,  and  a man  of  many  interests,  but 
perhaps  best  known  in  Rhode  Island  as  Editor-in- 
Chief  of  the  Rhode  Island  Medical  Journal 
for  fourteen  years  and  as  author  of  the  intimate 
and  human  column  You  and  Your  Health  in  The 
Providence  Journal-Bulletin  since  1946,  died 
on  April  23,  1956,  at  the  age  of  seventy-seven. 

He  was  born  in  Hvannis,  Massachusetts,  on 
August  26,  1878,  and  he  attended  elementary 
school  in  that  town,  and  high  school  at  Barnstable. 
He  matriculated  at  Brown  University  where  he 
was  an  outstanding  athlete  and  student,  graduat- 
ing with  a Bachelor  of  Philosophy  degree  in  1906. 
He  entered  Harvard  Medical  School  the  same  year 
and  received  his  Doctor  of  Medicine  degree  in 
1910.  After  internships  at  Rhode  Island  Hospital 
and  Boston  Lying-In  Hospital,  Doctor  Chase 
established  his  office  in  Providence,  devoting  his 
later  practice  to  surgery. 

In  World  War  I he  went  to  France  with  a 
Harvard  Medical  Unit,  and  also  served  as  a sur- 
geon with  the  British  Army.  When  the  United 
States  entered  the  war  he  transferred  to  the  AEF 
with  the  rank  of  captain.  After  the  war  he  re- 
sumed his  practice  in  Providence,  and  he  gave 
willingly  of  his  leisure  time  to  the  Providence 
Medical  Association,  serving  as  its  Secretary  for 
fifteen  years,  from  1921  to  1936,  when  he  was 
elected  President  of  the  Association  for  1937.  He 
subsequently  took  over  the  editorship  of  the 
Rhode  Island  Medical  Journal  in  1942,  and 
he  was  President  of  the  Rhode  Island  Medical 
Society  in  1949-50  when  the  Society’s  Physicians 


Service,  a voluntary  prepaid  medical  insurance 
program,  was  started. 

An  outdoor  enthusiast  all  his  life,  Doctor  Chase 
held  membership  in  the  Appalachian  Mountain 
Club,  and  there  were  few  mountain  peaks  in  the 
Fast  that  he  had  not  scaled.  In  addition  he  was 
an  outstanding  skier,  and  winter  week  ends  found 
him  testing  his  skill  on  the  slopes  of  the  White 
Mountains. 

A lover  of  classical  literature,  he  was  in  par- 
ticular a student  of  Samuel  Johnson  and  a member 
of  the  exclusive  Johnson  Society.  He  contributed 
many  fine  articles  to  medical  and  other  scientific 
publications.  He  was  widely  known,  and  liked  by 
everyone,  and  the  tribute  to  him  by  Doctor  Joseph 
Garland,  editor  of  the  New  England  Medical 
Journal,  is  eloquent:  “To  know  Peter  Pineo 
Chase  was  to  love,  admire  and  respect  him ; he 
was  New  England,  seasoned  and  independent ; like 
his  literary  idol  he  was  one  who  kept  his  friend- 
ships in  repair.” 

EDMUND  D.  CHESEBRO,  M.D.,  a prac- 
ticing physician  for  more  than  sixty  years,  died 
on  November  11,  1956. 

Doctor  Chesebro  was  born  in  Stonington, 
Connecticut,  on  March  26,  1863,  but  had  been  a 
resident  of  Providence  for  more  than  fifty  years 
when  he  died. 

He  was  graduated  from  the  Columbia  College 
of  Physicians  and  Surgeons  in  1890  and  that  same 
year  he  opened  his  practice  in  Providence. 

The  doctor  was  the  Rhode  Island  Medical 
Society’s  nominee  for  the  General  Practitioner  of 
the  Year  award  given  by  the  American  Medical 
Association  in  1948.  He  was  an  active  member  in 
many  clubs  and  organizations,  and  was  a member 
of  the  Rhode  Island  Medical  Society,  Providence 
Medical  Association,  and  the  American  Medical 
Association. 

ANTHONY  M.  FEIFER,  M.D.,  died  on 
October  27,  1956,  at  his  home  in  Barrington, 
Rhode  Island. 

Born  in  Shenandoah,  Pennsylvania,  Doctor 
Feifer  came  to  Providence  at  an  early  age.  He 
was  graduated  from  the  Baltimore  Medical  Col- 
lege in  May  1911,  and  was  issued  his  license  to 
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practice  medicine  in  Rhode  Island  in  1912.  Doctor 
Feifer  was  engaged  in  the  practice  of  general 
medicine  for  forty-three  years  on  Broadway  in 
Providence. 

He  was  a member  of  the  Rhode  Island  Medical 
Society,  Providence  Medical  Association,  and  the 
American  Medical  Association. 

ALBERT  C.  IIENRY,  M.D.,  for  many  years 
a general  practitioner  in  Wickford,  died  on  August 
16,  1956. 

Doctor  Henry  was  born  in  Bethlehem,  Pennsyl- 
vania, on  November  24,  1903.  He  was  graduated 
in  1926  from  Muhlenberg  College  in  Allentown, 
Pennsylvania,  and  in  1930  from  Hahnemann 
Medical  College  and  Hospital  in  Philadelphia.  He 
began  his  practice  in  Wickford  in  1931. 

He  was  at  one  time  president  of  the  South 
County  Hospital  and  a staff  member  of  the  Roger 
Williams  General  Hospital  in  Providence.  He 
was  a member  of  the  Rhode  Island  Medical  So- 
ciety, the  American  Medical  Association,  and  was 
a past  president  of  the  Washington  County  Medi- 
cal Society. 

HENRY  A.  JONES,  M.D.,  former  assistant 
director  of  the  State  Department  of  Social  Wel- 
fare, and  former  official  at  several  state  institu- 
tions at  Howard,  died  at  his  home  on  South  Countv 
Trail  on  January  15,  1956. 

Doctor  Jones  was  born  in  Liverpool,  England 
on  January  31,  1870.  He  was  graduated  from  the 
Bowdoin  College  Medical  School  in  1896  and  com- 
pleted a postgraduate  course  at  Harvard  Medical 
College.  His  internship  was  served  at  the  state 
hospital  at  Howard. 

He  was  named  assistant  physician  at  the  State 
Hospital  for  Mental  Diseases,  serving  from  1898 
to  1904,  as  resident  physician  there  from  1904 
to  1916,  and  as  superintendent  at  the  State  In- 
firmary from  1916  to  1924,  and  he  then  conducted 
a private  practice  in  Cranston.  While  practicing 
there  Doctor  Jones  accepted  the  post  of  Cranston 
Health  Superintendent. 

He  was  former  president  of  the  Rhode  Island 
Medico-Legal  Society,  the  first  president  of  the 
Cranston  Medical  Club,  and  lie  was  a member  of 
the  Rhode  Island  Medical  Society,  the  Providence 
Medical  Association,  and  the  American  Medical 
Association. 

WILLIAM  N.  KALCOUNOS,  M.D.,  a prom- 
inent Pawtucket  physician,  died  on  April  12,  1956. 

Doctor  Kalcounos  was  born  in  Pawtucket  on 
October  15,  1912,  and  he  attended  local  schools 
there.  He  was  graduated  from  the  St.  Louis  Uni- 
versity Medical  School  in  1939.  He  served  his 


internship  at  the  St.  Mary’s  Group  Hospital  in 
St.  Louis.  He  then  started  private  practice  in 
Pawtucket. 

He  was  a member  and  past  president  of  the 
Pawutcket  Medical  Association,  and  a member 
of  the  Rhode  Island  Medical  Society. 

JAMES  P.  LONDERGAN,  M.D.,  a Provi- 
dence physician  for  more  than  twenty-five  years, 
died  on  September  5,  1956. 

Doctor  Londergan  was  born  in  Providence  and 
attended  Providence  College  for  a two-year  pre- 
medical course.  He  was  graduated  from  George- 
town University  Medical  School  in  1930. 

Doctor  Londergan  interned  at  Saint  Joseph’s 
Hospital  and  served  on  that  staff  and  also  the 
staffs  of  the  State  Hospital  for  Mental  Diseases 
and  the  Roger  Williams  General  Hospital. 

He  served  with  the  Lmited  States  Navy  Medical 
Corps  during  World  War  II.  He  was  a member 
of  the  Rhode  Island  Medical  Society,  the  Provi- 
dence Medical  Association,  and  the  American 
Medical  Association. 

JAMES  S.  MOORE,  M.D.,  one  of  the  oldest 
general  practitioners  in  the  state,  died  at  the  age 
of  eighty-five  on  October  2,  1956. 

Doctor  Moore  was  born  on  March  3,  1871  in 
South  Royalton.  Vermont.  He  was  graduated  from 
Harvard  Medical  School  in  1898  and  began  his 
general  practice  in  East  Providence  that  same 
year. 

He  was  past  president  of  the  East  Providence 
Business  Men’s  Association  and  a member  of  the 
LTnited  Congregational  Church.  He  also  served 
at  various  times  on  the  Town  Council,  and  on  the 
School  Committee,  and  as  Health  Officer  of  the 
town. 

Doctor  Moore  was  a member  of  the  Providence 
Medical  Association,  Rhode  Island  Medical  So- 
ciety, and  the  American  Medical  Association. 

JOHN  V.  O'CONNOR,  M.D.,  physician  and 
surgeon,  died  at  the  age  of  seventy-one  on  Sep- 
tember 8,  1956. 

Doctor  O’Connor  was  born  in  Blackstone, 
Massachusetts,  but  had  lived  in  Woonsocket  most 
of  his  life.  He  attended  the  College  of  Physicians 
and  Surgeons  and  upon  graduating  in  1911  he 
undertook  postgraduate  work  at  the  Johns  Hop- 
kins Medical  School.  The  doctor  served  his  intern- 
ship at  the  Mercy  Hospital  in  Blackstone  and  he 
served  on  the  staff  of  the  Woonsocket  Hospital. 

Doctor  O'Connor  was  a past  president  of  the 
Woonsocket  Medical  Society,  and  he  was  a mem- 
ber of  the  Rhode  Island  Medical  Society. 
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the  office  of  the  Executive  Secretary 
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R.  A.  Derosier  Agency 
32  Custom  House  Street 
Providence  3,  Rhode  Island 
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A.M.A.  DELEGATES 

concluded  from  page  54 

Changed  the  By-Laws  to  extend  service  mem- 
bership to  reserve  officers  on  extended  active  duty 
with  the  defense  forces  and  the  U.  S.  Public 
Health  Service ; 

Changed  the  By-Laws  relating  to  transfer  of 
membership  so  that  an  active  or  associate  member 
of  the  Association  wrho  moves  his  practice  to  an- 
other jurisdiction  may  continue  his  A.M.A.  mem- 
bership by  applying  for  membership  in  the  con- 
stituent association  in  his  new  jurisdiction,  subject 
to  a two-year  limit  on  approval  of  his  application ; 

Changed  the  By-Laws  so  that  the  election  of 
officers  may  take  place  at  any  time  on  the  fourth 
day  of  the  annual  session,  instead  of  being  re- 
stricted to  the  afternoon  of  that  day ; 

Approved  the  principle  of  a voluntary  reduction 
in  the  self-assigned  quota  of  interns  as  printed  in 
the  1956  handbook  of  the  National  Intern  Match- 
ing Program,  and 

Instructed  the  Board  of  Trustees  to  accentu- 
ate cooperation  between  the  American  Medical 
Association  and  the  American  Bar  Association  to 
the  end  that  a bill  of  the  Jenkins-Keogh  type  be 
enacted  at  the  next  session  of  Congress. 


Wherever  you  go 
forget  your  telephone 
calls.  We'll  take  them 
for  you,  day  or  night. 


MEDICAL  BUREAU 

of  the 

Providence  Medical  Association 


WHENEVER 
COUGH  THERAPY 
IS  INDICATED 


(Dihydrocodeinone  with  Homatropine  Methylbromide) 


Relieves  cough  quickly  and  thoroughly  ■ Effect 
lasts  up  to  six  hours  permitting  a comfortable 
night’s  sleep  ■ Controls  useless  cough  without  im- 
pairing expectoration  ■ Rarely  causes  constipation 


Syrup  and  oral  tablets. 
Each  teaspoonful  or  tablet 
of  Hycodan*  contains  5 
mg.  dihydrocodeinone  bi- 
tartrate and  1.5  mg. 
Mesopi N. t Average  adult 
dose:  One  teaspoonful  or 
tablet  after  meals  and  at 
bedtime.  May  be  habit- 
forming. Available  on  your 
prescription. 

ENDO  LABORATORIES  INC. 

Richmond  Hill  18,  New  York 
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Jenkins-Keogh  Bill  Favored 

According  to  the  Washington  Office  of  the 
A.M.A.,  all  435  members  of  the  85th  Congress 
have  been  polled  on  the  principles  of  the  Jenkins- 
Keogh  bills  for  tax  deferment  on  money  paid  into 
annuity  plans.  The  American  Bar  Association’s 
committee  on  retirement  benefits  reports  that  more 
than  half  the  members  favor  such  legislation,  only 
three  members  were  opposed,  18  are  noncom- 
mittal. and  120  did  not  reply  to  the  question. 

Representative  Eugene  Keogh  (D.  N.Y.)  is 
expected  to  introduce  a new  version  of  the  pro- 
posal this  month.  The  A.M.A.  has  supported 
Jenkins-Keogh  type  of  bills  since  1948  in  the 
belief  that  the  self-employed  are  now  discriminated 
against.  The  tax  laws  permit  employers  to  set  aside 
limited  sums  of  money  for  their  employees  on  a 
deferred  tax  basis,  but  this  is  denied  the  self- 
employed.  Physicians  are  urged  to  write  their 
Congressional  delegation  in  Washington  to  urge 
passage  of  the  Jenkins  bill. 

Dimes  for  Polio  Vaccine  in  1957 

The  National  Foundation  for  Infantile  Paraly- 
sis expects  3 million  “marching  mothers”  to  visit 
personally  40  million  homes  through  the  country 
the  last  week  of  this  month  to  receive  contribu- 
tions and  to  launch  a broad  scale  vaccine  education 
program.  Families  will  be  urged  to  have  polio 
shots,  and  each  home  visited  by  the  marchers  will 
be  presented  a record  card  to  provide  listing  of 
the  entire  family’s  vaccination  status  including 
the  proper  dates  for  each  of  the  three  necessary 
inoculations.  The  program  of  adult  education  is 
in  line  with  the  current  expert  recommendation 
that  everybody,  at  least  up  to  the  age  of  forty, 
should  avail  themselves  of  polio  vaccination. 

Report  on  American  Physician-Legislators 

The  Washington  Office  of  the  A.M.A.  has  done 
an  interesting  report  on  doctors  in  government 
who  have  served  in  the  U.  S.  House  or  Senate. 
Noting  that  five  doctors  signed  the  Declaration  of 
Independence,  the  report  concludes  with  the  in- 
formation that  six  physicians  are  included  in  the 


85th  Congress  now  in  session.  Counting  these  six 
recently  elected  Representatives,  a total  of  359 
physicians  have  served  in  the  American  Congresses 
since  1775,  including  35  Senators.  Of  this  group 
165  were  Democrats  ; 67,  Republicans  ; 30,  Whigs  ; 
17,  Federalists;  6,  Jacksonian  Democrats;  5, 
American  Party;  2,  National  Republicans;  2,  In- 
dependents; and  one  each  from  six  other  minor 
parties.  There  is  no  record  of  party  affiliations  for 
32  doctors  in  Congress,  and  party  labels  were  not 
attached  to  the  27  who  sat  in  the  Continental  Con- 
gress between  1775  and  1788.  Rhode  Island  lists 
among  her  physician-legislators  a doctor  who 
served  two  terms  in  the  Congress — Doctor  Thomas 
Tillinghast  of  East  Greenwich,  1797-99,  and 
1801-1803. 

Medical  Aspects  of  Civil  Defense 

Representatives  of  30  states  wrere  in  attendance 
in  Chicago  last  November  at  the  7th  annual  con- 
ference on  Civil  Defense  sponsored  by  the  A.M.A. 
Council  on  National  Defense  for  county  medical 
society  CD  organization  personnel.  Designed  to 
help  local  medical  authorities  in  the  over-all  plan- 
ning for  disaster,  civilian  or  military,  the  confer- 
ence gave  particular  attention  to  the  changing  con- 
cept of  the  handling  of  atom  or  hydrogen  bomb 
casualties.  The  newer  weapons,  including  flying 
missiles,  have  altered  the  earlier  planning  of  a 
direct  bomb  hit  in  a restricted  area.  Present  think- 
ing indicates  that  with  or  without  warning  90% 
of  the  people  in  the  immediate  central  zone  affected 
will  be  killed,  and  65%  of  the  survivors  of  the 
blast  effects  will  sustain  second-degree  burns.  The 
medical  care  of  casualties  will  have  to  he  con- 
centrated on  people  who  have  a possible  chance 
of  survival  from  their  injuries.  This  month  a re- 
port on  the  broad  concepts  of  medical  care  under 
the  civilian  defense  program  is  to  be  issued  by  the 
national  planning  body. 

Ethics  Code  Gets  Further  Study 

At  the  Clinical  Session  of  the  A.M.A.  in  Seattle 
the  new  simplified  version  of  the  Principles  of 
Ethics  deferred  from  the  Chicago  meeting  of  last 
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June  for  action  at  the  Interim  Session,  again  was 
turned  back  for  further  study.  Hearings  before 
the  reference  committee  of  the  A.M.A.  House  of 
Delegates  brought  out  so  many  divergent  opinions 
on  some  of  the  provisions,  the  House  voted  to  send 
the  ten-point  code  back  to  the  Council  on  Consti- 
tution and  Bylaws  for  further  study. 

Industrial  Health  Meeting  Planned 

Safeguarding  the  worker’s  health  will  be  the 
chief  consideration  of  representatives  of  labor, 
management,  government  and  the  medical  profes- 
sion at  the  17th  annual  Congress  on  Industrial 
Health  to  be  held  February  4-6  at  the  Biltmore 
Hotel,  Los  Angeles.  Sponsored  by  the  A.M.A. ’s 
Council  on  Industrial  Health,  the  Congress  is  open 
to  all  physicians,  nurses,  industrial  hygienists, 
engineers  and  others  interested  in  occupational 
health. 

A special  session  on  Vision  in  Industry  will  be 
presented  Monday  afternoon,  February  4,  and 
Tuesday  morning,  February  5,  in  cooperation  with 
the  National  Society  for  the  Prevention  of  Blind- 
ness. This  presentation  will  cover  such  things  as 
the  components  of  a vision  program,  evaluation  of 
vision  screening  methods,  testing  for  color  per- 
ception, estimation  of  loss  of  visual  efficiency,  re- 
lationships between  illumination  and  vision,  the 
successful  eye  protection  program,  prescription 
safety  goggles,  emergency  treatment  of  eye  chemi- 
cal injuries,  screening  for  eye  disease,  and  re- 
sponsibilities and  limitations  of  the  industrial  nurse 
in  a vision  program. 

Hendricks  Named  A.M.A.  Field  Director 

Thomas  A.  Hendricks,  known  widely  to  phy- 
sicians as  the  secretary  of  the  Council  on  Medical 
Service  of  the  A.M.A.  has  been  named  to  the 
newly-created  post  of  field  secretary  of  the  A.M.A. 
to  interpret  the  national  association’s  policies  and 
programs  for  state  and  county  medical  societies, 
and  at  the  same  time  to  transmit  to  the  head- 
quarters and  the  A.M.A.  trustees  up-to-the-minute 
reports  on  local  problems  and  attitudes.  Mr. 
Hendricks  is  remembered  by  many  Rhode  Island 
physicians  and  their  wives,  as  he  has  addressed 
both  Society  and  Auxiliary  meetings  here.  He  has 
been  a medical  executive  for  thirty-two  years, 
and  served  the  Indiana  State  Medical  Association 
prior  to  moving  up  to  the  A.M.A.  headquarters 
in  1945. 

Fluoridation  Due  for  Re-evaluation 

A proposal  to  the  House  of  Delegates  of  the 
A.M.A.  at  the  Seattle  clinical  session  that  the 
Speaker  of  the  House  be  authorized  to  appoint 
a special  ad  hoc  committee  to  conduct  a thorough 
study  of  all  pertinent  presently  available  informa- 
tion concerning  the  fluoridation  of  public  water 
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supplies,  said  committee  to  report  at  the  meeting 
in  New  York  next  June,  won  surprising  support. 
However,  the  Delegates,  noting  the  need  for  a re- 
evaluation  of  the  program,  asked  that  the  Board 
of  Trustees  direct  the  Councils  on  Food  and  Nutri- 
tion, and  on  Pharmacy  and  Chemistry,  to  conduct 
a joint  study  of  all  data  and  present  a report  at 
the  interim  clinical  session  scheduled  for  Phila- 
delphia next  December. 

Ill)  Million  Have  Health  Insurance 
The  Health  Information  Foundation  reports 
that  by  mid-1956  approximately  110  million 
Americans,  almost  70%  of  the  population,  were 
protected  or  “covered”  by  some  form  of  voluntary 
health  insurance.  This  means,  according  to  the 
Foundation,  that  in  a little  more  than  twenty-five 
years  almost  as  many  people  had  purchased  insur- 
ance to  help  pay  the  costs  of  hospital  care  and 
physicians’  services  as  comprised  the  total  U.  S. 
population  in  19,10,  when  the  voluntary  health 
insurance  movement  began. 

Meanwhile  the  Institute  of  Life  Insurance  re- 
ports that  about  40%  of  the  employees  in  civilian, 
non-agricultural  establishments  throughout  the 
nation  are  now  covered  by  some  form  of  pension 
plan,  in  addition  to  whatever  coverage  they  have 
under  the  Social  Security  Act. 

Rhode  Island  Anesthesiologists  Elect  Officers 
At  the  annual  meeting  of  the  Rhode  Island 
Society  of  Anesthesiologists,  held  on  November 
28,  the  following  physicians  were  elected  as  officers 
for  the  year  1957:  Samuel  Pritzker,  M.D.,  Presi- 
dent; William  C.  Howrie,  M.D.,  Vice  President ; 
William  A.  McDonnell,  M.D.,  Secretary-Treas- 
urer; and  Samuel  Nathans,  M.D.,  Director  for 
District  4. 


“From  ancient  Epsom  Salt  to 
modern  Prednisolone" 

My  jb'wufftit 

Fills  Prescriptions 

Plainfield  St.  at  Laurel  Hill  Ave., 

Providence,  R.  I.  TEmple  1-9649 


PATRONIZE  JOURNAL  ADVERTISERS 


RHODE  ISLAND  MEDICAL  JOURNAL 

U.  S.  DEPARTMENT  OF 

HEALTH,  EDUCATION,  AND  WELFARE 
Food  and  Drug  Administration 
Washington  25,  D.  C. 

STATEMENT  ON  HOXEY  CANCER 
TREATMENT 
By  Geo.  P.  Larrick 
Commissioner  of  Food  and  Drugs 

For  the  second  time,  a Federal  court  has  deter- 
mined that  the  Hoxsey  medicines  for  internal 
cancer  are  worthless.  On  November  15,  1956, 
after  a six-week  trial  in  the  Federal  court  at  Pitts- 
burgh. the  jury  returned  a verdict  that  these  medi- 
cines, in  pill  form,  were  illegally  offered  as  an 
effective  treatment  for  cancer.  On  November  16, 
U.  S.  District  Judge  John  L.  Miller  signed  an 
order  of  condemnation  stating  that  the  pills  were 
misbranded  as  charged  bv  the  Government  and 
ordering  their  destruction. 

The  public  should  know,  however,  that  this 
action  does  not  end  the  menace  of  this  fake  treat- 
ment. It  merely  means  that  half  a million  of  the 
Hoxsey  pills,  which  were  seized  shortly  after  the 
opening  of  a second  Hoxsey  Clinic  at  Portage, 
Pa.,  will  now  be  destroyed.  An  injunction  is  be- 
ing sought  to  stop  further  interstate  shipment  of 
the  pills.  We  intend  to  use  every  legal  means 
within  our  power  to  protect  consumers  from  being 
victimized  by  this  worthless  treatment. 

In  the  meantime  it  is  of  the  utmost  importance 
that  cancer  patients  and  their  families,  who  may 
be  planning  to  try  the  Hoxsey  treatment  either  at 
Dallas,  Texas,  or  Portage,  Pa.,  should  acquaint 
themselves  with  the  facts  about  it.  All  such  per- 
sons are  advised  to  secure  a copy  of  the  Public 
Warning  which  was  issued  by  the  Food  and  Drug 
Administration  last  April.  They  may  do  this  by 
writing  to  the  Food  and  Drug  Administration, 
Washington  25,  D.  C. 

Harry  M.  Hoxsey  has  continued  to  promote 
his  worthless  cure  for  more  than  30  years,  not- 
withstanding numerous  local  and  state  court  ac- 
tions. Proceedings  under  the  Federal  Food.  Drug, 
and  Cosmetic  Act  did  not  appear  possible  until  a 
1948  decision  of  the  Supreme  Court  interpreting 
the  word  “accompanying”  in  the  definition  of  label- 
ing under  the  Act.  An  injunction  suit  was  filed  in 
1950  and  a decree  finally  issued  by  the  Federal 
court  at  Dallas  in  1953. 

Over  the  years  thousands  of  persons  have  been 
deceived  by  the  false  claims  for  the  Hoxsey  liquid 
medicines  and  pills.  At  the  Pittsburgh  trial  there 
was  testimony  concerning  persons  who  may  have 
died  of  cancer  as  a result  of  reliance  on  the  Hox- 
sey treatment  instead  of  seeking  competent  medical 
treatment  in  the  early  stages  of  their  condition. 
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The  Government’s  evidence  showed  that  alleged 
“cured  cases”  presented  by  defense  attorneys 
were  people  who  either  did  not  have  cancer,  or 
who  were  adequately  treated  before  they  went  to 
the  Hoxsey  clinic,  or  who  died  of  cancer  after 
they  had  been  treated  there. 

November  23,  1956 
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suffering  a two-hour  delay  before  he  finally 
reached  the  hospital.  This  delay  was  completely 
unnecessary,  as  the  way  was  passable  and  utility- 
trucks,  etc.  were  being  allowed  through. 

Dr.  Francis  P.  Vose  was  appointed  chairman 
of  a committee  to  obtain  police  passes,  CD  identi- 
fication, and  CD  stickers  for  our  cars,  so  that  we 
may  not  he  delayed  in  the  future  in  taking  care  of 
the  casualties  and  the  sick  in  the  event  of  any 
future  disaster. 

The  next  order  of  business  was  the  election  of 
officers  for  the  coming  year.  President  Francis  P. 
Vose  appointed  Doctors  Joseph  W.  Reilly,  Auray 
Fontaine,  and  Ernest  L.  Dupre  as  a nominating 
committee.  They  presented  the  following  slate, 
which  was  unanimously  elected. 


President Dr.  Richard  H.  Dowling 

Vice-President  Dr.  Charles  E.  Brochu 


Secretary Dr.  Alton  P.  Thomas 

Treasurer  Dr.  Paul  E.  Boucher 

Councillor  Dr.  Saul  A.  Wittes 

Delegates  Dr.  Henri  E.  Gauthier 

Dr.  Thomas  J.  Lalor 
Censors  Dr.  Francis  J.  King 

Dr.  Victor  H.  Monti 
Dr.  Auray  Fontaine 


The  meeting  adjourned  at  9:30  p.m.  Refresh- 
ments were  served  in  the  hospital  cafeteria. 

Alton  P.  Thomas,  m.d.,  Secretary 
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BOOK  REVIEWS 


PATHOLOGIC.  PHYSIOLOGY.  Mechanisms 
of  Disease.  Edited  by  William  A.  Sodeman, 
M.D.  W.  B.  Saunders  Company.  2nd  ed.  Phil.. 
1956.  $13.00 

This  volume  approaches  the  study  of  disease 
by  a thorough  integration  of  the  basic  mechanisms 
involved.  While  diagnosis  and  treatment  are  not 
presented  separately,  the  pathologic  and  physio- 
logic discussion  of  the  alterations  in  the  bodily 
economy  which  constitutes  disease,  results  logical- 
ly in  a grasp  of  these  applications. 

Although  the  text  is  a compilation  of  separate 
contributions  by  various  authors,  a uniform  read- 
ability  exists  which  is  unlike  usual  textbook  pres- 
entations. Textual  references  are  few,  hut  there  is. 
however,  a fairly  complete  bibliography  at  the 
end  of  each  chapter.  Even  though  there  are  931 
pages  of  text,  it  is  evident  that  very  few  subjects 
could  be  given  an  exhaustive  treatment.  There- 
fore, it  is  to  be  regarded  not  primarily  as  a refer- 
ence work  but  an  excellent  series  of  reviews  of 
such  broad  subjects  as  the  alteration  of  the  course 
of  an  infection,  the  applied  physiology  of  the  en- 
docrine glands,  hemodynamics,  respiratory  func- 
tion. the  gastrointestinal  tract  and  accessory  or- 
gans, and  similar  system  physiology.  In  addition 
to  its  educational  value  per  se.  the  treatise  can 
well  serve  as  an  excellent  review  for  those  plan- 
ning to  take  specialty  board  examinations  in  in- 
ternal medicine  and  allied  fields. 

Irving  A.  Beck,  m.d. 

BELLEVUE  IS  MY  HOME  by  Salvatore  R. 
Cutolo,  M.D.  Doubleday  & Company,  Inc., 
Garden  City,  N.  Y.,  1956.  $4.00 

As  one  who  spent  three  years  in  a dermatology 
residency  at  Bellevue  Hospital,  I started  reading 
Doctor  Cutolo’s  book,  Bellevue  is  My  Home, 
with  anticipation  of  a delightful  reliving  of  many 
of  my  own  experiences  there.  Unfortunately, 
however,  the  book  was  not  primarily  written  from 
the  point  of  view  of  a house  officer,  so  that  com- 
pletion of  the  reading  was  attended  by  a feeling 
of  disappointment. 

It  goes  without  saying  that  this  criticism  is  un- 
fair since  Doctor  Cutolo,  as  Deputy  Medical 
Superintendent,  could  hardly  be  expected  to  ap- 


proach his  subject  from  the  point  of  view  of  a 
resident.  The  book  presents  a review  of  the  func- 
tions and  departments  of  Bellevue  as  seen  through 
the  eyes  of  a hospital  administrator.  As  a result, 
one  gets  the  impression  that  it  is  somewhat  super- 
ficial in  its  approach.  Throughout  are  interspersed 
case  reports  and  human  interest  stories  which  give 
some  warmth  and  color  to  an  otherwise  cold  pres- 
entation. As  I think  back  to  my  days  at  Bellevue 
I can  recall  most  vividly  the  innumerable  daily 
events  and  unusual  patients  that  made  the  hospital 
as  vibrant,  warm  and  colorful  as  it  was. 

And  so,  returning  to  my  original  theme,  the 
book  offers  the  type  of  report  that  might  be  ex- 
pected from  one  in  an  administrative  position.  It 
interestingly  presents  an  over-all  picture  of  a 
large  hospital  with  just  enough  human  interest 
stories  thrown  in  to  make  pleasant  reading  for 
the  lay  person.  However,  as  a physician,  particu- 
larly one  who  spent  three  years  of  his  life  there, 
it  is  my  opinion  that  the  book  falls  far  short  of  the 
possibilities  and  that  a wealth  of  material  lies 
untapped. 

Arthur  B.  Kern,  m.d. 

PHYSICAL  DIAGNOSIS  by  Ralph  H.  Major, 
M.D.  and  Mahlon  H.  Delp,  M.D.  5th  ed.  W.  B. 
Saunders  Company,  Phil.,  1956.  $7.00 
This  is  a neat,  compact  book  by  a well-recog- 
nized longtime  student  and  teacher  of  medical 
history  and  physical  diagnosis,  in  collaboration, 
in  this  edition,  with  a professor  of  medicine 
who  has  worked  with  the  senior  author  for 
years.  It  is  a very  orderly  textbook.  The  text 
is  erudite;  illumined  by  many  historical  references. 
A selected  but  wide  ranging  and  well-covering 
bibliography  is  inserted  at  the  end  of  almost  every 
chapter. 

The  book  is  profusely  illustrated  by  small  but 
clear  black  and  wdiite  diagrams  and  pictures,  most- 
lv  photographs  of  actual  patients.  The  profuseness 
of  illustration  is  indicated  by  the  fact  that  there 
are  536  numbered  illustrations  in  about  320  pages 
of  the  text,  and  that  on  a single  page  there  may  be 
as  many  as  five  photographs  along  with  some  text. 

The  text  is  evidently  aimed  at  students,  and  I 
believe  every  medical  student  should  become  fa- 
miliar with  the  book.  More  mature  physicians  may 
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be  a little  bored  by  some  of  the  meticulousness  of 
the  text,  as  when  the  examiner  is  abjured  to 
shake  down  the  thermometer  before  taking  a 
temperature,  and  of  course  some  of  the  text  will 
be  to  him  an  oft-told  tale.  However,  most  of  us, 
besides  feeling  a renewed  appreciation  of  the  great 
stream  of  keen  medical  observation  that  has  come 
down  to  us,  will  find  much  in  the  book  to  extend 
and  to  sharpen  our  powers  of  observation. 

C.  J.  Hutchinson,  m.d. 


MEDICINE  AS  A PRACTICAL  ART 

If  we  have  grasped  correctly  the  nature  of  the 
practical  arts  we  shall  be  able  to  specify  to  some 
extent  the  attitude  of  mind  and  the  kind  of  think- 
ing necessary  for  the  satisfactory  practice  of  them. 
It  is  commonly  said  that  one  of  the  chief  objects 
of  medical  education  should  be  to  make  the 
student  think  scientifically.  The  saying  is  perhaps 
as  good  an  example  as  could  be  found  of  the 
need  in  which  medicine  stands  for  the  exercise 
of  the  critical  mind.  To  think  scientifically  may 
be  supposed  to  mean  one  of  two  things.  First, 
it  may  signify  the  adoption  of  a general  habit  of 
thought  induced  in,  and  characteristic  of,  those 
who  practise  experimental  science.  Unfortunately, 
however,  it  is  not  possible  to  show  that  the  sci- 
entific worker  outside  his  job  displays  more  wis- 
dom, insight,  and  practical  judgment  than  any- 
one else  of  the  same  general  capacity.  Secondly, 
to  think  scientifically  may  mean  to  use  the  kind 
of  mental  process  necessary  for  the  satisfactory 
pursuit  of  experimental  science.  The  scientific 
worker  among  other  qualities  must  have  an 
especially  severe  standard  of  evidence  and  proof; 
he  must  draw  no  conclusion  that  is  not  strictly 
justified  by  the  evidence,  and  he  must  be  content 
to  leave  in  suspense  any  decision  for  which  the 
materials  are  not  quite  complete.  Now  the  last 
thing  a doctor  is  free  to  do  is  to  exercise  the 
scientific  suspense  of  judgment,  and  he  scarcely 
ever  makes  a decision  that  is  justifiable  on  strictly 
scientific  grounds.  The  advice  to  think  scientifically 
would  seem,  therefore,  to  risk  paralysing  his 
judgment  rather  than  activating  it. 

The  truth  appears  to  be  that  what  the  user  of 
a practical  art  needs  is  less  the  strict  and 
limited  instrument  of  scientific  method  than  what 
may  be  called  a soundly  cultivated  judgment. 
This  requirement  is  more  difficult  to  specify  and 
much  more  difficult  to  secure.  Apart  from  inborn 
capacity,  it  seems  to  depend  on  familiarity  with 
the  material  of  the  art,  otherwise  experience, 
and  on  a broad  and  sound  general  culture  which, 
while  including  a proper  awareness  of  science, 
is  by  no  means  limited  to  it.  The  ancient  and 
honourable  art  of  medicine  is  being  increasingly 
and  inevitably  pressed  on  by  applied  science,  and 
suffers  as  well  from  misunderstanding  and  loss 
of  prestige.  It  remains,  however,  the  backbone 
of  medical  practice  and  indispensable  to  mankind. 
There  is  therefore  an  especial  need  today  that  its 
characteristic  mode  of  activity  should  be  under- 
stood, and  should  not  be  confused  with  those  of 
the  other  elements  that  make  up  the  complex  of 
medicine. 

The  Collected  Papers  of 
Wilfred  Trotter,  m.d.,  f.r.s. 
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(487’650> 
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Of  the  Eligible  Population 
of  RHODE  ISLAND 
Are  Subscribers  to 

PHYSICIANS  SERVICE 

The  Program  of  the 
RHODE  ISLAND  MEDICAL  SOCIETY 

for 

Voluntary 

Prepaid 

Medical-Surgical 

Protection 


The  heart  of  the  Filter 
Queen  air-purifying 
system  is  an  exclusive, 
cellulose  Filter  Cone  that 
is  so  sure,  so  effective  it 
has  been  selected  to  help  filter 
the  air  in  U.  $.  atomic  research 
laboratories.  In  fact,  this 
Filter  Cone  will  even  remove 
tobacco  stain  from  a puff  of  smoke! 

In  thousands  of  homes.  Filter 
Queen  has  replaced  old-fashioned, 
unhealthy  methods  of  sanitizing 
with  highly  favorable  results. 

Filter  Queen  not  only  filters 
room  air  and  eliminates  dust 
disturbance,  but  through  a built-in 
Medication  Chamber  disperses  medicina 
vapors  into  the  room  while  the  patient  goes 
about  her  ordinary  household  routine. 

You  must  really  see  — to  believe  • — what  Filter 
Queen  can  do  for  your  dust-allergic  patients.  We 
will  be  glad  to  arrange  for  a presentation  of  the 
Filter  Queen  System  at  any  time  convenient 
to  you  — in  your  office  or  home. 

Filter  Queen,  used  in  America's  leading 
hospitals,  carries  the  Seals  of  Good 
Housekeeping  Magazine,  Underwriters' 

Laboratories,  Parents’  Magazine;  and  is 
advertised  in  A.M.A.’s  "Today's  Health." 


203  NORTH  WABASH  AVENUE 
CHICAGO  1,  ILLINOIS 


An  illustrated  24-page  booklet 
describing  the  new  Filter  Queen 
Home  Sanitation  System  and  its 
uses  is  available  free  upon  re- 
quest. Write  to  Filter  Queen 
Educational  Division,  203  North 
Wabash  Avenue,  Chicago  1,  III. 


FREE  BOOKLET! 


. . best  results  were  obtained  with  women 
35  to  55  years  of  age,  who  complained  of 
anxiety,  insomnia,  chronic  fatigue  and 
despondency.”1 

Many  physicians  have  reported  favorable  results  with 
‘Compazine’  in  the  mild  or  moderate  mental  and  emotional 
conditions  often  associated  with  the  menopause. 

For  example,  in  a series  of  84  patients,  Knoch  and  Kirk 
report  outstanding  results  in  women  35  to  55.  The  authors 
state  that  after  ‘Compazine’  treatment,  these  women  “were 
no  longer  fatigued,  were  sleeping  well,  had  increased  energy 
and  showed  a lively  interest  in  their  surroundings.” 

‘Compazine’  is  S.K.F.’s  new  tranquilizer  and  antiemetic  for 
everyday  practice. 

‘Compazine’  has  shown  minimal  side  effects. 

Compazine 

a true  tranquilizing  agent 

Smith , Kline  & French  Laboratories,  Philadelphia 


i.  Knoch,  H.R.,  and  Kirk,  R.:  Proclorperazine — A New  Agent  for  the 
Treatment  of  Psychic  Stress,  in  manuscript. 

^Trademark  for  proclorperazine,  S.K.F. 
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SENSITIVITY  OF  COMMON  PATHOGENS  TO  CHLOROMYCETIN  AND  THREE  OTHER  MAJOR  ANTIBIOTIC  AG 


89% 


— CHLOROMYCETIN 
ANTIBIOTIC  A 
/ ANTIBIOTIC  B 
/ / ANTIBIOTIC  C 

l\ 

i\ 


NONHEMOLYTIC  MICROCOCCUS  AUREUS 
(363-418  STRAINS) 


HEMOLYTIC  MICROCOCCUS  AUREU 

(729-776  STRAINS) 


AEROBACTER  AEROGENES 

(153-193  STRAINS) 


CHLOROMYCETI 
x ANTIBIOTIC 
ANTIBIOTIC 
/ ANTIBIOTIC 


greater  antibacterial  efficacy. . . 


Chloromycetin* 

for  today’s  problem  pathogens 


Because  of  the  increasing  emergence  of  pathogenic  strains  resistant 
to  commonly  used  antibiotics,  judicious  selection  of  the  most  effec- 
tive agent  is  essential  to  successful  therapy.  In  vitro  sensitivity 
studies  serve  as  a valuable  guide  to  the  antibiotic  most  likely  to  be 
most  effective.  Both  clinical  experience  and  sensitivity  studies  indi- 
cate the  greater  antibacterial  efficacy  of  CHLOROMYCETIN 
(chloramphenicol,  Parke-Davis)  treatment  for  many  resistant 
infections.1"7 

CHLOROMYCETIN  is  a potent  therapeutic  agent  and,  because 
certain  blood  dyscrasias  have  been  associated  with  its  administra- 
tion, it  should  not  be  used  indiscriminately  or  for  minor  infections. 
Furthermore,  as  with  certain  other  drugs,  adequate  blood  studies 
should  be  made  when  the  patient  requires  prolonged  or  intermittent 
therapy. 


i iph  is  adapted 
1 Itemeier,  Gui- 
se Sherman,  Cole, 
ui  & Fultz.1 


References  (1)  Altemeier,  W.  A.;  Culbertson,  W.  R.;  Sherman,  R.;  Cole,  W.; 
Elstun,  W.,  & Fultz,  C.  T.:  f.A.M.A.  157:305  (Jan.  22)  1955.  (2)  Austrian,  R.: 
New  York  J.  Med.  55:2475  (Sept.  1)  1955.  (3)  Murphy,  E D.,  & Waisbren,  B.  A., 
in  Murphy,  E D.:  Medical  Emergencies:  Diagnosis  and  Treatment,  ed.  5,  Phila- 
delphia, E A.  Davis  Company,  1955,  p.  557.  (4)  Weil,  A.  J.,  & Stempel,  B.: 
Antibiotic  Med.  1:319,  1955.  (5)  Jones,  C.  E;  Carter,  B.;  Thomas,  W.  L.,  & 
Creadick,  R.  N.:  Obst.  6-  Gynec.  5:365,  1955.  (6)  Kass,  E.  H.:  Am.  J.  Med. 
18:764,  1955.  (7)  Tebrock,  H.  E.,  & Young,  W.  N.:  New  York  J.  Med.  55:1159 
(Apr.  15)  1955. 


PARKE,  DAVIS  & COMPANY 


DETROIT.  MICHIGAN 


70 


RHODE  ISLAND  MEDICAL  JOURNAL 


no  other  suppository 


can  do  more  to  bring 

sustained 
comfort 

to  your 

anorectal 

patients 

than 


A 


soothes 
protects 
lubricates 
eases  pain 
relieves  itching 
decongests 


DESfTIN 


hemorrhoidal 

SUPPOSITORIES 

with  cod  liver  oil 


DESITIN  SUPPOSITORIES  afford  rapid  relief  in  hem- 
orrhoids (non-surgical).  Norwegian  cod  liver  oil  (rich 
in  vitamins  A and  D and  unsaturated  fatty  acids)  helps 
promote  healing.  They  do  not  contain  styptics,  local 
anesthetics,  or  narcotics  and  therefore 
do  not  mask  serious  rectal  disease. 

In  boxes  of  12. 

samples  are  available  from 

DESITIN  CHEMICAL  COMPANY 

Providence,  R.  I. 
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m treatment 
of  respiratory 
infections 


new  multi-spectrum  synergistically  strengthened  antibiotic  formulation 
Sigmamycin  adds  certainty  in  antibiotic  therapy,  particularly  for  the  90%  of  patients 
treated  at  home  or  in  the  office  where  sensitivity  testing  may  not  be  practical,  and  provides: 
a new  maximum  in  therapeutic  effectiveness,  a new  maximum  in  protection  against  resist- 
ance, a new  maximum  in  safety  and  toleration. 

Supply:  Capsules,  250  mg.  (oleandomycin  83  mg.,  tetracycline  167  mg.).  Bottles  of  16 
and  100. 

. . . and  for  a neio  maximum  in  palatability 

New  mint-flavored  Sigmamycin  for  Oral  Suspension,  1.5  Gm.  in  2 oz.  bottle;  each  5 cc.  tea- 
spoonful contains  125  mg.  (oleandomycin  42  mg.,  tetracycline  83  mg.).  ^Trademark 


Pfizer  Laboratories,  Division,  Chas.  Pfizer  & Co.,  Inc.,  Brooklyn  6,  N.  Y. 
World  leader  in  antibiotic  development  and  production 
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"BAKERS  MODI Fl ED  MILK 

costs  less  than  per  ounce 

rates  and  vitamihs 


You  have  an  economical  answer 

BAKER’S  MODIFIED  MILK* 


When  a mother  asks  about  the  cost  of  a 
formula  for  her  baby,  your  answer  can 
truthfully  he  '’Baker's  is  economical.” 

Baker's  is  a complete  food  containing 
added  carbohydrate,  and  adequate 
amounts  of  all  known  essential  vita- 
mins and  minerals.  Because  Baker’s  is 


sold  at  an  extremely  low  price,  one 
ounce  of  formula  costs  less  than  a 
penny — about  $1.50  per  week  for  most 
infants. 

Prescribe  Baker’s  Modified  Milk  in  the 
hospital  and  thus  provide  mothers  with 
an  economical,  complete  infant  formula. 


‘Made  exclusively  from  Grade  A Milk  (U.  S.  Public  Health  Service  Milk  Code  ) 


THE  BAKER  LABORATORIES,  INC. 

Milk  P'wducti  Pxcludiuelq,  sj&i  dkie  Medical  Pnojed-ikm 

Main  Office:  Cleveland  3,  Ohio  • Plant:  East  Troy,  Wisconsin 


SYMPTOMATIC 


ACHROCIDIN 


TETRACYCLINE-ANTIHISTAMINE-ANALGESIC  COMPOUND 


Tablets 

and 

Syrup 


Achrocidin  is  particularly  valuable  in  treating  acute 
respiratory  infections  during  epidemics  or  when  ques- 
tionable middle  ear,  pulmonary,  nephritic,  or  rheumatic 
signs  are  present. 

Achrocidin  offers  early,  potent  therapy  against  such 
disabling  complications  as  otitis  media,  sinusitis,  bron- 
chitis to  which  the  patient  may  be  highly  vulnerable  at 
this  time. 

Included  in  the  comprehensive  achrocidin  formulation 
are  the  analgesic  components  recommended  for  prompt 
relief  of  common  cold  symptoms. 

Adult  dosage  for  achrocidin  Tablets  and  new,  caffeine- 
free  achrocidin  Syrup  is  two  tablets  or  teaspoonfuls  of 
syrup  three  or  four  times  daily.  Dosage  for  children  ac- 
cording to  weight  and  age. 

Available  on  Prescription  Only 
Each  tablet  contains: 

Achromycin®  Caffeine  30  mg. 

Tetracycline  125  mg.  Salicylamide  150  mg. 

Phenacetin  120  mg.  Chlorothen  Citrate  25  mg. 


LEDERLE  LABORATORIES  DIVISION.  AMERICAN  CYANAMID  COMPANY,  PEARL  RIVER.  NEW  YORK 

trademark 
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Half  a Million  Subscribers 
in  Six  Years ! 

In  January,  six  years  after  its  inauguration,  the 
Rhode  Island  Medical  Society  Physicians  Service 
Enrolled  its  500,000th  subscriber 


Doctor  Charles  J.  Ashworth,  President  of  Physicians  Service,  presents 
special  membership  card  to  Mr.  and  Mrs.  John  Roberts  and  family  as  the 
500,000th  subscriber  to  the  Society’s  prepaid  surgical-medical  program. 
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YOUR  PATIENT  NEEDS  AN  ORGANOMERCURIAL 

Practicing  physicians  know  that  many  years  of  clinical  and  laboratory  experience 
with  any  medication  are  the  only  real  test  of  its  efficacy  and  safety. 


Among  available,  effective  diuretics,  the  organomercurials  have  behind  them  over 
three  decades  of  successful  clinical  use.  Their  clinical  background  and  thousands  of 
reports  in  the  literature  testify  to  the  value  of  the  organomercurial  diuretics. 


TABLET 

NEOHYDRIN 

BRAND  OF  CH LORM  ERODR  I N iie.3  mg.  of  3-chloromercuri-2-methoxy-propylurea 

EQUIVALENT  TO  lO  MG.  OF  NON-IONIC  MERCURY  IN  EACH  TABLET) 

a standard  for  initial  control  of  severe  failure 

MERCUHYDRIN®  SODIUM 

BRAND  OF  MERALLURIDE  INJECTION 


02ISS 
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Relaxing  is  for  doctors,  too! 


The  fellow  above  is  following  the  advice  that  most 
doctors  give  but  few  follow  themselves:  that  it  is  good 
to  relax.  Providing  you  have  time,  it’s  not  hard  to  do. 

We  don’t  know  ot  any  magic  that  can  do  away  with 
all  the  time-consuming  details  and  complexities  ot  your 
daily  life.  But  we  do  have  a suggestion  that  will  help. 
It’s  called  a Living  Trust.  Here’s  how  it  works.  You 
use  your  present  securities  to  create  the  principal  ot  a 
trust,  then  an  automatic  transfer  ot  additional  tunds 
each  month  is  added  — increasing  your  trust  out  ot 
your  yearly  earnings. 

A Living  Trust  acts  as  your  own  pension  tund  and 
provides  a comfortable  retirement  fund.  It  also  acts 
as  a safeguard  tor  your  family.  Having  many  ot  the 
advantages  ot  a will,  it  allows  you  to  designate  your 
future  beneficiaries. 

The  benefit  to  doctors  is  great,  tor  it  relieves  them  ot 
a host  ot  financial  responsibilities  that  normally  require 


constant  watching.  Keeping  an  eye  on  investments  is 
just  one  of  them.  The  Living  Trust  provides  a man 
with  time  and  peace  of  mind,  and  lasting  security  tor 
his  family. 

Talk  to  one  of  our  trust  officers  soon  and  find  out  if 
you  might  profit  from  a Living  Trust,  as  many  Rhode 
Island  doctors  are  right  now,  or  see  the  manager  of 
your  nearest  branch  office.  It  may  well  be  one  of  the 
most  important  steps  you’ve  ever  taken. 


OFFICES  IN  PROVIDENCE  . CRANSTON  . EAST  GREENWICH  . EAST  PROVIDENCE  . NEWPORT  . PAWTUCKET  . WOONSOCKET 


Member  Federal  Resere  System  • Federal  Deposit  Insurance  Corporation 
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a rational,  conservative  way 
to  help  check 

internal  bleeding 

associated  with  abnormal  capillary  permeability  and  fragility  in 

peptic  ulcer 
ulcerative  colitis 
chronic  nosebleed 

purpura  (nonthrombocytopenic) 

hemorrhagic  cystitis 

ecchymoses 

menorrhagia 


C.V.  P.  acts  to  strengthen  abnormally  permeable  and  fragile  capillaries 
by  helping  to  restore  the  integrity  of  the  intercellular  "cement"  sub- 
stance of  capillary  walls.  C.V.  P.  provides  multiple  water-soluble  active 
citrus  bioflavonoid  factors,  and  thus  is  more  readily  absorbed  than 
relatively  insoluble  rutin  or  purified  hesperidin. 

Each  capsule  or  teaspoonful  (approx.  5 cc.) 
of  syrup  provides: 

‘Citrus  Bioflavonoid  Compound  . . 100  mg. 

Ascorbic  Acid  (vitamin  C)  ...  . 100  mg. 

'sometimes  referred  to  as  “vitamin  P complex’’ 

Bottles  of  100,  500  and  1000  capsules; 

4 oz.,  16  oz.  and  gallon  syrup 

samples  (capsules  or  syrup)  and  literature  from... 

u.  s.  vitamin  corporation 

(Arlington-Funk  Laboratories,  division) 

250  East  43rd  Street,  New  York  17,  N.  Y. 
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"What  about 
Vitamin  C in  HOOD 
Orange  Juice?” 

by  A.  C.  Fay , Ph.D.}  Director  of  Research 


IS  HOOD  PURE  ORANGE  JUICE  RICH  IN  VITAMIN  C? 

Repeated  tests  in  the  laboratories  in- 
dicate that  Hood  Orange  Juice  closely 
approaches  fresh -squeezed  juice  in 
Vitamin -C  content. 

HOW  DOES  PASTEURIZATION  AFFECT  VITAMIN  C? 

As  a result  of  pasteurization  — which  is 
necessary  to  preserve  the  flavor  and 
keeping  quality  of  fresh  orange  juice 
—from  92%  to  96%  of  the  original 
Vitamin  C is  retained  in  the  pasteur- 
ized juice,  and  tests  show  this  level  is 
maintained  over  a period  of  ten  days 
or  more.  By  comparison,  raw  orange 
juice  loses  its  flavor  and  Vitamin -C 
content  in  a relatively  short  time. 

HOW  DOES  THE  VITAMIN -C  CONTENT  OF  HOOD’S  PURE 
ORANGE  JUICE  COMPARE  WITH  ACCEPTED  STANDARDS? 

The  generally  accepted  standards  in- 
dicate that  good  orange  juice  should 
contain  40  mgms.  of  Vitamin  C per 
100  cc  of  juice.  Regular  daily  tests  of 
each  shipment  of  Hood  Pure  Orange 
Juice  have  shown  that  the  product 
consistently  contains  from  55  to  65 
mgms.  per  100  cc  as  delivered  to  the 
customer.  In  no  case  has  Hood  Orange 
Juice  fallen  below  accepted  standards 
and  commonly  shows  25%  to  50% 
more  than  the  accepted  standard 
of  40  mgms.  per  100  cc. 


It  is  apparent  from  the  table  below 
that  a daily  6 -ounce  glass  of  Hood 
Orange  Juice  will  satisfy  most  normal 
requirements  — except  during  preg- 
nancy and  nursing  periods,  when  8 to 
10  ounces  of  Hood  Orange  Juice  should 
be  drunk. 

Classification  Daily  Vitamin  C Fluid  ounces  of 

requirement,  as  Hood  Orange  Juice 
recommended  by  The  needed  to  meet 
Nutrition  Board  of  The  daily  Vitamin  C 
National  Research  Council  requirement 
155  pound  man  75  (mgms.)  5.1 

124  pound  woman  70  4.7 

Pregnant  woman  100  6.75 

Nursing  mother  150  10.2 

School-age  child  60-75  5.1 

HOW  DOES  HOOD  ORANGE  JUICE  COMPARE  WITH  FRESH- 
SQUEEZED  ORANGES? 

The  Vitamin-C  content  — and  the 
flavor  — of  Florida  oranges  varies 
widely  from  orange  to  orange.  Often 
oranges  from  the  top  of  the  tree  are 
richer  in  flavor  and  vitamins  than  those 
from  the  lower  branches.  Research 
indicates  that  Vitamin-C  content  of 
oranges  from  the  same  tree  may 
vary  as  much  as  100%!  Since  Hood 
Orange  Juice  is  a blend  of  the  juice  of 
thousands  of  Vitamin-C  rich,  tree- 
ripened  oranges,  it  is  safe  to  assume 
that  in  many  cases  it  will  surpass 
home -squeezed  oranges  in  both  flavor 
and  vitamins.  In  addition,  home- 
squeezed  juice  is  considerably  more 
costly  than  the  Hood  product. 
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Trasentme-Phenobarbit 


integrated  relief . . . 
mild  sedation 
visceral  spasmolysis 
mucosal  analgesia 


TABLETS  (yellow,  coated),  each  containing 
50  mg.  Traaentine®  hydrochloride  (adiphenine 
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IN  DIABETES... 

greater  security 
against  vascular  complications 

Increased  threat  of  vascular  complications 
in  diabetic  patients  can  result  from  recurring 
episodes  of  inadequate  control;  at  such  times 
amino  acids  are  "wasted"  by  de-amination 
in  the  liver  and  normal  dietary  security 
against  lipotropic  deficiency  fades. 


TRADE  MARK 


Gericaps  contain  the  true  lipo- 
tropics,  choline  and  inositol, 
which  are  unaffected  by  de- 
amination in  the  liver.  Three 
capsules  daily  provide  the 
equivalent  of  3 Gm.  choline 
dihydrogen  citrate. 

This  dose  also  provides  60 
mg.  rutin  and  37.5  mg.  ascor- 
bic acid  to  maintain  or  im- 


prove capillary  integrity,  as 
well  as  3000  units  vitamin  A, 
3 mg.  thiamine  hydrochloride, 
3 mg.  riboflavin,  12  mg.  nia- 
cinamide, 0.75  mg.  pyridoxins 
hydrochloride,  and  3 mg.  cal- 
cium pantothenate. 


SEND  FOR  comprehensive  review: 

“Prevention  of  Vascular 

Complications  of  Diabetes” 


CH.  • LOS 
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Don’t  Let  Your 
Investments 
Gather  Cobwebs 

After  you've  bought  a good  list 
„f  Stocks  . . . there's  a great  tempt.- 
tion  to  think  "Well,  I'm  all  set  for  a 
While"  . - - and  forget  about  them. 

The  trouble  is,  securities  mar- 
kets don't  stand  still.  Neither  do  any 
of  the  corporations  in  which  you  own 

stocks. 

For  example:  a stock  that  was 

an  outstanding  growth  value  back  m 

1955  may  now  have  passed  i s es 
period  of  growth.  Or,  perhaps  one 
of  your  pet  dividend-payers  of  past 
years  is  being  outclassed  by  some 
others,  any  of  which  might  do  a 
better  iob  for  you  from  here  on. 

That's  why  we  advise:  protect 
yourself  by  having  your  investments 
reviewed  regularly,  to  make  sure 
they're  still  the  best  ones  for  your 
own  personal  needs. 

We'll  gladly  review  your  list 
now  _ without  charge  or  obligation 
__  whether  you're  a customer  or  not, 
to  give  you  an  unbiased  opinion. 
Just  telephone,  write,  or  stop  in. 

Davis  & Davis 

Members  New  York  Slock  Exchange 

GROUND  FLOOR,  TURKS  HEAD  BLDG. 

Providence.  R.  I.  - GAspee  1-7100 
Market  Summaries:  GAspee  1-60 


it's  whole  milk  processed  so  that  the  fat  particles 
(butter-fat)  in  the  cream  are  broken  up  and  evenly 
distributed  throughout  the  milk.  Enjoy  its  smooth, 
delicious  flavor  . . . creamy-rich  to  the  last  drop! 


...  there’s  Cream 
in  every  drop! 


GRADE  A 

HOMOGENIZED  MILK 


CALL  GE  8-4450  today  for  home  delivery. 

B.  MUNROE  DAIRY  INC. 
151  Brow  Street 
EAST  PROVIDENCE,  R.  I. 
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MYSTECLIN  SUSPENSION 

Steclin-Mycostatin  (Squibb  Tetracycline-Nystatin) 

Another  form  of  the  only  broad  spectrum 
antibiotic  preparation  with  added  protection 
against  monilial  superinfection 

PLEASANT  TASTING  — Mysteclin  Suspension  is  pleasant- 
ly fruit-flavored  and  will  appeal  to  taste-conscious 
youngsters  as  well  as  to  adults  who  prefer  liquid 
medication. 

BROADLY  EFFECTIVE  — Mysteclin  Suspension  provides 
well  tolerated  therapy  for  the  many  common  infec- 
tions which  respond  to  tetracycline— and  also  acts  to 
prevent  monilial  overgrowth. 

READY-TO-TAKE  — Mysteclin  Suspension  requires  no  re- 
constitution and  can  be  given  by  simple  teaspoon 
dosage  to  patients  of  all  ages. 

MYSTECLIN  SUSPENSION:  a fruit-flavored  oil  suspension 
containing  the  equivalent  of  125  mg.  Steclin  (Squibb 
Tetracycline)  Hydrochloride  and  125.000  units  My- 
costatin  (Squibb  Nystatin)  per  5 cc.  teaspoonfuL 
Supplied  in  two-ounce  bottles. 

Also  available  as  Capsules  (250  mg.  Steclin  Hydrochloride  and 
250,000  units  Mycostatin)  and  Half  Strength  Capsules  (125  mg. 

Steclin  Hydrochloride  and  125,000  units  Mycostatin). 

SQUIBB  |i||  Squibb  Quality  — the  Priceless  Ingredient 


'MYSTECLIN'®,  'STECLIN'®,  AND  'MYCOSTATIN'®  ARE  SQUIBB  TRADEMARK* 


Rheumatoid  Arthritis 


patient 


for  the  objective  symptoms 
for  the  subjective  distress 


the  first 
and  only 
ataraxic- 
corticoid 


prednisolone  and  hydroxyzine 


provides  the  anti-rheumatic, 
anti-inflammatory  action  of  the  most 
effective  steroid,  Sterane,®  complemented  by 
the  superior  central  tranquilizing  effects  of 
Atarax.®  Minimal  disturbance  of  fluid  and 
electrolyte  metabolism;  no  mental  fogging 
or  major  toxicity  in  ataractic  action. 


FOR  UNMATCHED  RESPONSE  AND 
MANAGEMENT  IN  RHEUMATOID  ARTHRITIS . . . 
AS  IN  OTHER  COLLAGEN  DISEASES,  BRONCHIAL 
ASTHMA,  INFLAMMATORY  DERMATOSES. 


Supplied:  Each  green,  scored 
Ataraxoid  Tablet  contains  5 mg.  prednisolone 
(Sterane)  and  10  mg.  hydroxyzine  hydro- 
chloride (Atarax)  .Bottles  of  30  and  100. 
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Division,  Chas.  Pfizer  & Co.,  Inc. 

Brooklyn  6,  New  York 
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TRAUMATIC  NEUROMATA  OF  THE  DIGITAL  NERVES* 

Stanley  D.  Simon,  m.d.,  and  Caroll  M.  Silver,  m.d. 


The  Authors.  Stanley  D.  Simon,  M.D.,  Orthopedic 
Surgeon,  the  Pawtucket  Memorial  and  the  Miriam 
hospitals;  Caroll  M.  Silver,  M.D.,  Orthopedic  Sur- 
geon, the  Miriam  and  the  Rhode  Island  hospitals. 


IN  1951,  the  authors5  presented  their  concept  of 
the  etiology,  pathology  and  treatment  of  trau- 
matic neuromata  of  the  digital  nerves ; twenty 
cases  had  been  treated  successfully  and  were  pre- 
sented at  that  time.  In  the  past  five  years,  fifty  cases 
have  been  operated  upon  and  others  have  been 
seen  in  impartial  examinations  for  the  Workmen’s 
Compensation  Commission  and  in  private  practice. 
The  high  relative  incidence  of  crushing  injuries 
to  fingers  in  industrialized  areas  such  as  Provi- 
dence, Rhode  Island,  and  the  failure  to  pay  proper 
attention  to  the  handling  of  the  injured  nerves  has 
prompted  the  authors  to  re-emphasize  their  con- 
cept of  diagnosis  and  treatment. 

The  most  commonly  encountered  neuroma  in 
the  hand  is  that  resulting  from  trauma  to  or  sev- 
erance of  a peripheral  nerve.  This  tangle  of 
neuraxon  and  sheath  cells  is  termed  by  Foot4  a 
false  fibrillary  neuroma.  They  result  from  the 
effort  of  the  severed  nerve  ends  to  rejoin. 

Cieslak  and  Stout3  in  their  review  of  peripheral 
nerve  tumors  also  agree  that  after  severance  of  a 
nerve  the  distal  end  of  the  proximal  portion  of  the 
nerve  may  enlarge  and  simulate  a tumor.  These 
enlargements,  called  neuromas,  are  not  true  neo- 
plasms. The  nodule  is  made  up  of  granulation  tissue 
through  which  pass  many  strands  of  regenerated 
or  proliferated  axons  with  Schwann  sheaths. 
These  strands  are  arranged  in  interlacing  bundles 
which  run  in  all  directions.  It  is  believed  that  the 
granulation  tissue  preceding  neuroma  formation 
arises  from  the  blood  vessels  of  tbe  endoneurium 
and  perineurium  of  the  involved  nerve,  as  well  as 
from  the  adjacent  soft  tissues. 

^Presented  at  the  John  F.  Kenney  Memorial  Clinic,  at 
the  Pawtucket  Memorial  Hospital,  November  14,  1956. 


Anatomy 

The  most  important  cutaneous  nerves  of  the 
hand,  in  fact  the  most  important  cutaneous  nerves 
of  the  upper  limbs,  are  the  palmar  digital  branches, 
one  for  each  side  of  each  digit.  The  lateral  seven 
are  branches  of  the  median  nerve,  the  medial  three 
are  branches  of  the  ulnar  nerve ; that  is  to  say,  the 
median  nerve  supplies  Z/2  digits;  the  ulnar  nerve 
\l/2.  The  palmar  digital  branches  furnish  branches 
to  the  entire  palmar  surface  of  the  digits,  to  the 
subungual  regions  (i.e.  deep  to  the  nail),  and  to 
the  local  joints.  The  median  nerve  is  especially 
generous  in  its  supply  of  branches  to  the  dorsum 
of  the  index  and  middle  fingers  (Figures  la  & 
lb).  To  expose  surgically  a palmar  digital  nerve, 
one  should  feel  for  the  lateral  edge  of  the  phalanx 
and  make  a longitudinal  incision  anterior  to  its 
radial  or  ulnar  borders.  These  nerves  are  situated 
on  the  lateral  surfaces  of  the  fibrous  flexor 
sheaths  and  antero-medial  to  their  accompany- 
ing arteries.  A longitudinal  incision  that  strikes  the 
phalanx  on  the  lateral  surfaces  is  behind  the  nerve 
and  misses  it. 

The  etiology  of  neuromata  is  always  clear,  as 
there  is  a history  of  injury,  which  involves  one  or 
more  of  the  peripheral  nerves.  As  mentioned  pre- 
viously, in  highly  industrialized  areas,  such  as 
Providence,  Rhode  Island,  there  is  a high  relative 
incidence  of  crushing  injury  to  fingers.  The  use 
of  foot-press  and  power-press  machines  in  the 
jewelry  industry  has  resulted  in  many  more  such 
cases  than  one  might  see  in  other  communities. 
Depending  upon  the  severity  of  the  injury,  the 
usual  course  of  events  is  for  the  injured  members 
to  be  treated  in  a doctor’s  office  or  the  hospital 
emergency  room,  with  debridement  and  primary 
suture  being  carried  out.  Frequently,  this  is  done 
in  the  operating  theater.  Healing  is  almost  always 
per  prhnam,  but  the  patient  continues  to  complain 
of  tenderness  and  pain  of  the  amputation  stump, 
the  pain  being  shock-like  or  burning  in  nature  and 
referred  over  the  course  of  the  sensory  distribution 
of  the  nerve.  Hyperesthesia  is  often  so  marked 

continued  on  next  page 
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858.  Nerves  of  the  right  palm,  superficial  layer. 

1 1 1*-  antvbmchii  ami  the  a|K'iieun*>»  {jalraari#  hav«*  bwu  MBov«i) 


No.  <1  if;  Hah'  » 
dor»ataa 


Branches  of  the 
no.  digitate*  rolare* 
j»ropril 


lUtmi* 

B'lpertlriallt 


860.  Nerves  of  the  dorsum  of  the 
right  hand. 

(The  fneein  lias  Wn  .'veneli.-rv  imucrri't:  file  ve-in-  li.m.  le.ii  mi 
largo  part!  rniiOM  il-1 


Figures  la  and  lb.  Note  branching  of  digital  nerves.  Taken  from  Werner  Spalteholtz  Hand  Atlas  of  Human 
Anatomy,  7th  edition,  pages  656  and  658,  with  approval  of  the  publisher. 


that  the  finger  renders  the  entire  hand  unfit  for 
work.  Pain,  considered  by  MacKenzie  as  a pro- 
tective mechanism,  may  become  a destructive  force 
dangerous  to  the  patient's  morale.  When  pain  of 
this  type  is  allowed  to  become  chronic  the  cerebral 
cortex  may  become  involved  in  its  projection,  so 
that  no  peripheral  operation  can  relieve  it.  In  ad- 
dition the  patient  may  develop  addiction  to  mor- 
phine, with  deterioration  of  personality.  White6 
mentioned  four  such  cases  which  had  repeated 
amputations,  paravertebral  blocks  and  cervical- 
thoracic  ganglionectomy  without  relief  of  pain. 
In  our  original  paper  we  discussed  one  such 
patient  who  had  had  eight  operations  which  in- 
cluded repeated  amputations,  neurolyses  and  cer- 
vical sympathectomy.  He  still  complained  of 
severe  pain  in  the  hand  and  arm,  the  slightest 
touch  causing  a shock-like  reaction.  The  patient 
was  taking  several  grains  of  morphine  daily  to 
control  his  pain.  In  the  past  five  years  we  have 
seen  three  similar  tragic  cases.  Bunnell1  believes 
that  the  persistence  of  pain  after  several  re- 
amputation operations  on  neuromata  suggests 
that  a pain  habit  pathway  has  been  worn  to  the 
brain. 


Even  in  the  less  severe  cases,  painful  hyper- 
esthesia prevents  active  and  passive  movement  of 
associated  joint  and  soft  tissues,  and  thereby  leads 
to  contractures,  osteoporosis,  and  other  trophic 
disturbances.  Watchful  waiting  in  the  hope  that 
the  pain  will  disappear  spontaneously  is,  therefore, 
not  advisable  for  more  than  a very  limited  period. 

The  physical  findings  are  quite  characteristic 
(Figure  2),  the  skin  of  the  affected  members  be- 
ing smooth  and  shiny.  The  rugae  of  fingerprints 
may  disappear  and  the  color  of  the  finger  is  red 
and  slightly  cyanotic.  There  is  always  a trigger 
zone  which  may  present  an  underlying  nodule  of 
soft  tissues.  Pulling  and  stretching  the  skin  will 
cause  pain  referred  to  the  area  where  the  nerve 
is  trapped  in  the  scar.  Depending  upon  the  duration 
of  symptoms,  there  may  he  evidence  of  atrophy 
of  muscles  of  hand  and  forearm,  as  well  as  X-ray 
evidence  of  osteoporosis  from  disuse. 

As  regards  the  pathology,  emphasis  is  again 
placed  on  the  thought  that  traumatic  neuromata 
are  not  true  neoplasms.  More  often  than  not,  we 
find  that  the  difficulty  is  that  we  are  dealing  not 
with  large  bulbous  enlargements  of  the  nerve  ends, 
hut  rather  that  one  or  more  of  many  branches  of 
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the  nerve  are  caught  in  traumatic  or  operative  scar 
tissue.  Failure  to  remove  completely  all  involved 
branches  will  result  in  continuance  of  pain. 

The  microscopic  picture  is  that  of  nerve  ele- 
ments trapped  in  granulation  tissue  (Figure  3). 
The  nerve  elements  may  frequently  show  a com- 
pletely disorganized  derangement  of  fibres  run- 
ning in  all  directions.  The  treatment  of  painful 
neuromata  is  mentioned  by  Bunnell1  in  the  second 
edition  ( 1948)  of  his  book  Surgery  of  the  Hand, 
and  he  describes  injection  of  the  proximal  nerve 
stump  with  absolute  alcohol.  He  states  that  the 
value  of  these  injections  is  to  be  proven  and  that 
he  now  omits  the  alcohol.  In  the  third  edition 
(1956), 2 he  now  states  that  all  methods  of  injec- 
tion of  the  nerve  stump  have  been  discarded.  He 
advises  “excising  the  neuroma  and  nerve  from 
the  scar,  cutting  it  off  short  and  shoving  it  with 
a hemostat  far  up  into  good  tissue  and  away  from 
trauma.”  As  regards  the  handling  of  fresh  am- 
putations, in  his  latest  edition,  he  makes  mention 
that  the  two  volar  digital  nerves  should  be  dis- 
sected out  and  cut  off  short ; they  should  never  be 
left  in  scar  tissue. 

J.  C.  White6  describes  the  technique  of  draw- 
ing the  nerve  end  through  a drill  hole  and  bone  to 
prevent  neuroma  formation.  He  tried  this  in  three 
cases,  but  reported  unsatisfactory  results.  He  also 
describes  the  use  of  20(4  solution  of  formalin  for 
injecting  the  proximal  nerve  stump  to  prevent 
neuroma  formation. 

After  examining  the  microscopic  sections  of 
over  twenty  painful  neuromatas,  we  found  the 
basic  picture  to  be  that  of  disorganized  nerve 
bundles  bound  down  in  granulation  tissue.  It 
would  seem  necessary  to  point  out  the  importance 
of  avoiding  any  procedure  which  would  further 
the  formation  of  scar  tissue  around  the  nerve 
stump.  We  have  observed  the  scarring  effect  of 


absolute  alcohol  and  of  sclerosing  agents,  such  as 
formalin,  within  soft  tissue.  We  know  that  a 
digital  nerve  is  a definite  structure  and  it  would 
seem  that  the  injection  of  a nerve  stump  of  that 
size  without  leakage  into  the  surrounding  tissues 
would  be  purely  fortuitous. 

We  have  used  the  following  technique  in  seventy 
cases  of  neuromata.  There  were  two  failures,  one 
a male,  age  twenty-three,  who  had  received  a 
crushing  injury  to  the  thumb.  Despite  repeated 
procedures  for  complete  removal  of  the  involved 
nerves,  the  patient  continued  to  complain  of  pain 
involving  the  entire  right  upper  extremity.  The 
second  patient  was  a woman,  age  twenty-eight, 
who  had  sustained  a crushing  injury  of  her  index 
finger.  Again,  despite  what  was  considered  ade- 
quate removal  of  the  involved  nerve  ends,  the 
patient  continued  to  complain  of  pain  involving 
the  entire  extremity.  Relief  was  not  obtained  by 
sympathetic  blocks  in  either  instance.  It  is  the 
authors’  belief  that  a pain  pathway  had  been  de- 
veloped involving  the  cerebral  cortex. 

Operative  Procedure 

The  operation  is  performed  in  a hospital,  with 
the  patient  under  general  anesthesia,  with  pneu- 
matic tourniquet  control  to  insure  a bloodless 
operative  field.  After  dissecting  out  the  end  of 
the  nerve,  with  its  neuroma,  it  is  freed  proximally 
and  with  tension  applied  to  the  nerve,  the  sur- 
rounding tissue  is  retracted  upward.  The  nerve  is 
sectioned  as  far  proximally  as  is  possible,  and  is 
allowed  to  retract  upward  away  from  the  operative 
field.  The  distal  nerve  stump  and  scar  tissue  are  re- 
moved. The  wound  is  closed  with  silk  sutures  and 
a firm  compression  dressing  applied.  We  believe 
that  neuroma  or  bulbar  enlargement  is  physio- 
logical in  a nerve  stump  and  will  not  cause  dififi- 

concluded  on  next  page 


Figure  2.  Note  smooth,  shiny  appearance  of  the  skin  of  thumb,  with  disappearance  of  finger  prints  at  tip.  The 
color  was  slightly  cyanotic. 

Figure  3.  Section  of  a digital  neuroma  showing  nerve  elements  trapped  in  granulation  tissue.  Disorganization  of 
nerve  elements  with  fibers  running  in  all  directions. 

Figure  4.  Digital  nerve  stump  and  scar  tissue.  Relative  size  of  nerve  may  be  gauged  against  standard  scalpel  handle. 
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culty  if  it  is  not  trapped  in  scar  tissue,  or  adherent 
to  hone  or  fibrous  tissue. 

Immediately  after  recovering  from  the  anes- 
thetic, the  patient  will  volunteer  that  the  annoying 
electric-like  shocks  are  gone.  The  average  follow- 
up was  six  months ; the  patients  returned  to  their 
former  occupation  in  almost  every  instance. 

CONCLUSIONS 

1.  Traumatic  neuromata  of  the  digital  nerves 
are  not  true  neoplasms,  but  represent  nerve  ele- 
ments trapped  in  granulation  tissue. 

2.  The  use  of  sclerosing  agents  injected  into  the 
digital  nerves  is  not  recommended  because  of  its 
tendency  to  favor  the  formation  of  scar  tissue 
around  the  nerve  stump. 

3.  A technique  for  the  treatment  of  traumatic 
neuromata  of  the  digital  nerves  is  presented.  This 
has  produced  relief  of  pain  in  seventy  cases  with 
two  failures. 

4.  In  handling  traumatic  amputations  of  finger 
tips,  it  is  emphasized  that  attention  he  paid  to  the 
digital  nerve  ends.  These  must  he  freed  and  sec- 
tioned under  tension  so  that  scar  formation  and 
fibrosis  of  the  healing  soft  tissues  will  not  result 
in  a traumatic  neuroma. 
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Figures  5 a and  56.  Traumatic  neuroma  following 
crushing  injury  in  foot  press.  Treated  initially  by  im- 
mobilization in  plaster  cast  and  subsequent  skin  graft. 
Patient  received  intensive  physiotherapy,  but  continued 
to  complain  of  marked  sensitivity  of  finger  tip.  Two 
cervical  sympathetic  blocks  produced  relief  for  forty- 
eight  hours.  Cervical  sympathectomy  advised  and  refused. 
Note  marked  scarring  and  adherence  of  nerve  to  scar 
tissue  (5b). 
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THE  PROBLEM  OF  THE  FOREIGN-TRAINED  PHYSICIAN* 

Robert  R.  Baldridge,  m.d. 


The  Author.  Robert  R.  Baldridge,  M.D.,  of  Provi- 
dence, Rhode  Island.  President,  1956,  the  Providence 
Medical  Association. 


Introduction 

During  the  past  several  years,  as  a member  of 
the  Executive  Committee  and  as  president 
of  this  Association  I have  become  increasingly 
aware  of  a problem  which  concerns  us  all  and 
about  which  we  personally  knew  so  little  that  our 
opinions  were  confused  and  uncertain.  I refer  to 
the  matter  of  the  alien  or  immigrant  foreign- 
trained  physician  and  his  place  in  American 
medicine. 

With  the  help  of  Mr.  John  E.  Farrell,  our 
executive  secretary,  and  the  cooperation  of  Mr. 
Thomas  B.  Case)',  chief.  Division  of  Professional 
Regulation  of  our  State  Department  of  Health, 
we  have  gathered  some  information  concerning 
this  problem  which  we  believe  should  he  of  interest 
to  you. 

Table  I demonstrates  that  from  1941  through 
1950,  a ten-year  period,  only  eighteen  gradu- 
ates of  foreign  medical  schools  were  examined  and 
sixteen  licensed  in  Rhode  Island.  Seven  foreign 
countries  were  represented. 


TABLE  I 

Foreign  School  Graduates  Examined  for 
Licensure  in  Rhode  Island 


1951  - 

- 1955 

Took 

Exami- 

nation 

Passed 

Failed 

Licensed  by 
Reciprocity 
and 

Endorse- 

ment 

Cottm 

1941-1950 

18 

16 

2 

7 

1951 

7 

7 

0 

0 

4 

1952  

24 

23 

1 

1 

12 

1953  

30 

26 

4 

0 

9 

1954  

42 

34 

8 

1 

16 

1955  

47 

35 

12 

1 

16 

150 

125 

25 

3 

During  the  succeeding  five-year  period,  1951 
through  1955,  one  hundred  fifty  foreign  graduates 

*Presidential  Address  Delivered  at  the  110th  Annual  Meet- 
ing of  the  Providence  Medical  Association,  at  Providence, 
Rhode  Island,  January  7,  1957. 


were  examined,  one  hundred  twenty-five  of  these 
were  licensed  and  three  were  accepted  by  reci- 
procity. In  1954  and  1955  as  many  as  sixteen  differ- 
ent foreign  nationalities  were  represented  among 
the  applicants. 

TABLE  II 

Medical  Licenses  Issued  in  Rhode  Island 
1951  - 1955 

Foreign 

Exami - Red-  School 

nation  procity  Total  Graduates 


1951  12  28  40  7-  17% 

1952  32  30  62  24-  39% 

1953  31  27  58  26-45% 

1954  41  22  63  35  - 55% 

1955  43  21  64  36  - 56% 


5-Year  Totals:  159  128  287  128-44.6% 


Table  II  demonstrates  that  during  the  last  five 
years  a total  of  two  hundred  eighty-seven  physi- 
cians were  admitted  to  practice  in  this  state.  It  is 
interesting  to  note  that  graduates  of  foreign 
medical  schools  represented  44.6  per  cent  of  the 
total  number,  and  that  during  the  last  two  years 
foreign  graduates  represented  more  than  half  of 
those  admitted  each  year.  If  these  figures  are  fur- 
ther broken  down,  and  remembering  Table  I,  it  can 
be  shown  that  of  one  hundred  fifty-nine  physicians 
licensed  by  examination  in  Rhode  Island  during 
this  period,  one  hundred  twenty-five,  or  78  per 
cent,  were  foreign  trained  while  only  three  (2  per 
cent)  of  one  hundred  twenty-eight  licensed  on  a 
basis  of  reciprocity  from  other  states  were  foreign 
trained. 

Table  III  lists  the  twenty-six  countries  in  which 
the  one  hundred  fifty  foreign-trained  applicants 
for  licensure  in  Rhode  Island  during  the  last  five 
years  were  trained.  The  majority  came  from  Ger- 
man and  Italian  schools.  Only  five  of  these  one 
hundred  fifty  candidates  had  graduated  from 
foreign  schools  approved  by  the  Council  of  Medi- 
cal Education  and  Hospitals  of  the  American 
Medical  Association. 

Table  IV  lists  the  nationalities  of  the  forty-nine 
foreign-trained  physicians  who  have  applied  for 
membership  in  the  Rhode  Island  Medical  Society 
during  the  last  five  years  when  one  hundred 
twenty-eight  foreign-trained  physicians  were  li- 
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TABLE  III 

Countries  in  which  Foreign  School  Graduates  were 
Trained  Who  were  Examined  for 
Rhode  Island  Licensure 
1951  — 1955  inclusive 


Austria  7 

China  7* 

Colombia  2 

Cuba  5 

Czechoslovakia  5 

Dominican  Republic  5 

Estonia  1 

France  2 

Germany  46 

Greece  1 

Hungary  3 

Iraq  1 

Ireland  1* 


Italy  36 

Latvia  2 

Lithuania  1 

Mexico  5 

Netherlands  2* 

Peru 2 

Poland 2 

Portugal  5 

Rumania  1 

Scotland  1* 

Switzerland  2* 

Union  of  Socialist 

Soviet  Republics  3 

Yugoslavia  2 


Number  of  countries  26 

Number  of  candidates  150 


♦Countries  having  approved  schools 

TABLE  IV 

Native  Residence  of  Foreign-Trained  Physicians 
Elected  Members  of  the  R.  I.  Medical  Society 
1950  - 1955  inclusive 


3 

2 

3 

Italy  

8 

3 

2 

Austria  

Latvia  

Mexico 

4 

Peru 

1 

3 

Poland  

3 

1 

Portugal 

2 

4 

Russia  

4 

...  1 

Ukraine 

...  4 

Hungary  

1 

17 

Number  of  physicians  .. 

49 

Total  foreign-trained  physicians  licensed  during  this 

period  128 


censed.  There  are  nineteen  foreign-trained  prac- 
titioners in  Rhode  Island  who  have  not  applied  for 
membership. 

There  are  nine  hundred  sixty-six  physicians 
presently  practicing  in  Rhode  Island.  Ninety  of 
these  were  foreign  trained.  Sixty-three,  or  over 
two-thirds,  were  admitted  to  practice  during  the 
last  five  years. 

About  one  half  of  the  foreign-trained  physicians 
licensed  in  this  state  remain  here  to  practice. 

The  National  Picture 

The  problem  of  foreign-trained  graduates  and 
alien  physicians  is  not  peculiar  to  Rhode  Island. 
May  I quote  you  some  statistics? 

Between  1930  and  1953  some  20,373  foreign- 
trained  physicians  were  examined  for  licensure 
in  the  United  States  (48.4  per  cent  failed).1 

In  the  state  of  New  York,  between  1931  and 
1951,  of  14,300  foreign-trained  physicians  who 
applied  for  licensure  examinations,  3,000  were  re- 
jected and  11,300  were  examined.2 

In  1952,  a total  of  1,208  immigrant  physicians 
entered  the  United  States.3 
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Over  5,000  foreign-trained  alien  physicians  en- 
tered in  1954. 4,3 

The  percentage  of  alien  foreign-trained  first- 
year  interns  and  residents  in  hospitals  in  the 
United  States  rose  from  8.5  in  1950-51  to  21.6 
in  1953-54.° 

As  of  July,  1953,  there  were  25,896  interns  and 
residents  in  approved  hospitals  in  the  United 
States.  Of  these  5,589  (22  per  cent)  were  aliens. 
New  Jersey  led  the  list  with  64  per  cent.  Rhode 
Island  tied  Delaware  for  ninth  place  with  31  per 
cent.6 

Between  one  fifth  and  one  fourth  of  the  total 
interns  and  residents  on  duty  in  the  hospitals  of 
this  country  are  aliens.3 

The  number  of  graduates  of  our  own  grade  A 
medical  and  basic-science  schools  has  risen  from 
4,735  in  1931  to  6,845  in  1956.7  This  production 
of  graduates  from  our  own  schools  was  almost 
equaled  in  1955-56  by  the  influx  of  6,033  foreign- 
trained  interns  and  residents  from  84  different 
countries.8  This  number  (6,033)  includes  only 
alien  physicians  training  in  approved  hospitals.  If 
alien  physicians  training  in  unapproved  hospitals 
and  alien  immigrant  physicians  were  included,  the 
total  might  well  have  surpassed  the  annual  num- 
ber of  graduates  from  our  own  schools! 

This  year,  in  the  state  of  New  York,  where 
more  than  one  third  of  general  practitioners  are 
foreign  trained,  it  has  been  estimated  that  an  ad- 
ditional 2,500  foreign-trained  physicians  will  be 
admitted  to  licensure  examinations.  This  number 
represents  more  than  one  third  of  the  anticipated 
graduates  of  our  own  medical  schools.9 

Doctor  Dominick  Maurillo,  chairman  of  the 
Committee  of  Licenses  of  the  New  York  State 
Board  of  Regents,  states  that  of  the  5,500  un- 
licensed foreign  doctors  presently  serving  as  in- 
terns or  residents  in  the  United  States  less  than 
ten  per  cent  will  ever  return  to  their  native 
countries.9 

There  were  approximately  1,000  more  alien 
physicians  training  in  our  hospitals  in  1955-56  than 
in  the  preceding  year.8 

There  is  another  side  to  this  picture.  Not  only 
are  thousands  of  alien  foreign-trained  physicians 
practicing  as  interns,  residents,  and  licensed  phy- 
sicians in  this  country,  hut  hundreds  of  Americans 
are  going  abroad  to  foreign  medical  schools. 

At  the  present  time  some  1.700  American  stu- 
dents are  believed  to  be  attending  foreign  medical 
schools  located  in  twenty-six  countries.8,10  The 
presumption  is  that  the  majority  of  Americans 
studying  medicine  abroad  are  doing  so  because  they 
have  been  denied  admission  to  American  schools. 

\\'e  greatly  admire  American  students  who,  re- 
fused at  home,  are  so  determined  to  become  doc- 
tors that  they  go  abroad  for  study.  Many  such 
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have  registered  in  recognized  schools  where  their 
education  will  perhaps  be  as  good  as  the  average 
in  America.  It  is  unfortunate,  however,  that  dis- 
tressingly large  numbers  are  registered  in  un- 
recognized schools  in  Germany,  Italy  and  else- 
where. Because  of  the  ravages  of  war,  and  for 
other  reasons,  many  of  these  unrecognized  schools 
currently  provide  an  inferior  quality  of  medical 
education  as  judged  by  American  standards.8-1112 

Causes 

McCormack  and  Fararu5  have  made  an  effort 
to  determine  under  what  sponsorship  so  many 
foreign  medical  graduates  have  come  to  this  coun- 
try. Excluding  hospitals,  they  found  at  least  sixty- 
seven  different  sponsoring  agencies  active  in 
1954-55,  including  ten  different  agencies  of  our 
United  States  Government,  eighteen  agencies  of 
foreign  governments,  and  thirty-eight  different 
religious,  educational  or  philanthropic  organiza- 
tions in  this  and  other  countries.  They  conclude : 
“Since  the  exchange-visitor  regulations  were  pro- 
mulgated in  1949,  some  1,850  privately  sponsored 
exchange-visitor  programs  have  been  designated, 
of  which  over  1,000  are  sponsored  by  American 
hospitals  and  allied  institutions  obviously  for  the 
purpose  of  enabling  the  institutions  to  provide 
training  for  foreign  nationals”  ; — in  other  words, 
to  secure  interns. 

It  would  appear  that  the  rapid  growth  of  Ameri- 
can hospitals,  combined  with  the  heavy  and  con- 
tinuing demands  of  our  armed  forces  for  Ameri- 
can-trained physicians,  has  created  a vacuum  and 
that  the  intern  and  resident  requirements,  especial- 
ly of  the  smaller  non-teaching  hospitals,  are  being- 
met  by  a mounting  influx  of  foreign-trained  alien 
medical  graduates. 

American  Medical  Schools 

It  should  be  unnecessary  before  this  audience 
to  recite  the  accomplishments  of  American  medical 
education.  In  1903  this  country  was  disgraced  by 
almost  300  so-called  medical  schools  graduating 
some  7,000  doctors.  Serious  students  of  medicine 
traveled  abroad  for  their  education.  Following 
Abraham  Flexner’s  report,13  and  after  an  heroic 
struggle,  diploma  mills  were  gradually  eliminated 
and  70  approved  schools  remained.  At  the  present 
time  there  are  87  grade  A schools  in  the  United 
States  and  Canada,  and  by  1963  there  will  be  94. 
The  annual  number  of  graduates  from  our  schools 
(excluding  Canada)  has  risen  from  4,735  in  1930- 
31  to  6,845  in  1955-56.  Including  Canadian  schools, 
which  are  on  a par  with  our  own,  7,651  medical 
diplomas  will  be  granted  this  year.7 

There  are  more  medical  schools  and  more  phy- 
sicians per  unit  of  population  in  North  America 
than  in  any  other  large  geographical  area  including 
Europe.14 


Undergraduate  and  postgraduate  medical  edu- 
cation and  practice  in  the  United  States  and  Canada 
have  reached  the  highest  peak  in  their  history.  In 
the  prevention  of  disease  and  the  prolongation  of 
life,  American  medicine  has  lead  the  world  in  the 
attainment  of  goals  that  seemed  utterlv  hopeless 
fifty  years  ago. 

These  accomplishments  have  been  due  in  large 
measure  to  a progressive  elevation  of  education 
standards  in  this  country,  especially  as  they  apply 
to  medical  education,  and  to  a competitive  selec- 
tion of  applicants  for  medical  training.  There  is 
no  profession  of  which  our  people  have  demanded 
as  much  in  terms  of  preparation  and  apprentice- 
ship, and  none  that  have  given  more. 

Foreign  Medical  Schools 

There  are  at  least  595  medical  schools  in  the 
world.14  No  doubt  some  are  better  than  our  own 
and  many  are  as  good.  Ethical  standards,  culture 
and  scientific  achievement  are  not  American 
monopolies. 

The  Council  on  Medical  Education  and  Hos- 
pitals of  the  American  Medical  Association,  in  col- 
laboration with  the  Association  of  American 
Medical  Colleges,  have  recognized  some  fifty 
foreign  medical  schools  as  comparable  to  our  own. 
They  neither  accept  nor  condemn  the  others  since 
they  find  it  impossible  to  investigate  and  judge 
the  standards  and  quality  of  the  remainder. 

There  are  fundamental  differences  in  the  phi- 
losophy of  the  American  and  European  systems 
of  medical  education.  In  general  our  objection  to 
the  unrecognized  foreign  medical  schools  is  that 
students  are  accepted  and  graduated  who  are  ill- 
trained  in  the  basic  sciences ; that  there  is  little 
or  no  selection  of  applicants  (some  admitting  as 
many  as  1,000  students  to  the  first-year  class)  ; 
that  the  faculties  are  inadequate  and  that  instruc- 
tion is  didactic.  In  most  foreign  countries  the  first- 
and  second-year  medical  course  includes  studies 
which  have  been  completed  in  American  pre- 
medical schools  or  colleges. 

May  I quote  Willard  C.  Rappleye,  dean  of  the 
medical  faculty  of  Columbia  University  :15  He 
says,  “A  threat  of  considerable  magnitude  is  now 
confronting  the  licensing  bodies,  the  profession, 
and  the  country.  The  question  as  to  whether  or  not 
we  have  multiple  levels  of  practice  is  no  longer 
hypothetical.  We  are  establishing  double  standards. 
This  has  been  brought  about  by  the  influx  of  a 
large  number  of  graduates  of  medical  schools  of 
foreign  countries,  which  for  a variety  of  reasons 
have  not  provided,  and  cannot  currently  provide, 
the  pattern  of  medical  education  regarded  every- 
where in  this  country  as  minimal.  ...  In  different 
countries  there  often  is  almost  a complete  lack  of 
secondary  education,  inadequate  facilities  in  what 

continued  on  next  page 
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we  regard  as  preprofessional  preparation,  and  a 
dearth  of  laboratories,  teaching  personnel,  and 
clinical  instruction  so  necessary  in  our  concept  of 
the  proper  training  of  the  physician. 

“In  a great  many  of  the  foreign  countries  there 
has  been  no  effort  to  restrict  the  number  of  stu- 
dents to  the  capacity  and  facilities  of  the  so-called 
medical  schools.  The  instructional  plans  are  fre- 
quently didactic  with  little  intention  to  provide 
bedside  instruction  and  supervision,  guided  labora- 
tory experiences,  or  other  features  that  we  now 
take  for  granted  here.”  He  goes  on  to  say  that  in 
spite  of  well-fitted  personalities  and  high  intelli- 
gence, students  from  such  schools  "have  not  had, 
nor  could  they  obtain  in  their  country,  a satisfactory 
professional  education.” 

He  states  that  "the  infiltration  of  the  medical 
profession  of  the  United  States  by  large  numbers 
of  doctors  who  have  not  been  able  to  obtain  prop- 
er basic  professional  education  is  almost  certain 
to  lower  the  general  level  of  practice  in  this  coun- 
try during  the  next  several  decades”  and  that  we 
may  be  entering  into  a period  of  practice  “reminis- 
cent of  that  which  existed  in  this  country  about 
1900,  when  the  proprietary  medical  schools  and 
‘diploma  mills’  produced  large  numbers  of  par- 
tially trained  doctors. 

“We  are  rapidly  creating,”  he  says,  “two  classes 
of  citizens  in  terms  of  medical  care  received. 
Those  of  the  first  class  will  be  attended  by  gradu- 
ates of  approved  medical  schools ; those  of  the 
second  class  will  receive  medical  care  largely  by 
graduates  of  unrecognized  medical  schools.” 

Present  Efforts  at  Solution 

Medical  licensure  in  the  United  States  is  a 
State  Right  and  there  is  little  uniformity.16  Twelve 
of  the  states  will  license  no  foreign-trained  phy- 
sician and  nineteen  will  accept  for  licensure  ex- 
amination only  graduates  of  recognized  foreign 
schools.  Basic  science  certificates  are  required  in 
17,  internships  in  the  United  States  in  29,  citizen- 
ship in  23,  and  first  papers  for  citizenship  in  13. 
If  the  applicant  is  a graduate  of  a non-recognized 
school,  Florida  requires  three  years  of  internship 
and  residency  and  Kentucky  five.  Texas  draws  the 
line  by  limiting  applicants  to  graduates  of  English- 
speaking  schools. 

It  is  surprising  that  only  five  states  and  Hawaii 
have  availed  themselves  of  the  National  Board  of 
Medical  Examiners  as  an  examining  or  screening 
body.  About  95  per  cent  of  American-trained  phy- 
sicians are  capable  of  passing  examinations  by 
this  Board,17  although  its  examinations  are  prob- 
ably more  difficult  and  searching  than  most  state 
examinations. 

Should  all  foreign-trained  physicians  be  ex- 
amined by  this  same  impartial  body,  divorced  as 
it  is  from  all  political  influence,  a true  evaluation 


of  the  comparable  educational  attainments  of 
American  and  foreign-trained  applicants  for  li- 
censure would  be  immediately  available. 

* * * 

Among  the  preliminary  requirements  for  li- 
censure examination  in  Rhode  Island  are  the  basic 
science  certificate,  first  citizenship  papers  and  in- 
ternship in  the  United  States.  After  April,  1955, 
internship  is  required  in  Rhode  Island  hospitals. 

Our  state  requirements  for  medical  licensure 
also  include,  and  I quote,  “Applicants  must  be 
graduates  of  medical  schools  approved  by  the 
Council  on  Medical  Education  of  the  American 
Medical  Association  and  the  American  Associ- 
ation of  Medical  Colleges.  . . ,”18  This  require- 
ment has  obviously  been  meant  to  apply  only  to 
graduates  of  American  schools,  since  we  have 
shown  that  only  five  of  150  foreign-trained  appli- 
cants during  the  last  five  years  had  graduated 
from  foreign  schools  recognized  by  the  same 
Council  that  approves  or  disapproves  American 
schools.  This  would  appear  to  have  been  an  un- 
intentional discrimination  against  graduates  of  our 
own  schools. 

Rhode  Island  regulations  further  state  that  “no 
person  who  matriculated  at  a foreign  medical 
school  subsequent  to  January  1,  1949,  will  be  con- 
sidered for  licensure  in  the  State  of  Rhode  Island. 
This  rule  shall  not  apply  to  any  person  who  was  a 
legal  resident  of  Rhode  Island  at  the  time  of 
matriculation  provided  that  such  person  obtained 
his  pre-professional  medical  training  in  the  United 
States  or  Canada." 

And  so  Rhode  Island  has  reversed  its  policy 
from  one  of  accepting  foreign-trained  applicants 
on  an  individual  basis  regardless  of  the  recognition 
or  non-recognition  of  their  schools  to  one  of  non- 
acceptance  of  any  graduate  of  any  foreign  school 
except  citizens  of  Rhode  Island  at  the  time  of  their 
matriculation. 

It  is  not  clear  by  what  logic  our  licensing  author- 
ity has  decided  to  refuse  examination  to  all  alien 
applicants  who  may  have  graduated  from  the  best 
of  the  foreign  schools  while  at  the  same  time 
accepting  for  examination  certain  of  our  own 
citizens  who  may  have  graduated  from  the  least 
desirable  of  the  foreign  schools.  Thus  one  of  our 
citizens  may  avail  himself  of  an  unsatisfactory 
premedical  training  in  this  country,  graduate  from 
an  inferior  school  abroad — and  have  the  same 
right  of  licensure  examination  as  the  most  brilliant 
graduate  of  our  own  or  of  a foreign  grade  A 
school.  Such  a policy  discriminates  against  gradu- 
ates of  grade  A schools  both  at  home  and  abroad, 
and  should,  I think,  be  modified. 

In  the  case  of  immigrant  physicians  who  have 
become  United  States  citizens  I believe  that  such 
a regulation  could  be  challenged  as  unconstitu- 
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tional,  for  it  seems  to  deny  applicants  equal  treat- 
ment before  the  law. 

Plans  for  the  Future 

The  listing  of  acceptable  foreign  medical  schools 
as  a guide  to  state  licensing  bodies  or  to  hospitals 
desiring  foreign-trained  interns  has  been  largely 
disregarded  in  this  state  and  throughout  the 
country.  The  need  and  necessity  for  a new  national 
approach  has  resulted  in  the  formation  of  a Com- 
mittee on  Graduates  of  Foreign  Medical  Schools 
with  participating  representatives  from  the  Coun- 
cil on  Medical  Education  and  Hospitals,  the 
Federation  of  State  Medical  Boards,  the  Ameri- 
can Hospital  Association,  and  the  Association  of 
American  Colleges.7 

While  recognizing  the  responsibility  of  sharing 
educational  opportunities  in  medicine,  this  Commit- 
tee's primary  purpose  will  be  preservation  of  the 
present  high  standards  of  medical  care  in  America. 
Its  primary  object  will  be  to  devise  an  effective 
objective  type  of  examination  which  will  measure 
educational  attainment  of  all  foreign-trained  phy- 
sicians ; an  examination  that  might  be  given  either 
here  or  abroad  and  one  that  would  give  evidence 
of  whether  the  foreign-trained  physician  bad  or 
had  not  reached  a level  of  attainment  comparable 
to  that  of  students  in  American  schools  at  the  time 
of  graduation.  Thus,  the  emphasis  will  be  away 
from  the  approval  or  disapproval  of  foreign 
medical  schools,  and  will  be  upon  the  individual 
physician. 

All  four  parent  organizations  have  approved 
this  plan  and  expect  it  to  be  available  to  state 
boards  and  hospitals  by  the  summer  of  1957. 

It  would  be  our  earnest  hope  that  American  hos- 
pitals and  state  licensing  bodies  may  find  in  this 
projected  screening  device  a mechanism  which 
will  prove  of  service  to  them  both  ; and  that  a step 
will  have  been  taken  toward  the  establishment  of 
a much  needed  national  uniformity  in  the  quality 
of  medical  care. 

CONCLUSIONS 

In  conclusion  I would  like  to  state  several  per- 
sonal opinions  and  principles  which  I believe  are 
germane  to  this  problem. 

The  temporary  interchange  of  medical  students 
and  physicians  between  countries  for  educational 
purposes,  if  honestly  and  wisely  carried  out, 
should  be  of  mutual  advantage  to  all. 

The  injudicious  licensing  of  some  substandard 
foreign-trained  physicians  in  the  past  does  not 
justify  the  exclusion  of  all  foreign-trained  phy- 
sicians in  the  future. 

The  precipitous  and  unreasonable  infiltration  of 
American  medicine  by  thousands  of  foreign- 
trained  physicians  poses  a serious  problem  of 
national  scope.  Its  solution  is  urgent  and  very 


difficult. 

The  immigration  of  foreign-trained  physicians 
cannot  be  stopped  but  it  must  be  controlled  and 
regulated  if  we  are  to  preserve  our  standards. 

Screening  examinations  designed  for  this  pur- 
pose should  not  supplant  but  should  rather  com- 
plement the  acceptance  or  rejection  of  graduates 
from  recognized  foreign  schools.  The  way  a phy- 
sician has  been  trained  to  think  in  a good  school 
may  be  of  more  value  than  facts  he  has  learned  in 
a poor  one. 

And  finally,  I believe  that  double  standards  of 
medical  care  result  largely  from  double  standards 
in  the  selection  and  education  of  physicians. 
Foreign-trained  physicians,  whether  alien  or 
American  born , should  be  obliged  to  meet  the 
same  standards  and  should  receive  the  same  treat- 
ment as  graduates  of  American  schools.  I would 
be  the  last  to  advocate  the  denial  of  asylum  in 
America  to  the  harassed  and  oppressed  from  other 
lands  with  whom  we  have  the  deepest  sympathy. 
In  the  case  of  immigrant  physicians,  however, 
ways  and  means  must  be  found  of  screening  those 
who  cannot  meet  our  professional  standards  and 
where  possible  of  providing  them  with  whatever 
additional  training  may  be  necessary  to  meet  those 
standards.  This  is  the  American  way. 
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SELECTIVITY  OF  TREATMENT  IN  PSYCHIATRIC  PATIENTS* 
— Five  Hundred  Autonomic  Nerve  Reactions  — 

Edwin  Dunlop,  m.d. 


The  Author.  Edwin  Dunlop,  M.D.,  Assistant  Medical 
Director,  Fuller  Memorial  Sanitarium,  South  Attle- 
boro, Massachusetts. 


A SHORT  TIME  ago,  Mr.  S.,  having  gone  into  a 
recurrent  depressive  situation,  was  referred 
to  the  Fuller  Memorial  Sanitarium  by  his  family 
physician.  On  admission  he  was  depressed,  ap- 
peared apathetic,  could  not  sleep,  had  lost  some 
weight,  had  no  appetite,  was  constantly  appre- 
hensive and  quite  fearful. 

His  psychiatric  history  revealed  that  he  had 
two  similar  episodes  of  this  nature,  almost  at 
annual  intervals,  and  on  both  occasions  was  seen 
by  psychiatrists,  who  recognized  the  symptoma- 
tology as  a depressive  type  of  reaction  and  used 
electroshock  therapy.  In  the  first  treatment  series 
the  patient  had  six  treatments  and  made  moderate 
improvement,  but,  during  the  second  series  of 
treatments  the  patient  did  not  even  complete  the 
course  of  therapy  outlined  for  him,  as  he  said  he 
felt  the  treatments  were  making  him  worse  in- 
stead of  better.  Instead  of  his  depressive  situation 
being  relieved,  he  found  he  was  becoming  increas- 
ingly anxious,  more  apprehensive,  fearful  and 
extremely  tense.  He  was  actually  shifted  from  a 
depressive  reaction  into  a highly  anxious  state. 

On  his  third  episode,  we  made  an  evaluation 
of  him  at  the  Fuller  Memorial  Sanitarium  and  at 
this  time  we  tested  the  autonomic  nervous  system, 
after  the  fashion  devised  by  Funkenstein.  We 
found  that  although  this  man  clinically  appeared 
depressed,  his  underlying  diagnosis  was  really 
that  of  a severe  anxiety  state,  masked  by  super- 
ficial depressive  features,  which  would  be  easily 
removed  by  electroshock  treatment  or  mood  ele- 
vating drugs,  but,  the  underlying  anxiety  state 
was  still  uncontrolled.  In  fact,  with  the  alleviation 
of  the  depressive  elements,  his  anxiety  at  times 
was  unbounded. 

The  application  of  the  Funkenstein  test  is  par- 
ticularly appropriate  in  our  types  of  problem. 

Our  patient  population  comprises  mainly ; the 
mildly  depressed,  psycho-neurotic  reactions,  anxi- 

*Presented  at  the  Regional  Meeting,  American  Psychiatric 
Association,  Montreal,  Canada,  November  8,  1956. 


etv  neurotic  states,  obsessive  compulsive  behavior 
problems  and  some  schizophrenic  reactions.  Our 
institution  is  a voluntary  one.  We  do  not  provide 
any  committable  facilities,  we  have  no  locked 
rooms,  nor  do  we  ttse  any  form  of  restraint  other 
than  pharmacological.  This  possibly  influences 
some  of  our  statistical  findings  regarding  the 
Funkenstein  test.  Our  patients,  perhaps,  are  a 
milder  type  of  psychiatric  problem,  than  would 
be  seen  in  a committable  facility;  nevertheless, 
the  need  for  treatment  is  just  as  clearly  indicated 
and  the  results  just  as  good  as  in  other  groups. 
Indeed,  we  feel  that  more  accurate  clinical  judg- 
ment is  required  in  these  borderline  cases  than  is 
required  in  a frankly  psychotic  depression,  or  in 
an  acute  schizophrenic  reaction,  in  which  case 
diagnosis  is  made  much  more  easily.  In  our  series, 
little  emphasis  has  been  placed  on  diagnosis,  but 
we  have  utilized  the  procedure  as  an  “operational 
concept”  and  have  found  it  particularly  valuable 
in  assessing  the  potential  for  recovery,  especially 
in  patients  who  had  formerly  failed  to  respond  to 
ECT.  or  who  have  relapsed  after  a short  period 
of  time  and  have  been  referred  for  further  treat- 
ment. Needless  to  say,  simple  repetition  of  the 
treatment  program  is  certainly  not  the  best  ap- 
proach, and  in  such  a case,  the  Funkenstein  test 
may  indicate  not  only  the  reason  why  the  patient 
failed  to  recover  or  to  maintain  his  recovery,  but 
also  what  additional  features  may  be  incorporated 
in  the  patient’s  treatment  program  to  effect  a 
better  result. 

We  have  evolved  this  procedure  to  treat  cor- 
rectly and  promptly  the  abnormal  physiological 
reactions;  also  we  use  this  diagnostic  procedure 
to  avoid  giving  any  type  of  therapy  on  an  em- 
pirical basis.  Various  modifications  of  the  original 
test  are  now  current  and  ours  is  a somewhat 
abbreviated  type. 

The  Procedure 

Ours  is  a procedure  which  is  done  by  a trained 
technician.  We  have  dispensed  with  the  original 
three-day  program  by  eliminating,  first  of  all,  the 
normal  saline  intravenous  injection,  and  by  com- 
bining both  the  mecholyl  and  adrenalin  testing 
at  the  same  time,  this  before  any  treatment  is 
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given. 

Our  patients  are  put  to  bed ; blood  pressure 
readings  are  taken  every  five  minutes  until  a basic 
systolic  pressure  is  determined.  We  first  obtain 
the  adrenalin  reaction.  We  employ  a solution  of 
0.025  mg.  of  adrenalin  chloride  in  y2  cc  of  water 
injected  intravenously.  We  prefer  Winthrop 
Stearns  (neo-synephrine  hydro-chloride)  which 
has  less  nor-ephrinine  than  other  available  com- 
mercial products.  Immediately,  there  follows  a 
plotting  of  the  systolic  blood  pressure,  at  approxi- 
mately one-minute  intervals,  during  which  time 
both  psychological  and  physiological  responses  are 
noted.  Graphs  are  made  from  the  blood-pressure 
recordings,  using  the  systolic  blood  pressure  as 
the  ordinate  and  the  time  as  the  abscissa.  The 
mecholyl  test  we  prefer  to  do  secondly  and  we  use 
a subcutaneous  injection  of  10  mg  of  mecholyl. 
Blood  pressure  is  then  plotted  at  two-minute  inter- 
vals for  a total  of  twenty-four  minutes. 

Occasionally,  in  the  hypertensive  patient  whose 
systolic  pressure  remains  at  a level  of  160  or  above, 
or  in  the  patient  whose  anxiety  is  well-marked 
clinically,  the  adrenalin  testing  is  purposely  omit- 
ted, as  it  may  occasionally  create  unwanted  dis- 
turbances. We  have  had  no  complications,  with 
the  single  exception  of  one  instance,  in  which  a 
patient  developed  tachycardia  which  responded 
promptly  to  the  intravenous  injection  of  1/50  gr. 
of  atropine  sulphate. 

Findings 

Originally,  Funkenstein’s  group  was  broken 
down  into  seven  different  reactive  groups  on  the 
basis  of  their  mecholyl  testing ; and  Alexander 
has  further  enlarged  on  this  by  pointing  out  that 
each  of  the  seven  major  groups  falls  into  two 
sub-groups,  depending  on  the  absence  or  the  pres- 
ence -of  epinephrine  precipitable  anxiety.  For 
simplicity’s  sake  and  having  in  mind  that  our  pro- 
cedure is  largely  to  determine  what  type  of  treat- 
ment is  indicated  for  a specific  patient,  rather  than 
for  classifying  all  patients  under  any  of  the  seven 
groups,  we  have  broken  ours  down  into  five  general 
categories. 

Group  1:  This  is  the  type  of  reaction  that  is 
hyporeactive  to  both  mecholyl  and  adrenalin.  This 
constitutes  a difficult  type  of  problem  and  closely 
resembles  Funkenstein’s  group  5 which  does  not 
respond  to  the  usual  somatic  therapies.  But  in  our 
experience,  we  have  had  one  or  two  reversals 
which  will  be  discussed  in  a future  paper. 

The  total  number  in  the  group,  85,  or  17%. 

Group  2:  Epinephrine  precipitable  type  of  anxi- 
ety comprises  a large  portion  of  our  patients ; in 
this  group  we  have  had  excellent  results  with  sub- 
coma type  of  insulin  with  occasional  recourse  to 
non-convulsive  treatment. 


The  total  number  in  the  group,  135,  or  27%. 

Group  3:  This  is  the  classical  type  of  the  de- 
pressive situation  which  enjoys  the  most  favorable 
response  to  electroshock  therapy,  with  hvper- 
reactivity  to  adrenalin  and  also  enhanced  mecholvl 
response.  Occasionally,  however,  the  judicious 
use  of  non-convulsive  therapy  will  prevent  an  ex- 
cess of  anxiety  developing  during  the  course  of 
therapy. 

The  total  number  in  the  group,  100,  or  20%. 

Group  4:  This  type  of  charting  is  one  in  which 
the  mecholyl  phase  of  the  testing  is  the  more  sig- 
nificant and  resembles  group  three  in  that  respect. 
However,  the  only  difference  is  that  there  is  very 
little  anxiety  precipitation,  and  consequently,  no 
anxiety  is  engendered  in  the  course  of  the  classical 
grand  mal  ECT. 

The  total  number  in  the  group,  156,  or  32%. 

Group  5 : Is  described  as  the  so-called  “normal” 
classification  in  which  return  to  homeostasis  from 
both  mecholyl  and  adrenalin  is  reached  within  ten 
minutes,  and  in  neither  case  does  the  deviation 
from  basic  systolic  pressure  vary  more  than  ten 
to  twenty  points. 

The  total  number  in  the  group.  24,  or  4%. 

Summary 

A study  of  500  patients  confirms  the  basic  thesis 
proposed  by  Funkenstein  and  others  that  prog- 
nostic indications  can  be  derived  from  autonomic 
nerve  testing. 

(1)  The  recovery  potential  of  the  patient  is 
shown  to  be  directly  related  to  the  intensity  of  the 
autonomic  responses  elicited.  Enhanced  reaction 
to  mecholyl  shows  a very  high  recovery  potential, 
especially  if  this  is  coupled  with  an  absence  of 
epinephrine  precipitable  anxiety  to  electroshock 
treatment. 

(2)  If  this  latter  finding,  that  is,  epinephrine 
precipitable  anxiety  is  marked,  the  indications  are 
specific  for  insulin  therapy  with  occasional  re- 
course to  non-convulsive  treatment. 

(3)  The  presence  of  epinephrine  precipitable 
anxiety,  even  though  present  in  maximal  degree, 
if  accompanied  by  enhanced  response  to  mecholyl, 
generally  indicates  the  use  of  the  combined  type 
therapy  of  convulsive-non-convulsive  treatment. 

(4)  The  treatment  program  can  be  entered  up- 
on confidently  and  with  expectation  of  good  results. 
In  those  cases  where  there  is  no  evidence  of  re- 
coverability, needless  exposure  to  treatment  which 
will  result  in  disappointment  for  the  therapist  and 
for  the  patient,  will  not  be  undertaken ; also  the 
useless  expenditure  of  time  and  money  can  be 
avoided. 

(5)  This  test  has  the  virtue  of  simplicity.  Its 
technique  commends  its  use  in  hospital,  clinic  or 
office  practice.  The  technician  can  quickly  learn 

concluded  on  page  101 


98 


RHODE  ISLAND  MEDICAL  JOURNAL 


MEMORIES  OF  THE  OLD  RHODE  ISLAND  HOSPITAL* 
— PERSONAL  AND  IMPERSONAL  — 

Halsey  DeWolf,  m.d. 


As  we  looked  a couple  of  years  ago  from  the 
- windows  of  the  Jane  Brown  over  the  vast 
expanse  of  the  mud  hole,  aptly  dubbed  “Tbe 
Grand  Canyon  of  the  Rhode  Island”  and  en- 
visioned the  great  building  that  has  now  arisen 
there  some  of  us  surely  cast  a homesick  eye  on 
the  old  Civil  War  building  and  almost  regretted 
tbe  word  “progress.”  It  is  not  amiss  to  spend  a 
few  minutes  this  lazy  afternoon  in  recalling  mem- 
ories of  the  old  hospital  now  disappearing  and 
soon  to  sing  its  swan  song.  There  some,  if  not 
most  of  ns,  served  our  medical  novitiate.  While 
reminiscing  we  may  perhaps  recall  some  facts  that 
the  now  dimming  past  have  hidden.  Though  this 
present  generation  of  doctors  (say  of  the  past 
twenty-five  years)  has  seen  probably  tbe  greatest 
professional  progress  in  medicine  so  far  known  in 
so  short  a time,  it  is  still  well  to  remember  that 
in  tbe  first  twenty-five  years  of  this  century,  a 
broad  base  was  laid  in  surgery,  medicine,  path- 
ology and  other  special  lines  upon  which  the  pres- 
ent generation,  in  part  at  least,  is  building  in  a 
way  so  dramatic. 

The  Big  Change,  a fascinating  book  by 
Frederick  Lewis  Allen  discusses  the  changing 
world  in  recent  years,  though  not  that  of  medi- 
cine. I recommend  it  to  you.  Please  note  that  in 
the  group  here  today  there  are  only  two  who  as 
interns  before  1900  may  be  accorded  the  title  of 
Early  Americans  in  relation  to  the  Rhode  Island 
Hospital.  Doctors  Partridge!  and  DeWolf  are 
intern  products  of  the  last  century.  We  antedate 
the  new  wing  as  we  still  call  it,  that  is  to  say,  Wards 
G,  H,  I,  K,  the  Laboratory,  the  Service  Build- 
ings, the  Peters  House,  and  the  Jane  Brown;  in 
fact,  all  the  modern  improvements  as  we  now 
know  them. 

The  mechanical  plant,  morgue,  laundry,  kitch- 
ens, etc.  were,  as  I vaguely  remember,  down  in  the 
hollow  to  the  south  as  now.  The  former  Interns’ 
Dining  Room  is  now  the  office  of  the  Superintend- 
ent of  Nurses.  To  the  west  of  the  main  buildings 
was  tbe  so-called  City  Ward  which  housed  scarlet- 
ina  patients  in  the  north  and  diphtheria  patients 
in  the  south  end,  there  being  no  communication 
between  the  two  units.  The  Russell  Ward  then 
as  now  stood  to  the  southwest  and  completed  the 
hospital  buildings.  To  the  north  of  the  main  hos- 
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pital  stood  the  new  Chase  House  for  Nurses  and 
at  the  Eddy  Street  entrance  to  the  Hospital  the 
newer  Taft  O.P.D. 

To  emphasize  the  relative  openness  of  the 
grounds,  let  me  recall  a three-hole  golf  course 
designed  and  laid  out  by  Doctors  DeWolf  and 
Van  Duyn,  the  latter  Doctor  DeWolf’s  junior — 
two  Dutchmen  you  may  say.  The  first  tee  sur- 
mounted a mound  (I  think  it  still  exists)  at  the 
extreme  southwest  corner  of  the  hospital  property. 
The  first  hole,  a tin  can  sunk  in  the  earth  outside 
the  north  door  of  Ward  F;  the  second  tee  beyond 
this  hole,  stroking  southeast  to  the  second  hole  at 
the  edge  of  the  pond;  the  third  tee  at  the  pond’s 
edge  back  toward  the  site  of  the  present  Jane 
Brown.  It  took  some  skill,  let  me  add.  to  drive 
through  the  then  wonderful  grove.  We  enjoyed 
this  golf  course  for  part  of  one  season,  until  Doc- 
tor |.  M.  Peters,  then  our  superintendent,  un- 
expectedly returned  from  an  afternoon  off  and 
discovered  us  getting  our  sorely  needed  exercise. 
He.  not  without  reason,  decided  that  our  golf 
course  accounted  for  an  unexplained  broken 
window  in  Ward  F and  thereupon  our  golfing 
activities  terminated. 

To  go  back  then  a bit — only  a short  fifty-five — 
fifty-seven  years — it  is  not  too  easy  to  grasp  the 
true  picture  of  the  old  hospital  at  the  end  of  the 
1800's;  the  simplicity  of  its  daily  life,  the  blissful 
medical  ignorance,  by  present-day  standards,  of 
both  visiting  and  intern  staffs  and  more  especi- 
ally innocence  of  the  vast  gulf  of  professional 
knowledge  that  loomed  ahead.  Six  interns,  three 
medical  and  three  surgical,  covered  the  services ; 
the  first  year  being  devoted  to  medicine  and  the 
second  to  surgery.  The  life  of  the  intern  was  not 
a "very  happy  one,”  but  satisfactory  and  profit- 
able. We  worked  hard,  with  half  a Sunday  off 
once  every  week  or  so,  though  we  sneaked  off 
when  we  could  safely  make  it. 

We  really  learned  more  by  observing  the  good 
physical  examinations  made  by  our  visiting  men 
than  by  what  they  tried  to  say  about  patients.  I 
would  except  Doctor  Robert  F.  Noyes  who  was 
a born  teacher  and  a most  skillful  clinician.  He 
would  listen  to  the  interns’  account  of  the  find- 
ings of  his  physical  examination  of  a new  patient ; 
then  without  much  comment  he  would  do  a care- 
ful. complete  physical  examination  himself  and 
showing  us  something  we  had  missed  then  pass 
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on  to  the  next  patient.  I remember  that  there  were, 
in  a true  sense,  very  few  clinics — the  teaching, 
as  I have  said,  being  conducted  at  the  bedside  and 
in  the  operating  room.  We  saw  malaria,  much 
typhoid,  the  anemias,  kidney  diseases,  acute  and 
chronic,  circulatory  disorders  and  plenty  of  res- 
piratory diseases.  It  may  interest  you  to  know 
that  many  years  later  Doctor  Castle  of  Boston 
gave,  in  our  ward,  the  first  intra-muscular  liver 
injections  for  pernicious  anemia.  Less  emphasis 
was  placed  upon  heart  and  blood  diseases  than 
upon  acute  disorders. 

In  surgery,  the  senior  intern,  now  about  to  be 
graduated,  was  given  but  little  first-hand  surgery 
to  do.  His  operative  experience  included  glands 
of  the  neck  (usually  tuberculous  of  which  there 
were  many  cases),  and  an  occasional  breast  or 
hernia,  with  minor  surgery  as  it  came  along — 
through  accident  work  or  otherwise.  While  the 
visiting  physicians  were,  most  of  them  good  com- 
petent doctors,  the  visiting  surgeons,  in  most  cases, 
were  self -trained  and  not  Class  A as  now  rated. 
There  was  not  an  undue  amount  of  sepsis,  for 
which  Doctor  C.  T.  Godding  should  be  remem- 
bered. He  had  served  a surgical  internship  at  the 
Massachusetts  General  Hospital  at  the  time  asepsis 
was  first  developed  and  brought  it  to  the  Rhode 
Island  Hospital  and  so  to  Rhode  Island. 

No  suspicion  arose  of  the  need  for  so  impor- 
tant an  individual  as  a resident.  I remember  Doc- 
tors Perkins  and  Carl  Sawyer  as  pathologists  in  the 
late  nineties.  They  would  do  the  post-mortems 
and  send  in  simple  tissue  reports.  I remember  well 
the  arrival  of  Doctor  Frank  Fulton  who  promptly 
produced  a great  expansion  of  the  Pathology  De- 
partment. This  along  with  his  founding  and  de- 
velopment of  our  Department  of  Cardiology 
rightly  immortalizes  him  as  one  of  the  greatest 
of  our  greats. 

Gynecology  was  in  its  infancy  and  the  fathers 
of  the  art  here  in  Rhode  Island  were  Doctors 
George  Porter  and  J.  H.  Davenport.  The  former 
was  a fearless  leader  through  unexplored  pastures 
and  the  latter  a silent,  self-restrained  younger 
man,  with  a beautiful  surgical  technique.  Doctor 
Porter  was  trained  in  New  York  at  the  clinic  of 
Doctor  Thomas  A.  Emmet,  one  of  our  earliest  and 
most  eminent  gynecologists. 

Doctor  Peters,  the  superintendent,  well  de- 
serves a friendly  eulogy  from  all  of  11s  who  knew 
him.  He  was  a German  by  birth,  a practical,  kindly, 
tolerant,  straight-thinking  man  who  saw  clearly 
his  problems  and  solved  them  readily.  Superlative 
administrator,  a bit  stern  but  with  a warm  heart 
and  a clear  head,  he  handled  the  hospital  with  a 
firm  hand.  I can  perhaps  bring  him  back  to  many 
of  you  who  knew  him,  as  well  as  to  those  who 
came  after  his  regime  ended,  by  citing  one  especial 
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contact  which  it  was  my  fortunate  lot  to  have 
with  him. 

In  January  1899,  I being  senior  surgical  intern, 
was  called  to  his  office:  J.  M.  “Doctor,  I’m  leav- 
ing next  week  for  my  vacation  of  a month  in  Cali- 
fornia. During  this  time  you  will  be  acting  super- 
intendent of  the  R.I.H.,”  etc.,  etc.  On  my  part, 
silence  verging  on  overwhelmed  unconsciousness. 
Incidentally  a week  after  he  left,  one  evening  as 
we  interns  were  “resting”  in  our  rooms,  now 
Ward  E.  an  orderly  rushed  in  shouting,  “Fire  in 
the  new  wing!”  (Wards  G,  H,  I and  J were 
erected,  the  walls  plastered  but  in  no  way  com- 
pleted.) I,  as  acting  superintendent,  led  the  co- 
horts through  the  corridor  in  a cloud  of  dense 
smoke,  but  no  one  could  find  the  fire.  Finally,  a 
bucket  containing  smouldering  oiled  rags  was 
discovered  at  the  further  end  of  W ard  G.  I noted 
inwardly  that  I had  handled  the  situation  well, 
since  there  was  no  panic  and  the  new  wing  re- 
mained intact  but  for  obvious  reasons,  I hesi- 
tated to  put  my  impressions  into  any  later  report 
to  J.  M.  Peters. 

On  another  occasion  in  which  my  professional 
career  hung  in  the  balance,  I was  again  house 
surgeon,  my  visiting  man  a rather  clever  operator 
who,  however,  was  found  later  to  be  off  mentally. 
One  day  while  the  latter  was  making  his  visit,  a 
man  was  brought  in  by  ambulance  with  his  left 
arm  almost  torn  off ; he  was  sent  to  the  operating 
room  where  Doctor  X decided  to  amputate.  The 
patient  was  in  extreme  shock  and  I was  convinced 
he  would  die  if  an  immediate  operation  was  done 
and  said  so.  Doctor  X told  me  he  hadn't  asked 
my  opinion  and  added  that  I should  attend  to  my 
job.  While  the  anesthetic  was  being  given  and 
before  the  operation  was  begun  the  man  died. 
Doctor  Peters  sent  for  me  that  afternoon  and 
said,  “Doctor  X reports  that  you  exceeded  your 
rights  in  speaking  to  him  today  and  insists  that 
either  you  he  expelled  or  he  will  resign  as  surgeon 
to  the  hospital.  What’s  the  story?”  I told  him,  he 
listened  attentively  and  concluded,  “I’ll  fix  it.  that 
will  do.”  Oh  wise  and  learned  judge,  thought  I ! 

The  School  of  Nursing  included  about  thirty- 
five  to  forty  nurses  who,  I believe,  followed  a 
two-year  course.  Many  of  them  came  from  Canada 
and  especially  from  Nova  Scotia,  and  in  the  hos- 
pital they  cared  for  an  average  daily  patient  load 
of  about  180. 

The  nursing  in  the  hospital  was  excellent.  The 
twenty-four-hour  duty  was  divided,  twelve  hours 
on  and  twelve  hours  off,  with  sufficient  class  work 
and  yet  not  too  much  as  now,  when  the  effort  is 
even  made  to  demand  an  A.B.  degree  before  en- 
trance to  some  of  the  schools.  (I  may  be  wrong  in 
this,  since  the  dearth  of  graduate  nurses  is  rapidly 
and  wisely  developing  the  so-called  practical  nurse, 
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perhaps  not  so  well-educated,  but  as  useful 
in  the  average  case.)  The  girls  worked  hard  and 
many  of  them  were  truly  imbued  with  a sense  of 
the  altruistic  profession  they  were  about  to  follow. 
They  were  darned  good  nurses  and  most  of  them, 
as  far  as  I remember,  darned  good  women. 

Finally,  in  lighter  vein,  let  me  recall  William 
Sherman,  ambulance  driver  par  excellence,  taci- 
turn, deep-voiced,  slow  of  action,  except  when  his 
one  horse  was  on  the  gallop  and  the  siren  blowing 
for  an  accident  run.  (The  two-horse  bus  came 
along  in  the  early  1900’s.)  In  March,  1898,  when 
I was  a very  green  ambulance  surgeon,  we  dashed 
on  an  emergency  call  to  Exchange  Place  where 
the  then  new  Post  Office  building  stood.  On  ar- 
rival, no  excitement,  no  crowd,  only  a single  man 
looking  meditatively  at  nothing.  I sprang  out  and 
spoke  to  this  lonely  man. 

“\\  hat  happened?”  Answer — ‘‘A  man  was  hurt.” 
"Where  is  he?”  Answer — “He's  gone  home.” 
“Who  sent  him  home?”  Answer — “I  did!" — at 
which  time  Sherman’s  deep  voice  remarked,  “Come 
on  Doctor.”  I — “Who  sent  for  the  ambulance?” 
Answer,  from  the  man — “I  did!”  “Don’t  you 
know  this  ambulance  is  city  property?”  At  this 
point  Sherman’s  deep  voice  penetrated  my  heated 
and  a bit  tense  consciousness.  Sherman — “ Come 
on  Doc!"  The  "Doc”  got  me  and  I jumped  aboard, 
Sherman  driving  off.  I — “Who’s  that  cuss?” 
Answer,  “That’s  the  Mayor  of  Providence !”  I 
was  learning. 

The  ambulance,  let  me  say  here,  was  owned, 
financed,  etc.,  by  the  City  of  Providence,  though 
it  was  known  as  the  Rhode  Island  Hospital 
Ambulance. 

A story  bearing  on  the  Crawford  Allen  Depart- 
ment of  the  Rhode  Island  Hospital  may  be  of 
interest  to  those  who  have  not  heard  it. 

In  the  spring  of  1904,  Bert  Garland,  a college 
mate  of  mine,  whose  father  founded  Collier’s 
Magazine,  called  on  me  at  my  office  here  in  Provi- 
dence. He  said,  “You  know  I’m  settling  on 
Prudence  Island  and  I am  interested  hereabouts. 
In  a magazine  I saw  an  article  on  the  outdoor  care 
of  children  with  bone  tuberculosis  and  I thought 
I might  offer  a waterfront  house  on  my  place  on 
Prudence  Island  for  the  care  of  such  patients. 
I’ll  pay  for  this  summer  season,  if  you  can  tell 
me  how  to  go  about  it  here  in  Rhode  Island.”  I 
spoke  to  him  of  the  Rhode  Island  Hospital’s  Chil- 
dren’s Department  and  Bert  suggested  that  he  and 
I go  to  New  York  for  a few  days  to  look  up  the 
Cooney  Island  home  for  such  patients.  This  we  did 
and  got  some  ideas  which  we  took  to  Doctor 
Peters  and  the  Rhode  Island  Hospital  Trustees. 
Doctor  A.  H.  Miller,  budding  orthopedist  at  that 
time,  was  called  in  to  consult  on  the  problem  facing 
us.  Bert’s  farmhouse  on  Prudence  Island  was  found 
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inadequate  for  our  purpose,  but  an  unused  small 
hotel  at  the  north  end  of  Conanicut  Island  proved 
suitable  for  the  summer  quarters  of  twenty  to 
twenty-five  orthopedic  tuberculous  cases,  all  of 
them  children,  as  I remember.  Doctor  Miller  was  in 
charge  and  did  a fine  job.  The  results  of  the  sum- 
mer proved  excellent  and  showed  the  value  of 
out-of-doors  environment,  with  graduated  exer- 
cises, salt  bathing,  etc.,  for  those  crippled  patients. 
This  house  was  supported  entirely  by  Bert  Garland 
who  offered  to  extend  his  charity  for  another  year, 
but  it  was  found  unnecessary  to  call  upon  him, 
as  the  following  season  Mrs.  John  Carter  Brown 
presented  her  summer  home,  the  John  Carter 
Brown  Memorial,  to  the  Rhode  Island  Hospital 
for  the  same  purpose.  To  Bert  Garland,  and  his 
kindly  thought  and  action,  is  due  in  part  to  per- 
haps the  great  and  useful  department  so  generously, 
established  by  Mrs.  Brown.  The  Crawford  Allen 
Memorial  Hospital,  at  Potowomut,  near  East 
Greenwich,  Rhode  Island,  opened  June  25,  1907. 
This  former  country  and  seashore  estate  of  Mrs. 
John  Carter  Brown  was  given  by  her  to  the  Rhode 
Island  Hospital  as  a memorial  to  her  father,  to  aid 
in  the  treatment  of  sick,  helpless  and  crippled  chil- 
dren during  the  hot  summer  months. 

In  September,  1898,  at  the  end  of  our  war  with 
Spain,  about  one  hundred  twenty-five  ill  United 
States  soldiers,  from  the  military  hospital  at  Mon- 
tauk  Point,  Long  Island,  were  sent  for  convales- 
cence to  the  Rhode  Island  Hospital  and  some  to 
St.  Joseph’s  Hospital.  This  project  brought  to 
Doctors  George  L.  Collins  and  the  writer  an  ex- 
perience not  to  be  forgotten  by  them  and  perhaps 
of  some  interest  now  to  you.  Briefly,  Mr.  Richard 
S.  Howland,  editor  of  The  Providence  Journal, 
having  heard  that  the  patients  at  Montauk 
Point  were  not  living  in  much  luxury,  the 
weather  being  very  hot,  decided  to  send  them 
a consignment  of  non-alcoholic  drinks  as  well  as 
some  food  delicacies.  He  chartered  the  tug 
Gaspee,  and  requisitioned  from  the  Rhode  Island 
Hospital,  Doctors  George  L.  Collins,  visiting 
surgeon,  and  Halsey  DeWolf,  one  of  the  surgical 
interns.  The  tug,  loaded  to  the  gunwhales  with 
everv  conceivable  variety  of  temperance  drink, 
sandwiches,  fruit,  and  plenty  of  ice  set  sail  for 
Long  Island. 

Fog  delayed  our  arrival  for  several  hours  and 
when  we  reached  Montauk  Harbor  we  found  a 
tragic  picture  at  the  railroad  station.  The  sick 
and  a few  wounded  of  an  Ohio  Regiment  were 
under  orders  to  meet  a train  especially  equipped 
and  listed  to  transport  them  directly  to  points  in 
their  home  state.  This  train  was  to  be  ready  in  the 
early  morning,  at  the  Montauk  Station  five  miles 
from  camp,  but  was  delayed — the  cause  we  never 
knew.  W ithout  waiting  for  its  arrival  the  Ohio 

concluded  on  page  101 


101 


FEBRUARY,  1957 

MEMORIES  OF  THE 
OLD  RHODE  ISLAND  HOSPITAL 

concluded  from  page  100 

Regimental  officers  began  sending  the  sick  in 
ambulances  over  the  five  mile  drive,  to  the  rather 
small  country  station.  It  was  a pretty  tough  situ- 
ation, men  with  high  temperatures  (due  prob- 
ably to  typhoid  or  malaria,  both  of  which  were 
prevalent  in  that  war  ) lying  or  sitting  on  station 
benches  or  on  the  floor,  with  nothing  to  eat  and 
not  too  much  water  to  drink.  It  was  a blistering 
hot  cloudless  day,  and  apparently  little  to  do  about 
it  but  await  the  train.  There  were  several  brighter 
touches,  however ; the  sincere  and  frequent  ex- 
pressions of  gratitude  to  us  for  the  little  we  could 
do,  give  them  cool  drinks  or  feed  them  sandwiches. 
Xo  one  died,  although  several  were  very  ill  and 
poor  risks.  The  one  and  only  consolation  in  the 
situation  lay  in  the  fact  that  Collins  and  I met 
several  of  the  regimental  officers  who,  here  at  the 
waterfront,  were  out  of  military  bounds.  I being 
young  and  junior,  kept  my  mouth  shut  (a  rare 
habit)  and  stood  by  only  to  listen  and  cheer. 

We  sought  out  the  medical  officer  in  command 
of  the  operation,  who  wasn’t  at  the  station  long, 
though  long  enough  for  Doctor  Collins  to  tell  him 
in  strong  and  profane  language  his  personal 
opinion  of  him.  Since  we  were  outside  of  the 
official  military  limits  Doctor  Collins  spoke  freely, 
while  the  officer  preserved  a discreet  silence.  Even 
I,  who  was  accustomed  to  Doctor  Collins  and  his 
free  speech  when  he  was  irritated,  was  astounded 
and  proud  of  all  the  awful  words  he  knew  and 
the  skill  with  which  he  wove  them  together  over 
and  above  the  head  of  that  officer.  I cite  this  story 
chiefly  to  bring  out  the  truth  that  war,  then  as 
now,  is  hell ! 

The  only  bright  spot  in  the  day  Doctor  Collins 
and  I spent  at  Montauk  Camp  was  a close-up  view 
of  Theodore  Roosevelt  and  his  Rough  Riders. 
When  we  escaped  from  our  activities  at  the  depot, 
an  hour's  visit  took  us  through  the  encampment 
— the  troops  being  returned  from  Cuba  and  San 
Juan  Hill ; Roosevelt  with  two  or  three  officers 
in  front  of  his  tent,  he  talking  loudly  and  vigor- 
ously. they,  as  we  guessed,  pretty  silent  listeners. 

During  the  week  following  this  experience  two 
trips  from  Providence  to  Montauk  by  a Narra- 
gansett  side-wheeler  steamboat  brought  the  125 
sick  and  wounded  soldiers  to  the  Rhode  Island 
Hospital  and  to  St.  Joseph’s.  They  were  housed 
in  a tent  or  tents,  put  up  on  the  site  of  the  present 
service  building  and  its  adjacent  parking  lot.  Tbe 
majority  were  suffering  from  malaria  and  a few 
from  typhoid  fever. 

This  sketchy  picture  of  a past  age  may  have 
one  virtue  or  one  lesson ; it  may  illustrate  vividly 
the  enormous  strides  our  profession  has  made  in 


the  period  of  time  from  its  innocent  and  it  is  fair 
to  say  semi-ignorant  past,  to  its  vigorous  and  posi- 
tive attitude  today. 

You  all  know  the  positive  present  and  even  we 
of  that  rather  passive  past  grasp  the  force  and 
power  of  the  present-day  art  of  healing,  with  its 
laboratories,  technical  devices,  new  drugs,  daring 
operations  on  head,  lungs,  heart  and  abdominal 
viscera.  Modern  medicine  is  making  the  blind  to 
see,  tbe  deaf  to  hear,  the  lame  to  walk,  and  the 
mentally  handicapped  to  return  to  right  thinking. 

Surely  we  are  living  in  a marvelous  era  and 
are  looking  forward  to  a still  more  splendid  future 
for  this  healing  art  of  ours.  To  reach  this  present 
state  the  old  Rhode  Island  Hospital  and  its  per- 
sonnel have  contributed  largely  and  according  to 
their  lights  played  their  part  nobly.  The  medical 
picture  of  today  and  tomorrow,  particularly  as 
you  younger  men  see  and  contribute  to  it,  is  bright 
indeed  for  the  world.  Who  can  doubt  that  this 
great  new  hospital,  now  risen  in  our  midst,  will  be 
a potent  factor,  as  was  the  old  Rhode  Island  Hos- 
pital for  100  years’  past,  in  the  expansion  of 
medical  knowledge,  the  perfection  of  treatment 
and  the  relief  of  human  distress. 

We  oldsters  have  known  much  of  the  past  and 
are  glimpsing  the  present.  We  say  good  luck  to 
you  younger  men  for  the  brilliant  future,  as  we 
all  welcome  The  Big  Change. 

SELECTIVITY  OF  TREATMENT 
IN  PSYCHIATRIC  PATIENTS 

concluded  from  page  97 

tbe  procedure  and  the  test  is  thus  far  the  only 
helpful  one  in  aiding  the  psychiatrist  to  prescribe 
physiological  treatments  on  a scientific  basis. 

(6)  In  a series  of  500  patients — each  of  whom 
presented  a problem  as  to  which  type  of  therapy 
would  afford  the  best  results,  83%  gave  clear  in- 
dications of  tbe  procedure  to  follow.  The  remain- 
ing 17%  (in  one  group)  constituted  the  shock- 
resistant — or  “hard  care”  type  of  patient. 

(7  ) Having  now  a facility  in  our  hands  which 
will  enable  us  to  determine  specifically  the  physio- 
logical treatment  for  each  individual  who  shows 
his  own  selective  susceptibility  to  treatment,  we 
can  confidently  treat  the  larger  group  of  our 
patients. 

(8)  The  extension  of  the  hypothesis  of  Gell- 
horn  and  the  results  of  the  Funkenstein  test,  to 
include  those  who  show  limited  or  no  potential  for 
recovery  under  the  usual  somatic  therapy,  leaves 
a clear  field  for  further  research  into  these  physio- 
logical findings.  In  the  inaccessible  types  of 
patients  with  refractory  disorders,  perhaps  phar- 
macological psychotherapy  may  offer  promise  of 
being  the  method  of  choice,  for  the  treatment,  as 
presently  available,  fails  to  insure  satisfactory 
response. 
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ATHEROSCLEROSIS  — THE  PRICE  OF  PROSPERITY? 


A study  of  the  causes  of  death  in  the  United 
States  shows  that  atherosclerosis  is  the  “num- 
ber one  killer”  in  this  country.  The  numerous  and 
detailed  investigations  of  the  subject  along  clinico- 
pathological,  clinical  research  and  epidemiological 
lines  have  begun  to  bring  to  light  definite  infor- 
mation which  can  be  correlated  and  interpreted, 
and  which  point  to  valuable  conclusions.  Now,  at 
long  last,  the  physician  can  do  more  for  his  patient 
than  to  signify  that  the  “hardening  of  his  arteries” 
is  an  inevitable  result  of  the  passage  of  time. 

On  the  biochemical  side,  it  has  now  been  shown 
that  the  development  of  the  condition  is  definitely 
associated  with  disturbances  in  the  metabolism  of 
cholesterol,  lipids  and  lipoproteins.  In  patients 
with  disease  of  the  coronary  arteries  in  particular, 
levels  of  cholesterol,  lipids  and  beta-lipoproteins 
are  higher  than  in  normal  individuals. 

When  these  observations  are  considered,  in  the 
light  of  studies  of  the  incidence  of  coronary  athero- 
sclerosis among  the  inhabitants  of  various  parts 
of  the  world,  it  has  become  clear  that  the  condition 
occurs  most  frequently  in  countries  which  are  pros- 
perous and  the  diet  of  wdiose  population  contains 
a high  proportion  of  animal  fats.  Of  these,  the 
United  States  is  the  leader  in  animal  fat  ingestion. 


in  atherosclerotic  coronary  disease  and  in  financial 
prosperity.  In  other  areas  where  the  population  is 
accustomed  to  live  on  vegetables,  vegetable  oils, 
fish  and  fish  oils,  the  incidence  of  atherosclerosis, 
and  particularly  of  coronary  disease,  is  low.  Such 
populations  are,  for  example,  those  of  Guatemala, 
Japan  and  the  Bantu  people  of  South  Africa. 
Eskimos  have  been  mentioned  as  people  whose 
fat  intake  is  high : but  one  interesting  study  has 
demonstrated  that  those  who  live  on  fish  and  fish 
oils  tend  to  be  relatively  free  of  atherosclerosis, 
whereas  inland  groups  who  live  to  a great  extent 
on  caribou  and  other  forms  of  fat  meat  do  not. 
In  this  connection  the  work  of  a former  Russian 
professor  of  medicine,  now  a resident  of  Rhode 
Island,  may  be  mentioned.  He  conducted  a very 
extensive  study  of  people  over  90  years  of  age. 
many  of  whom  were  over  100  years,  and  showed, 
among  other  things,  that  these  people,  most  of 
whom  were  Ukranian  peasants  with,  presumably, 
a low  animal  fat  diet,  were  relatively  free  from 
atherosclerosis  despite  their  great  age. 

It  appears  that  the  vegetable  and  marine  oils, 
most  of  which  are  high  in  their  content  of  un- 
saturated fatty  acids,  do  not  tend  to  raise  the  level 
of  plasma  cholesterol  and  beta-lipoprotein  hut  ac- 
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tually  tend  to  depress  it.  “Hard  fats,”  on  the  other 
hand,  such  as  the  fat  of  meat,  butter  and  the  like,  the 
melting  point  of  which  is  higher  and  which  contain 
much  more  of  saturated  fatty  acid,  have  the 
opposite  effect. 

These  alterations  of  cholesterol,  lipid  and  beta- 
lipoproteins  in  the  blood  have  been  demonstrated 
both  in  animals  and  in  human  volunteers.  In 
humans,  tests  have  been  carried  out  on  people 
from  populations  which  normally  have  low  blood 
values  for  these  substances  (Bantus)  and  others 
whose  fat  intake  is  relatively  high,  and  who  already 
had  shown  evidence  of  coronary  disease  (South 
Africans  of  European  derivation).  Other  studies 
have  shown  an  apparent  decrease  in  the  incidence 
of  death  from  coronary  or  cerebral  arterial  disease 
in  Americans  who  have  followed  a diet  low  in 
“hard  fats”  as  compared  to  others  who  did  not 
follow  such  a diet. 

Unfortunately,  some  of  the  producers  of  food 
products  have  altered  certain  vegetable  oils  by  a 
process  of  hydrogenation,  which  decreases  their 
content  of  unsaturated  fatty  acids  and  makes  them 
comparable  to  animal  fats.  An  example  is  the  al- 
teration of  peanut  oil  in  peanut  butter.  From 
this  point  of  view,  it  would  certainly  be  helpful 
if  lists  could  be  made  available  that  would  show 
the  nature  of  the  various  fat  products  as  to  un- 
saturated fatty  acids  that  are  used  in  the  diet  of 
Americans  for  the  help  of  the  physician  in  practice. 

It  is,  of  course,  true  that  diet  is  only  one  factor 


in  the  production  of  atherosclerosis.  Among  others 
are  heredity,  sex  and  decreased  physical  activity. 
Of  these,  the  first  two  are  out  of  the  control  of 
the  individual.  Lack  of  exercise,  however,  is  a 
probable  cause  of  an  increased  tendency  to  this 
condition,  which  can  be  controlled.  Also,  certain 
infections  and  various  metabolic  and  endocrine 
abnormalities,  particularly  diabetes,  are  very  im- 
portant. Tbe  sex  factor  has  long  been  recognized, 
and  it  seems  definite  that  the  relative  freedom  of 
women  during  the  child-bearing  period  is  due  to 
their  supply  of  estrogens,  which  decrease  the 
amount  of  beta-lipoprotein  in  the  plasma.  The  use 
of  such  substances  to  reduce  the  incidence  of 
coronary  disease  in  males,  however,  produces 
effects  that  make  it  understandably  unpopular. 

Despite  the  existence  of  these  non-dietary  fac- 
tors, it  appears  that  they  are  less  important  than 
the  factor  of  “hard  fat”  ingestion.  (A  male  Bantu 
is  said  to  have  a lower  blood  cholesterol  than  an 
American  woman  in  the  child-bearing  period.)  It 
is  a comfort,  then,  to  realize  that  now  we  have 
information  that  seems  to  lead  to  the  conclusion 
that,  just  as  the  diabetic  can  lengthen  his  life  by 
diet  and  insulin,  so  the  aging  population  of  our 
country,  by  a bit  of  selective  dieting — which  will 
not,  it  must  be  admitted,  be  without  the  element 
of  self  denial — can  extend  the  expectancy  of  life 
and  avoid  one  of  the  major  calamities  of  late 
middle  and  old  age. 


THE  FOREIGN-TRAINED  PHYSICIAN 


HThe  presidential  address  of  Doctor  Robert 
R.  Baldridge,  of  the  Providence  Medical  As- 
sociation, deserves  more  than  casual  consideration. 
The  first  impression  that  a reader  may  gain  from 
this  thoughtful  presentation  of  a very  timely  sub- 
ject might  be  that  a very  unhealthy  situation  exists, 
that  the  bars  should  be  raised  against  foreign- 
trained  doctors  in  general,  and  that  those  from 
medical  schools  which  have  not  been  evaluated  by 
the  Council  on  Medical  Education  and  Hospitals, 
in  particular,  should  be  rigidly  excluded.  Un- 
fortunately, such  an  impression  has  been  created 
in  the  minds  of  a number  of  well-trained  and 
capable  physicians  educated  abroad  who  are  now 
on  duty  in  several  of  the  community  hospitals  of 
this  state. 

A more  careful  consideration  of  Doctor  Bald- 
ridge’s address,  however,  shows  that  he  is  dealing 
with  recorded  facts  and  reasonable  inferences 
drawn  from  them,  and  that  his  basic  attitude  is  a 
fair  and  a liberal  one.  No  one  can  reasonably  take 
exception  to  the  idea  that  the  American  public 
should  not  be  exposed  to  tbe  attentions  of  poorly 


trained  physicians,  be  they  of  foreign  or  American 
origin.  This,  of  course,  means  that  the  same  stand- 
ard of  competence  should  be  applied  in  tbe  licens- 
ing of  all  physicians,  whatever  their  origin.  He 
points  out,  furthermore,  that  many  of  the  phy- 
sicians who  come  to  America  from  abroad  have 
had  superior  training,  and  that  regulations  which 
excluded  them  would  lie  most  undesirable. 

There  are  three  groups  of  foreign-trained  phy- 
sicians which  Doctor  Baldridge  discusses.  These 
are : ( 1 ) Those  citizens  of  other  countries  who 
enter  the  United  States  for  graduate  training  and 
return  to  their  homelands  to  continue  their  careers. 
These  people  come  on  student  visas,  which  require 
their  return  to  their  own  countries.  An  exchange 
of  students  in  which  these  physicians  participate 
and  which  is  a two-way  affair  between  the  United 
States  and  other  nations  is  wholly  advantageous 
and  does  not  involve  licensure  and  practice.  (2) 
A second  group  is  composed  of  those  physicians 
trained  outside  the  United  States  and  Canada, 
citizens  of  their  countries  of  origin,  who.  from 
necessity  as  refugees,  or  else  from  choice,  come 
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to  this  country  with  intent  to  remain  and  enter 
practice.  (3)  The  third  group  comprises  those 
American  citizens  who  have  obtained  their  medical 
education  abroad. 

That  a number  of  physicians  of  the  last  two 
groups  who  have  had  inferior  training,  have  served 
in  poorly  controlled  hospital  internships  and  have 
been  licensed  to  practice  medicine  without  coming 
up  to  acceptable  standards,  must  he  admitted.  As 
Doctor  Baldridge  points  out,  however,  the  rigid 
exclusion  of  all  physicians  in  these  two  groups 
would  by  no  means  he  justified.  The  problem  is  to 
distinguish  more  accurately  between  those  who 
have  and  those  who  have  not  the  qualifications  to 
make  them  acceptable.  It  is  clear  that  the  attempt 
to  classify  foreign  medical  schools  has  not  suc- 
ceeded. The  plan  of  setting  up  a comprehensive 
screening  examination  which  will  evaluate  each 
physician,  regardless  of  his  medical  school,  holds 
out  the  hope  of  a much  more  adequate  differenti- 
ation between  physicians  who  are  and  who  are 
not  acceptable  by  American  standards.  It  is  to  be 
hoped  that  this  screening  examination  will  he  gen- 
erally accepted  by  state  licensing  boards.  In  addi- 
tion, it  is  greatly  to  he  desired  that  such  obviously 
harmful  regulations  as  the  one  which  allows  Rhode 
Island  physicians  who  have  been  trained  in  medical 
schools  of  substandard  grade  to  he  considered  for 
licensure  solely  on  the  ground  of  citizenship  in  this 
state,  and  thus  would  tend  to  permit  incompetence 
in  the  treatment  of  our  citizens,  so  long  as  it  is 
native-born  incompetence,  should  he  eliminated. 

In  considering  the  idea  which  Doctor  Baldridge 
expresses,  that  well-trained  physicians  should  he 
welcomed,  one  must  take  into  account  that  the 
practice  of  medicine  in  hospitals  in  this  country  is 
at  present  dependent  on  foreign-trained  doctors. 
As  was  pointed  out  editorially  in  the  Journal  of 
July  1956,  more  than  14,000  hospital  beds  in  gen- 
eral hospitals  in  New  England  are  in  community 
hospitals  not  affiliated  with  medical  schools,  and 
over  half  of  these  are  in  36  hospitals  of  100-  to 
300-bed  capacity.  This  is  as  many  beds  as  there 
are  in  all  the  university  affiliated  hospitals  of  New 
England  (slightly  over  7,000).  Of  the  192  interns 
requested  by  these  hospitals  under  the  Intern 
Matching  Program  in  1955,  only  33  were  obtained 
— and  these  were  not  all  American  trained.  But 
adequate  hospital  care  demands  interns.  These 
hospitals  have  been  forced  to  accept  foreign- 
trained  graduates  and  to  select  them  as  best  they 
can,  or  else  to  revert  to  an  attempt  to  practice  up- 
to-date  medicine  without  interns,  which  is  some- 
thing that  the  busy  attending  staffs  cannot  reason- 
ably accomplish.  Community  hospitals  have  been 
criticized  for  “exploiting”  foreign-trained  doctors 
as  interns  and  giving  them  no  training;  this  criti- 
cism is  by  university  authorities,  whose  own  affili- 
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ated  hospitals  have  been  guilty  of  over  staffing,  on 
that  ground  that  only  in  their  hospitals  can  really 
adequate  training  he  given.  The  fact  is  that  the 
community  hospitals  of  the  country,  almost  with- 
out exception,  are  improving  their  training  pro- 
grams for  interns  and  residents  and  are  offering 
to  their  house  staffs  an  experience  which,  in  many 
ways,  can  he  considered  superior,  especially  in  the 
field  of  general  practice,  to  that  which  is  given 
in  the  hospitals  affiliated  with  medical  schools. 

If,  then,  we  add  to  the  excellent  discussion  of 
the  situation  by  Doctor  Baldridge,  the  fact  that 
hospital  practice  in  our  community  hospitals  is 
dependent  on  the  foreign  medical  graduate,  who 
makes  a definite  contribution  and  is  entitled  to 
adequate  training,  we  see  that  the  problem  of  what 
to  do  concerning  foreign  medical  graduates  is  one 
that  cannot  he  solved  by  a policy  of  exclusion  but 
demands  a satisfactory  method  of  selection.  It  is 
to  he  hoped  that  the  plan  for  a comprehensive 
screening  of  foreign-trained  physicians,  in  the 
development  of  which  the  Federation  of  State 
Medical  Boards  has  taken  a prominent  part,  will 
he  acceptable  to  the  licensing  bodies  in  the  various 
states,  and  that  the  hospitals  will  cooperate  by 
using  the  results  of  this  screening  test  as  essential 
criteria  in  their  selection  of  interns. 


THE  PROBLEM  OF  THE 
FOREIGN-TRAINED  PHYSICIAN 
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Illustration  by  Hans  Elias 

Rolicton  Diuresis  Maintains 
Continuous  Edema  Control 


The  efficacy  of  Rolicton  (brand  of  amiso- 
metradine)  in  maintaining  diuresis  in  the  ede- 
matous patient  has  been  established  on  an 
average  dosage  of  one  tablet  b.i.d.  Larger 
doses  may  be  given  as  initial  therapy  and  as 
maintenance  therapy  in  edema  difficult  to 
control.  Many  patients  will  respond  to  one 
tablet  daily. 

“The  margin  of  safety  and  the  diuretic  index  is 
certainly  an  improvement  over  the  use  of  oral  mer- 
curial diuretics.”1 

Avoiding  “Peaks  and  Valleys” 

A highly  desirable  effect,  and  one  which 
has  been  made  possible  with  Rolicton,  is  the 
maintenance  of  continuous  diuretic  effective- 
ness day  after  day  over  an  extended  period, 
to  avoid  the  up-and-down  weight  pattern 
typical  of  other  edema-control  methods. 


“There  was  an  obvious  stabilization  of  weight 
in  practically  all  of  the  patients  under  observation, 
and  previous  wide  fluctuations  in  poundage  disap- 
peared.”2 

Mercury  -Sparing 

Typical  of  the  Rolicton  diuresis  pattern  is 
the  ability  of  the  drug  to  reduce  and,  in  a 
large  percentage  of  patients,  to  eliminate  the 
need  for  mercurials  parenterally. 

“.  . . the  drug  represents  a most  useful  addition 
to  our  armamentarium  in  the  treatment  of  edema, 
not  only  because  it  can  be  given  orally  . . . but  more 
so  because  it  permits  [us]  to  replace  or  to  spare  the 
. . . mercurials.”3 

G.  D.  Searle  & Co.,  Chicago  80,  Illinois. 
Research  in  the  Service  of  Medicine. 

1.  Asher,  G.:  Personal  communication,  June  23,  1956. 

2.  Settel,  E.:  A Clinical  Evaluation  of  a New  Oral  Diuretic, 
Rolicton,  Postgrad.  Med.,  Feb.  1957,  in  press. 

3.  Goldner,  M.  G.:  Personal  communication,  June  29,  1956. 
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Have  you  seen  these  latest  facts 
on  the  cost  of  medical  care? 


These  are  some  of  the  reasons 
why  today,  more  than  ever  before, 
prompt  and  proper  medical  care 
may  well  be  one  of  the 
biggest  bargains  of  your  life ! 


and  we  live  longer 

1939  63.7  YEARS 

TODAY  70 1 YEARS  1 j 


Average  life  span 
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Many  of  your  patients,  Doctor,  are  among 
the  millions  of  people  who  have  seen  this 
newest  Parke-Davis  advertisement  on  the 
cost  of  today’s  more  effective  medical 
care.  We  believe  that  this  sensible-talking  ad 
—the  latest  in  a continuing  P-D  series  appear- 
ing in  LIFE,  TIME,  SATURDAY  EVENING  POST  and 

today’s  health— dramatically  confirms  our  year- 
long public  service  message  to  your  patients: 
“prompt  and  proper  medical  care  may  well  turn  out  to 
be  one  of  the  biggest  bargains  of  your  life’.’ 


You  may  be  assured  that  Parke-Davis  national  adver- 
tising will  continue  to  be  in  our  mutual  best  interests  . . . designed  to  give  your 
patients  a better  understanding  of  costs  and  a clearer  appreciation  of  the  effec- 
tiveness of  modern  medical  care.  PARKE,  DAVIS  & COMPANY,  Detroit  32,  Michigan. 
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A COMPARISON  OF  OPEN  WITH  CLOSED  GASTROJEJUNAL 
ANASTOMOSIS  IN  SUBTOTAL  GASTRECTOMY  * 

Richard  Key  Mead,  m.d. 


The  Author.  Richard  Key  Mead,  M.D..  Surgical 
Intern,  the  Rhode  Island  Hospital. 


The  purpose  of  this  paper  is  to  compare  open 
with  closed  gastrojejunal  anastomosis  and  sub- 
total gastric  resections  with  respect  to  operative 
and  postoperative  courses. 

Selection  of  Cases 

In  order  to  insure  as  close  a correlation  as  pos- 
sible between  the  two  groups,  all  the  cases  were 
selected  as  follows : 

All  cases  were  private  patients  in  the  Rhode 
Island  Hospital  undergoing  subtotal  gastrecto- 
my for  benign  peptic  ideer.  At  the  time  of  oper- 
ation, no  patient  had  any  known  obstruction, 
perforation,  or  medical  or  surgical  complication 
which  might  affect  the  subsequent  course.  Al- 
though a few  patients  in  each  group  had  severe 
hemorrhage  before  operation,  bleeding  was  con- 
sidered well  controlled  in  all  patients  before  the 
operation  was  performed.  No  emergency  oper- 
ations were  included  in  the  study. 

(1)  OPEN  ANASTOMOSIS:  Twenty-five 
cases  of  each  of  three  surgeons  were  studied,  be- 
ginning with  December  1955,  and  working  retro- 
gressively  until  the  required  number  of  cases  had 
been  assembled.  The  earliest  case  in  this  group 
was  March,  1951.  Three  of  the  cases  did  not  meet 
the  criteria  of  the  study  and  were  eliminated,  leav- 
ing a total  of  seventy-two  cases. 

(2)  CLOSED  ANASTOMOSIS:  Only  one 
surgeon  at  the  Rhode  Island  Hospital  employs 
closed  anastomosis.  In  order  to  obtain  a statisticallv 
significant  number  of  cases,  all  recorded  patients 
of  this  surgeon  from  April,  1947  to  August,  1956 
were  included  in  the  study.  There  are  a total  of 
fifty-two  cases  in  this  group.  It  should  be  noted 
that  the  discrepancy  in  dates  between  the  two 
groups  may  introduce  a possible  error  into  the 
statistical  analysis  of  the  cases. 

The  similarity  of  the  cases  up  to  the  time  of 
operation  can  be  seen  in  Table  I. 

*Presented  at  the  Second  Surgical  Conference,  at  the 
Rhode  Island  Hospital,  December  21,  1956. 


TABLE  I 


Preoperative  comparison 

of  the  two 

groups 

Open 

Closed 

Age 

51.6 

48.6 

Preop  Stav 

5.3 

5.1 

Transfusions 

0.40 

0.40 

Hemoglobin 

13.6 

14.0 

Thus,  in  the  preoperative  period,  there  were  no 
statistically  significant  differences  between  the  two 
groups. 

Results 

The  definitive  analysis  will  he  considered  in 
two  parts:  operative  and  postoperative  periods. 

( 1 ) OPERATIVE:  The  average  operation  in- 
volving open  anastomosis  took  3.0  hours,  com- 
pared to  2.8  hours  for  closed.  0.79  pints  of  blood 
were  given  during  the  course  of  the  average  open 
procedure;  0.73  pints  during  closed.  During  one 
operation  in  each  group,  the  splenic  capsule  was 
inadvertently  ruptured,  requiring  splenectomv 
(Table  II).' 

TABLE  II 

Comparison  of  operative  periods  of  the  two  groups 

Open  Closed 

Duration  3.0  2.8 

Transfusions  0.79  0.73 

Table  111  shows  the  procedures  which  were  per- 
formed concomitantly. 

TABLE  III 

Concomitant  Operations 

Open  Closed 

Hiatus  Hern.  1 0 

Incis.  Hern.  1 0 

Cholecystect.  7 3 

Thus,  again,  there  is  no  statistically  significant 
difference  between  the  two  groups. 

(2)  POSTOPERATIVE:  The  average  post- 
operative stay  for  patients  with  open  anastomosis 
was  12.3  days,  compared  to  9.4  days  for  those 
with  closed  anastomosis.  This  difference  is  signifi- 
cant statistically,  as  the  observed  difference  is  three 
times  its  standard  error  (P=0.003  ). 

The  average  patient  with  open  anastomosis  re- 
quired 0.11  pints  of  blood  postoperatively,  com- 
pared with  0.29  pints  for  closed.  This  difference 
is  licit  significant,  as  the  observed  difference  is 


109 


FEBRUARY,  1957 

only  1.5  times  its  standard  error  (P=0.13).  The 
average  postoperative  hemoglobin  was  13.0  grams 
for  open,  12.7  grams  for  closed  (Table  IV). 

TABLE  IV 

Comparison  of  Postoperative  Courses 


Open 

Closed 

p* 

Duration  

12.3 

9.4 

0.003 

Transfusions  

0.11 

0.29 

0.13 

Hemoglobin 

13.0 

12.7 

*(P  = statistical  probability.) 

Table  V shows  the  complications  encountered 
during  the  postoperative  courses. 

TABLE  V 

Postoperative  Complications 

Wound 

Infection 

Dehissance 

Gastrointestinal 

Hemorrhage 

Leakage  Duod  Stump 
Adhesions 

Pulmonary 
Pneumonia 

Atalectasis  

Embolus  


Totals 

(P  for  total  group  was  0.30.) 

*This  was  the  only  mortality  in  either  group. 

None  of  these  differences  was  statistically  signifi- 
cant. 

Further  studies  were  made  of  the  postoperative 
temperatures  of  the  two  groups  of  patients.  Both 
the  number  of  patients  with  fever,  and  the  total 
number  of  temperature  days  were  recorded  for 
each  group.  Separate  records  were  made  of  tem- 
peratures of  101-102°  and  those  over  102°.  These 
results  are  shown  in  Table  VI. 

TABLE  VI 

Comparison  of  Postoperative  Temperature  Levels 

Open  Closed  P 

101  to  102 


pts 33%  48%  0.10 

davs  0.64  0.69 

102  ' 

pts 21%  13%  0.30 

days 0.33  0.18  0.13 


It  may  be  seen  that  none  of  these  differences  is 
statistically  significant. 

Thus,  in  the  entire  hospital  course,  the  only 
statistically  significant  difference  between  the  two 
groups  is  the  length  of  postoperative  hospitaliza- 
tion. 


Open  Closed 

4 2 

2 1 

— 6 — 3 

1 1 

1 1 

0 2 

— 2 —4 

0 1 

2 2 

0 1* 

— 2 — 4 

10  11 


SUMMARY 

124  cases  of  subtotal  gastrectomy  for  benign 
peptic  ulcer  have  been  reviewed.  Of  these  cases, 
an  open  gastrojejunal  anastomosis  was  performed 
in  72  cases,  and  closed  in  52  cases. 

The  preoperative  courses  of  the  two  groups 
were  compared  with  respect  to  duration,  age  of 
patient,  date  of  operation,  transfusions,  and  hemo- 
globin level. 

The  operative  courses  were  compared  with  re- 
spect to  duration,  transfusions,  and  concomitant 
procedures. 

The  postoperative  courses  were  compared  with 
respect  to  duration,  transfusions,  hemoglobin 
level,  and  complications. 

It  was  found  that  the  only  statistically  signifi- 
cant difference  between  the  two  groups  was  the 
length  of  postoperative  hospitalization,  which  was 
shorter  in  the  group  with  closed  anastomosis. 
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South  Attleboro,  Massachusetts 


A modern  non-profit  hospital  for  the  care  and  treatment  of 
nervous  and  emotional  disorders  as  well  as  long  term  geriatric 
problems. 

Physical,  neurological,  psychiatric  and  psychological  exam- 
inations. 

Modern  recognized  psychiatric  therapies. 

A pleasant  homelike  atmosphere  in  a beautiful  and  conveni- 
ently located  institution. 

L.  A.  Senseman,  M.D.,  F.A.P.A.,  Medical  Director 
Edwin  Dunlop,  M.D.  Michael  G.  Touloumtzis,  M.A. 

Oliver  S.  Lindberg,  M.D.  William  H.  Dunn,  M.S.W. 

Referred  patients  are  seen  daily  (except  Saturdays)  9-12  A.M., 
and  by  appointment. 
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In  next  month’s  issue  . . . 

The  Problem  of  Social  Security 
for  Doctors 
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THE  GRIEVANCE  AND  DEFENSE  COMMITTEE 

Francis  B.  Sargent,  m.d. 


The  Author.  Francis  B.  Sargent,  M.D.,  of  Providence, 
Rhode  Island.  Chairman,  Committee  on  Medical 
Defense  and  Grievance  of  the  Rhode  Island  Medical 
Society. 


The  function  of  the  Grievance  and  Defense 
Committee  of  our  Society  is  twofold,  as  the 
title  implies.  In  the  area  of  grievance,  complaints 
against  physicians  are  respectfully  and  promptly 
entertained.  Neglect,  inhuman  treatment  and  over- 
charging are  the  most  common  complaints. 

A typical  case  is  the  following  : A young  married 
woman,  age  twenty-six,  had  an  appendectomy. 
The  young  and  able  surgeon  who  performed  the 
operation  submitted  a bill  for  $200,  in  addition 
to  the  Physicians  Service  allowance.  When  the 
patient’s  husband  went  to  see  the  surgeon  to  argue 
for  a reduction  of  the  bill  the  doctor  refused  to 
talk  with  him.  The  patient  became  highly  indignant 
and  wrote  to  the  Grievance  Committee  giving  his 
opinion  of  surgeons  in  general  and  his  wife’s  sur- 
geon in  particular.  It  became  our  job  to  explain 
to  him  belatedly  that  ( 1 ) he  was  over-income  un- 
der the  Physicians  Service  income  plan  and  the 
surgeon  was  within  his  rights  in  rendering  a bill ; 
(2)  that  his  wife’s  doctor  had  spent  five  years  in 
residency  to  perfect  his  surgical  skill;  and  (3) 
that  because  of  this  skill  his  wife’s  operation  had 
been  successful  and  recovery  rapid.  How  much 
better  for  our  public  relations  it  would  have  been 
if  some  such  argument  had  been  advanced  by  the 
surgeon  himself  and  a compromise  arrived  at  if 
prudence  so  dictated. 

In  the  area  of  more  anxious  concern  is  the  in- 
creasing number  of  suits  instituted  against  mem- 
bers of  our  profession  on  a country-wide  basis. 
Malpractice  suits  have  increased  three  hundred 
per  cent  in  five  years  and  the  incidence  is  still  ris- 
ing. This  is  not  due  to  the  popular  belief  that  doctors 
are  “filthy  rich.”  In  England  where  the  profession 
is  pitifully  underpaid  under  the  National  Health 
Act,  suits  have  increased  five  hundred  per  cent  in 
seven  years.  Apparently  the  change  in  the  public 
attitude  toward  the  profession  is  widespread.  In 
our  country  the  leading  states  for  professional 
liability  suits  are  California,  New  York  and  Ohio. 
In  some  other  states  a suit-minded  population 


makes  the  use  of  certain  procedures,  such  as  spinal 
anesthesia,  unwise  and  perilous.  For  a time  it  be- 
came impossible  to  obtain  professional  liability 
coverage  in  some  areas  of  Florida.  The  situation 
was  saved  by  the  action  of  the  state  medical  society 
along  obvious  lines — a state  medical  society  spon- 
sored insurance  program  and  appropriate  action 
against  doctors  whose  livelihood  depended  on  their 
testimony  against  defendant  doctors  in  malpractice 
suits. 

The  importance  of  good  records  is  obvious. 
When  evidence  of  dissatisfaction  appears  in  a 
patient’s  attitude,  care  and  completeness  in  writ- 
ing his  record  becomes  a must.  Emphasis  on  such 
details  as  the  failure  of  the  patient  to  follow  in- 
structions becomes  important.  Review  hospital 
records  which  may  have  been  written  by  an  in- 
tern. Do  not  erase.  It  is  better  to  rewrite  a whole 
page  if  information  thereon  is  incorrect  and  detri- 
mental. 

In  some  areas  shyster  lawyers,  temporarily  short 
of  clients,  scan  hospital  records  for  evidence  of 
error  on  the  part  of  attending  physicians.  A vari- 
ation of  this  practice  is  appearing  here.  Hospitals 
must  take  measures  effectively  to  prevent  stran- 
gers from  gaining  access  to  the  record  library. 
There  is  a suit  pending  now  on  the  west  coast 
where  a cardiac  surgeon,  through  no  fault  of  his 
own,  is  facing  a $500,000  suit  because  bis  resident 
wrote  a poor  record.  Remember  that  if  you  men- 
tion improper  hospital  equipment,  you  and  not  the 
hospital  are  subject  to  a suit  for  negligence.  Many 
malpractice  suits  are  started  because  some  of  us 
talk  too  much.  Careless  criticism  of  another  phy- 
sician’s treatment  has  started  many  malpractice 
actions.  A physician  may  spark  a suit  against 
himself  by  talking  too  freely  to  the  wrong  sort 
of  person.  Beware  of  the  unduly  grateful  and  con- 
fiding patient,  particularly  a female. 

In  any  procedure  involving  tissue  destruction 
or  unusual  risk,  obtain  the  consent  of  the  patient 
and  his  family. 

Do  not  guarantee  results. 

Do  not  sue  for  an  overdue  bill  until  the  statute 
of  limitations  rules  out  a malpractice  action. 

Do  not  give  a note  to  a patient  for  another  doc- 
tor containing  anything  more  than  the  doctor’s 
address. 
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In  hospital  practice  consider  your  responsibility 

for  the  acts  of  others.  Be  careful  to  whom  you 

delegate  work. 

When  sued : Do  not  talk  to  the  patient  or  his 
lawyer.  Notify  immediately  your  insurance  carrier 
and  the  Defense  Committee  of  the  Medical  So- 
ciety. Go  over  your  records  on  the  case. 

The  report  to  the  Defense  Committee  is  im- 
portant for  two  reasons.  First,  the  chairman  will 
know  whether  immediate  defensive  action  is  in- 
dicated or  whether  to  await  further  developments. 
Secondly,  it  is  important  to  demonstrate  our  group 
solidarity  to  insurance  companies  and  to  the  legal 
profession  in  general,  and  to  insurance  adjusters 
and  suing  lawyers  in  particular. 

With  a suit-conscious  public  and  nervous  insur- 
ance carriers,  our  program  needs  the  cooperation 
of  every  physician.  The  individual  physician  should 
not  consent  to  a nuisance  settlement.  Such  a prac- 
tice will  encourage  malpractice  suits  and  thereby 
severely  curtail  the  employment  of  many  useful 
and  life-saving  procedures  in  medical  and  surgical 
practice.  Our  State  Medical  Society  insurance 
program,  with  its  committee  working  at  a local 
level  with  local  insurance  people,  will  be  of  great 
help  by  emphasizing  the  need  of  adequate  per- 
sonal liability  insurance  and  by  making  such  cov- 
erage possible  for  our  members. 

Your  Defense  Committee  has  no  certain  knowl- 
edge of  the  extent  of  the  losses  sustained  by  com- 
panies writing  professional  liability  insurance  in 
Rhode  Island  outside  of  our  group  plan,  but  it  is 
probable  that  our  comparatively  low  professional 
liability  rates  are  higher  than  justified  by  our 
losses.  Nevertheless,  a rise  in  rates  is  possible.  In 
other  states  the  loss  ratio  is  not  so  favorable. 

According  to  Newsweek  five  thousand  cases 
are  being  tried  each  year.  The  doctor  loses  the  case 
about  twenty-five  per  cent  of  the  time,  although 
any  voluntary  negligence  on  his  part  is  seldom 
evident. 

Following  is  a summary  of  a case  copied  from 
a western  journal : The  plaintiff  was  a fifty-four- 
year-old  man  who  for  a year  had  been  having- 
circulatory  difficulty  in  both  legs.  The  condition 
had  not  responded  to  conservative  treatment  by 
an  internist,  who  referred  him  to  a specialist  in 
vascular  surgery.  The  doctor  examined  the  patient 
and  found  complete  absence  of  arterial  pulsations 
from  the  femorals  down.  The  patient  had  other 
signs  of  obstruction  in  his  aorta  and  the  vascular 
surgeon  referred  the  plaintiff  to  the  hospital  for 
further  study.  The  plaintiff  claimed  that  he  under- 
stood he  was  entering  the  hospital  merely  for 
X rays.  In  the  hospital,  the  resident  in  surgery  ex- 
amined the  patient  and  ordered  X rays  of  the 
chest  and  abdomen.  Two  days  later,  the  patient 
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A Bed  Board 
is  only  half 
the  answer! 


A bed  board  can  only  prevent  a 
box  spring  from  sagging;  it  cannot 
correct  the  mattress.  Here's  why: 


Soft  mattress  and  box  spring  sags  — giving 
improper  support. 


With  bed  board  added,  mattress  still  sags,  spine 
is  still  distorted. 


The  complete  answer  to  correct  support:  Only  the 
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was  taken  to  the  X-ray  department.  The  vascular 
surgeon,  soon  to  become  the  defendant  doctor,  was 
present  but  left  after  a moment  or  two.  The  patient 
was  given  an  anesthetic  by  an  anesthetist,  and  a 
resident  in  surgery  inserted  a sixteen  gauge  needle 
into  the  aorta.  Thirty  cc  of  sodium  urikon  was 
injected  through  the  needle  and  a series  of  films 
taken.  The  films  were  examined  and  after  a con- 
sultation between  the  resident  and  the  radiologist, 
it  was  decided  to  inject  an  additional  twenty  cc 
without  changing  the  position  of  the  needle.  The 
patient  went  to  his  room  in  good  condition  but  at 
5 :00  a.m.  the  next  morning,  the  patient  was  found 
to  he  completely  paralyzed  from  the  umbilicus 
down.  He  had  a transverse  myelitis,  permanent 
in  nature.  The  patient  sued  the  vascular  surgeon 
and  the  hospital. 

At  the  trial,  the  cause  of  the  paralysis  was  not 
established.  The  defendant  doctor  had  performed 
more  than  fifty  such  aortagrams  without  any  un- 
favorable complications.  Two  doctors  testified  that 
there  had  been  an  occlusion  of  the  blood  supply 
to  the  spinal  cord,  resulting  in  necrosis  of  the  cord. 
There  was  no  testimony  that  standard  practice  had 
not  been  followed  by  the  hospital,  its  employees  or 
the  defendant  doctor.  Nevertheless,  the  doctrine 
of  res  ipse  loquitur  was  invoked  and  the  case  went 
to  the  jury.  The  jury  rendered  a verdict  against 
the  defendant  doctor  and  the  hospital  in  the  sum 
of  $250,000.  This  was  reduced  by  the  court  to 
$215,000,  and  the  case  was  appealed  by  both 
defendants. 

It  would  appear  that  the  court  ruled  that  doc- 
tors must  underwrite  the  employment  of  ad- 
vanced techniques  at  the  risk  of  financial  ruin. 
Doctors  in  such  an  area  will  simply  cease  to  em- 
ploy many  life-saving  techniques  involving  a large 
element  of  risk,  and  the  patient  and  medical  science 
will  be  the  losers.  In  our  comparatively  favorable 
medico-legal  climate  this  attitude  is  difficult  to 
understand.  Possibly  there  were  careless  remarks 
by  members  of  the  resident  staff  and  nurses.  Per- 
haps the  doctor  was  either  too  aloof  or  too  over- 
anxious. It  seems  that  it  should  not  have  been  too 
difficult  to  convince  the  patient  that  this  apparent 
accident  was  due  to  the  natural  progress  of  his 
disease.  Even  then,  if  some  malevolent  colleague  or 
cultist  in  the  confidence  of  the  family  had  inter- 
fered, the  most  exemplary  conduct  on  the  part  of 
the  doctor,  the  hospital  and  the  hospital  staff  would 
not  have  prevented  the  suit.  At  the  present  time  and 
in  the  foreseeable  future,  the  occurrence  of  such 
a catastrophe  as  the  above  appears  impossible  in 
Rhode  Island.  We  can  keep  it  that  way. 
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DISTRICT  MEDICAL  SOCIETY  MEETINGS 


PROVIDENCE  MEDICAL  ASSOCIATION 
(Annual  Meeting) 

The  1 10th  Annual  Meeting  of  the  Providence 
Medical  Association  was  held  at  the  Rhode  Island 
Medical  Society  Library  on  Monday,  January  7, 
1957.  The  meeting  was  called  to  order  by  the 
president.  Doctor  Robert  R.  Baldridge,  at  8:30 

P.M. 

Annual  Report  of  the  Secretary 
The  president  reported  that  the  secretary  had 
submitted  his  annual  report.  It  was  moved  that 
the  report  he  received  and  placed  on  file.  The 
motion  was  seconded  and  adopted. 

Annual  Report  of  the  Treasurer 
The  president  reported  that  the  annual  financial 
report  for  1956  had  been  submitted  by  the  treas- 
urer and  had  been  reviewed  by  the  Executive 


Thomas  L.  Greason,  m.d. 
President,  1957 

Providence  Medical  Association 


Committee.  It  was  moved  that  the  report  he  re- 
ceived and  placed  on  file. 

Presidential  Address 

Doctor  Robert  R.  Baldridge  delivered  his  presi- 
dential address  taking  as  his  subject,  The  Problem 
of  the  Foreign-Trained  Physician.  A copy  of  this 
address  is  made  part  of  the  official  minutes  of  the 
meeting. 

Election  of  Officers  for  1957 
Doctor  Michael  DiMaio,  secretary  of  the  associ- 
ation, reported  that  he  had  received  no  counter- 
nominations to  the  slate  of  officers  submitted  by 
the  Executive  Committee  to  the  membership  of 
the  Association  in  advance  of  the  Annual  Meeting. 
He  therefore  moved  that  the  slate  as  submitted  he 
adopted. 

Action:  It  was  moved  that  the  slate  of  officers 
for  1957  as  submitted  by  the  Executive  Commit- 
tee be  unanimously  elected.  The  motion  was  sec- 
onded and  passed.  The  slate  of  officers  elected 
were  as  follows : 

President  Thomas  L.  Greason,  m.d. 

Vice-President  Joseph  G.  McWilliams,  m.d. 

Secretary  Michael  DiMaio,  m.d. 

Treasurer  Robert  G.  Murphy,  m.d. 

Trustee  of  Medical  Library 

(1  year) Francesco  Ronchese,  m.d. 

Councillor  (2  years).  Francis  H.  Chafee,  m.d. 
Executive  Committee 

Robert  R.  Baldridge,  m.d. 
John  C.  Ham,  m.d. 

Joseph  Hindle,  m.d. 
William  A.  Reid,  m.d. 

House  of  Delegates : Charles  J.  Ashworth,  M.D. ; 
Robert  R.  Baldridge,  M.D. ; Irving  A.  Beck,  M.D. ; 
Alex  M.  Burgess,  Jr.,  M.D. ; Bertram  Buxton,  Jr., 
M.D. ; Wilfred  I.  Carney,  M.D. ; Francis  H. 
Chafee,  M.D. ; William  B.  Cohen,  M.D. ; Michael 
DiMaio,  M.D.;  William  J.  H.  Fischer,  M.D. ; J. 
Merrill  Gibson,  M.D. ; Seebert  J.  Goldowsky, 
M.D. ; Thomas  L.  Greason,  M.D. ; Stanley  Grze- 
bien,  M.D. ; John  C.  Ham,  M.D.;  Hannibal  Ham- 
lin, M.D. ; Joseph  A.  Hindle,  M.D. ; Albert  H. 
Jackvony,  M.D. ; Walter  S.  Jones,  M.D.;  Ernest 
K.  Landsteiner,  M.D. ; Joseph  G.  McWilliams, 
M.D. ; Robert  G.  Murphy,  M.D. ; William  S. 
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Nerone,  M.D.;  Rudolph  W.  Pearson,  M.D.; 
Arnold  Porter,  M.D. ; William  A.  Reid,  M.D. ; 
Louis  A.  Sage.  M.D. ; William  J.  Schwab,  M.D. ; 
James  J.  Sheridan,  M.D.,  and  Daniel  V.  Trop- 
poli,  M.D. 

Introduction  of  New  President 
Doctor  Baldridge  named  Doctors  John  E. Donley 
and  Joseph  A.  Hindle  to  escort  the  president- 
elect, Doctor  Thomas  L.  Greason,  to  the  platform. 
Doctor  Greason  briefly  acknowledged  the  honor 
accorded  him  by  the  membership  and  he  con- 
cluded his  remarks  by  presenting  to  Doctor  Bald- 
ridge in  behalf  of  the  Association  a gavel  suitably 
engraved  in  recognition  of  his  outstanding  leader- 
ship during  1956. 

Reports  of  Committees 

The  president  announced  that  committee  reports 
filed  with  the  secretary  would  be  published  in  the 
Rhode  Island  Medical  Journal. 

Applications  for  Membership 
The  secretary  reported  that  the  Executive  Com- 
mittee had  approved  the  application  and  recom- 
mended for  election  as  an  active  member:  Doris 
V.  Latham,  M.D.,  154  Waterman  Street,  Provi- 
dence 6,  Rhode  Island. 

Action:  It  was  moved  that  Doctor  Latham  be 
elected  to  active  membership.  The  motion  was 
seconded  and  adopted. 

Award  of  Membership  Certificates 
The  president  awarded  membership  certificates 
to  the  following  physicians : Alvin  G.  Gendreau, 
M.D.,  sponsored  by:  Doctors  Walter  Durkin  and 
John  Geoghegan;  Anna  Sandberg,  M.D.,  spon- 
sored by : Doctors  Maurice  Adelman  and  Maurice 
Kay;  Albert  Tetreault,  M.D.,  sponsored  by:  Doc- 
tors R.  S.  Bray  and  A.  M.  Burgess,  Jr.,  and  Peter 
Volodkevich,  M.D.,  sponsored  by:  Doctors  H. 
Fanger  and  G.  F.  Meissner. 

Address  by  Mr.  Kendrick 
Doctor  Baldridge  introduced  to  the  membership 
Mr.  Benjamin  B.  Kendrick,  Life  Insurance  As- 
sociation of  America,  Research  Associate,  former- 
ly Social  Security  Analyst,  U.  S.  Chamber  of 
Commerce,  and  editor,  American  Economic 
Security,  formerly  chief  of  program  coordina- 
tion, Social  Security  Board,  Bureau  of  Old  Age 
and  Survivors  Insurance.  Mr.  Kendrick  delivered 
an  address  on  the  subject,  Basic  Issues  in  the  Pro- 
posed Federal  Old  Age  and  Survivors  Coverage 
for  Doctors. 

A copy  of  Mr.  Kendrick’s  address  is  made  part 
of  the  official  minutes  of  this  meeting. 

I here  was  discussion  by  members  of  the  As- 
sociation of  Mr.  Kendrick’s  outstanding  presenta- 
tion. 


Adjournment 

The  meeting  was  adjourned  at  10:15  p.m. 

Attendance  was  93. 

Collation  was  served. 

Respectfully  submitted, 

Michael  DiMaio,  m.d.,  Secretary 
^ 

Annual  Report  of  the  Secretary 

As  secretary  of  the  Association  it  is  my  privilege 
to  submit  this  brief  annual  report  of  our  activities 
during  1956. 

The  Association  held  seven  meetings  at  which 
scientific  lectures  were  presented  which  continued 
the  excellent  pattern  of  previous  years.  The  at- 
tendance at  the  meetings  has  been  good  and  the 
Association  is  indebted  to  Doctor  Irving  A.  Beck 
and  his  Program  Committee  for  the  variety  of 
interesting  topics  presented. 

Through  its  various  committees  and  by  the  in- 
dividual participation  of  its  members  the  Associa- 
tion has  continued  to  play  a vital  role  in  community 
programs  involving  the  health  and  welfare  of  the 
people  within  the  greater  Providence  district.  In 
particular,  active  support  was  given  to  the  polio 
vaccine  program,  the  Community  Fund  program, 
and  various  activities  of  community  health  and 
welfare  organizations. 

The  Health  and  Accident  program  for  the  mem- 
bers continues  as  one  of  the  outstanding  plans  of 
its  type  in  the  country.  We  have  noted  with  inter- 
est that  several  similar  programs  in  other  areas, 
and  on  a national  basis,  have  been  forced  to  reduce 
benefits  drastically  whereas  the  program  of  our 
Association  has  expanded  and  been  most  suc- 
cessful. 

Under  the  direction  of  the  Committee  on  Enter- 
tainment the  Annual  Dinner  and  Golf  Tournament 
held  at  the  Rhode  Island  Country  Club  on  June  6 
was  one  of  the  most  successful  in  a long  series 
of  these  events. 

The  Medical  Bureau  of  the  Association  in- 
creased its  equipment  and  its  staff  as  it  completed 
its  seventh  year  of  operation,  and  again  it  demon- 
strated by  its  work  that  it  is  one  of  the  finest  man- 
aged secretarial  exchanges  anywhere  in  the  coun- 
try. Thousands  of  requests  for  information  are 
channeled  through  this  bureau  annually  and  every 
appeal  for  a physician  for  emergency  medical 
service  has  been  met. 

The  Executive  Committee  has  met  regularly 
during  the  year  to  carry  on  the  business  of  the 
Association,  to  review  qualifications  of  applicants 
for  membership,  and  in  general  to  represent  the 
membership  in  its  relations  with  all  the  community 
agencies  in  the  area. 

The  total  membership  of  the  Association  at  the 
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end  of  the  year  was  656,  of  whom  64  were  associ- 
ate members. 

During  1956  the  Association  elected  thirty-four 
to  active  membership,  two  to  associate  member- 
ship, and  one  to  associate-resident  membership. 
Fifteen  members  resigned  from  membership  upon 
moving  out  of  the  district. 

During  the  year  the  Association  lost  the  follow- 
ing members  by  death:  Peter  Pineo  Chase,  M.D. 
(April  23,  1956)  ; Edmund  D.  Chesebro,  M.D. 
(November  11,  1956)  ; Anthony  M.  Feifer,  M.D. 
(October  27.  1956)  ; Henry  A.  Jones,  M.D. 
(January  15,  1956);  and  James  S.  Moore,  M.D. 
(October  1.  1956). 

To  the  officers,  the  Executive  Committee  and  the 
various  other  committees,  and  the  executive  staff 
of  the  Association,  I express  mv  appreciation  and 
thanks  for  the  assistance  given  me  during  the  year. 

Michael  DiMaio,  m.i>.,  Secretary 

ifc  % ^ 

Report  of  the 

Committee  on  Physicians  Investment  Program 
of  the  Providence  Medical  Association 

Many  business  corporations  have  group  invest- 
ment programs.  Payments  to  these  programs  are 
tax  exempt.  The  programs  are  for  the  purpose  of 
retirement,  and  the  individual  is  taxed  only  when 
payments  from  the  fund  occur.  Since  a retired 
individual  has  a lower  income,  he  is  therefore  taxed 
in  a lower  income  bracket  and  a definite  tax  saving 
is  provided.  Unfortunately,  this  program  is  not 
permitted  the  medical  profession,  and  therefore 
your  committee  was  appointed  to  investigate  the 
possibility  of  developing  some  other  vehicle  for 
our  members  to  invest  money  for  savings  and 
retirement  purposes.  We  have  had  two  meetings. 

Two  county  societies,  Fairfield  County,  Con- 
necticut. and  Maricopa  County,  Arizona,  have 
worked  out  plans  to  take  advantage  of  the  lower- 
ing of  the  loading  fee  percentage  which  is  assessed 
a purchaser  of  Mutual  Investment  Fund  shares. 
This  loading  fee  percentage  varies  according  to 
the  amount  purchased.  The  Society  acts  as  an  agent 
for  the  individual,  and  the  loading  percentage  fig- 
ure is  based  on  the  group  purchase,  which,  of 
course,  is  higher  than  that  of  any  one  individual. 
In  these  programs  the  individual  takes  title  to  the 
share  purchased  in  his  name  and  reports  all  divi- 
dends. The  amount  purchased  by  the  individual  is 
entirely  his  concern.  The  whole  purpose  of  the 
arrangement  is  that  by  group  action  the  loading 
fee  is  placed  into  a lower  percentage. 

There  are  many  types  of  Mutual  Investment 
Funds.  Those  selected  by  the  two  county  societies 
mentioned  above  are  of  the  balanced  type.  That  is, 
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their  portfolio  contains  stocks,  preferred  stocks, 
bonds  and  government  securities.  There  are  other 
types  of  funds  which  are  available. 

Your  committee  does  not  approve  of  this  type 
of  program.  The  loading  fee  even  in  that  per- 
centage bracket  is  higher  than  routine  brokerage 
fees.  The  advertising  does  not  mention  that  there 
is  an  annual  management  fee  which  must  he  de- 
ducted from  the  fund's  income  before  paying  out 
dividends.  In  many  instances  this  fee  is  excessive, 
averaging  over  12  per  cent,  a higher  figure  than  the 
usual  trustee  percentage.  And  finally  there  is  no 
tax  saving,  for  the  individual  must  declare  the 
income  during  the  year  in  which  it  is  received. 
Naturally  the  individual  is  now  in  a high  tax 
bracket  and  that  is  what  we  wish  to  avoid. 

A partial  answer  to  the  problem  of  obtaining 
a tax  benefit  may  be  achieved  through  a short  time 
or  temporary  trust.  This  trust  cannot  be  taken 
on  by  the  Society  hut  only  be  accomplished  by  the 
individual.  Certain  provisions  must  be  met  in  order 
to  obtain  the  tax  benefit.  These  include  the  follow- 
ing : 1 ) the  trust  must  be  irrevocable  during  its 
existence — that  is,  the  owner  has  no  right  to  with- 
draw securities  or  alter  those  provisions  during  its 
life;  2)  the  trust  must  reasonably  be  expected  to 
last  ten  or  more  years ; 3 ) some  one  other  than  the 
donor  must  be  the  beneficiary. 

Such  a trust  can  be  set  up  to  provide  a college 
education  for  a son  or  to  take  care  of  an  aged 
parent,  and  real  tax  savings  will  occur.  The  tax 
on  the  trust  income  is  paid  by  the  beneficiary,  and 
since  he  is  in  a lower  tax  bracket  than  the  donor 
a true  savings  occurs.  Furthermore,  if  the  donor 
provides  more  than  half  the  care  of  the  beneficiary, 
the  donor  still  keeps  his  personal  $600  individual 
exemption.  Upon  expiration  of  the  trust,  the  funds 
revert  to  the  donor  who  by  this  time  may  be  in  a 
lower  tax  bracket,  or  plans  a trust  in  order  to  be 
so.  There  are  many  possibilities  for  the  use  of 
this  type  of  trust  and  the  banks  are  ready  and 
willing  to  inform  the  individual. 

There  are  many  of  us  who  do  not  have  excess 
funds  sufficient  to  establish  a trust  of  this  sort. 
An  arrangement  is  now  available  by  which  the  in- 
dividual may  still  set  up  such  a trust  and  make 
periodic  payments  into  it.  The  banks  now  are 
permitted  to  have  what  is  termed  a “common  trust 
fund.'’  Periodic  payments  may  be  used  by  the 
trust  to  purchase  units  of  this  common  trust  fund 
and  in  that  way  the  trust  will  be  gradually  built 
up.  The  management  fee  is  roughly  nine  per  cent 
of  the  income,  far  less  than  that  charged  by  the 
Mutual  Investment  Funds. 

It  is  pointed  out  that  while  payments  to  the  trust 
are  taxable,  a genuine  tax  saving  still  occurs,  for 
the  income  from  the  trust  is  taxed  at  a far  lower 
bracket. 

continued,  on  next  page 
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I f the  Jenkins-Keogh  bills  were  passed  the  phy- 
sician would  be  able  to  set  up  benefit  funds  which 
are  tax  exempt  as  are  now  allowed  to  other  busi- 
ness and  professional  men.  The  Committee  feels* 
that  the  self-employed  physician  should  no  longer 
be  singled  out  and  it  urges  that  the  Rhode  Island 
Medical  Society  and  the  American  Medical  As- 
sociation continue  to  seek  to  have  this  bill  passed. 
We  therefore  recommend  that  the  following  resolu- 
tion be  presented  to  the  House  of  Delegates  of 
the  Rhode  Island  Medical  Society: 

WHEREAS  it  is  universally  admitted  that  tax 
laws  at  present  discriminate  against  the  self- 
employed  because  they  grant  tax  deferment 
to  all  officers  and  employees  of  a corporation 
which  has  a pension  plan  for  all  payments  made 
by  such  corporation  to  the  plan,  and 

WHEREAS  the  Jenkins-Keogh  bills  are  to  be 
introduced  in  Congress  again  in  1957  to  correct 
this  serious  inequity  and  permit  self-employed 
persons,  including  physicians,  to  enjoy  the  same 
tax  advantages  that  are  extended  to  employees 
under  qualified  plans  established  by  their  em- 
ployer, and 

WHEREAS  the  enactment  of  this  legislation  will 
contribute  to  the  preservation  of  the  conditions 
under  which  independence,  private  initiative 
and  self-reliance  can  be  fostered  by  encourag- 
ing the  self-employed  individual  to  plan  his 
pension  and  retirement  program  which  he  is 
gainfully  employed, 

THEREFORE,  BE  IT  RESOLVED,  that  the 
House  of  Delegates  of  the  Rhode  Island  Medical 
Society  initiate  immediately  an  active  program 
in  Rhode  Island  to  educate  its  membership,  and 
self-employed  persons  in  general,  relative  to  the 
Jenkins-Keogh  bills,  and  that  it  also  urge  upon 
the  Rhode  Island  Congressional  delegation  that 
it  support  the  measures. 

Francis  H.  Chafee,  m.d.,  Chairman 

W.  J.  O’Connell,  m.d. 

William  A.  Reid,  m.ij. 

* * * 

Providence  Medical  Association 
A regular  meeting  of  the  Providence  Medical 
Association  was  held  on  Monday,  December  3, 
1956.  Tbe  meeting  was  called  to  order  by  the  presi- 
dent, Doctor  Robert  R.  Baldridge  at  8:30  p.m. 

The  reading  of  the  minutes  of  the  previous  meet- 
ing was  omitted. 

Doctor  Michael  DiMaio,  secretary,  reported  for 
the  Executive  Committee  as  follows : 

The  Executive  Committee  has  approved  the 
transfer  of  membership  of  Doctor  Edward  Damar- 
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jian  from  the  Providence  to  the  Pawtucket  Medical 
Association. 

The  Executive  Committee  will  submit  the  fol- 
lowing recommendation  to  the  House  of  Delegates 
of  the  Rhode  Island  Medical  Society  at  its  meeting 
in  January: 

That  the  Executive  Committee  of  the  Provi- 
dence Medical  Association  does  not  favor  the 
establishment  and  publication  of  maximum  or 
minimum  fee  schedules  on  a state-wide  basis 
because  of  so  many  problems  involved,  such  as 
local  conditions,  practice  traditions,  specialties, 
etc.,  and  therefore  it  requests  the  House  of 
Delegates  of  the  Rhode  Island  Medical  Society 
to  consider  and  resolve  the  question  of  the  ad- 
visability of  publishing  minimum  or  maximum 
fee  schedules  on  a state-wide  basis  or  by  districts. 

* * * 

In  accordance  with  the  By-Laws  the  Executive 
Committee  has  prepared  and  has  mailed  to  each 
member  of  the  Association  a proposed  slate  of  offi- 
cers to.  serve  in  1957.  Counter  nominations  must 
be  in  writing  signed  by  ten  members  of  the  Associ- 
ation and  delivered  to  the  secretary  at  least  ten  days  i 
prior  to  the  annual  meeting  to  be  held  on  January 
7,  1957. 

The  president  announced  that  the  committee  of 
the  Association  consisting  of  Doctors  Frank  J. 
Honan  and  Frederic  J.  Burns  has  submitted  its 
tribute  to  the  late  Doctor  James  P.  Londergan, 
and 

The  committee  consisting  of  Doctors  William 
O.  Rice  and  Irving  A.  Beck  has  submitted  its 
tribute  to  the  late  Doctor  Anthony  Feifer. 

Both  these  testimonials  become  part  of  the  per- 
manent record  of  the  Association. 

Award  of  Certificates  of  Ale  tuber  ship 
Doctor  Baldridge  presented  certificates  of  mem- 
bership in  the  Association  to  the  physicians  elected 
at  the  November  meeting,  and  he  expressed  his 
appreciation  to  the  physicians  sponsoring  the  new 
members  who  were  in  attendance  at  the  meeting. 

Election  of  New  Members 
The  secretary  reported  that  the  Executive  Com- 
mittee recommended  for  election  the  following 
doctors:  Alvin  G.  Gendreau,  M.D.,  311  Angell 
Street,  Providence,  endorsed  by  Doctors  Walter 
Durkin  and  John  Geoghegan ; Anna  Sandberg,  , 
M.D.,  17  Edgebill  Road,  Providence,  endorsed  by 
Doctors  Maurice  Adelman  and  Maurice  Kay ; | 
Albert  F.  Tetreault,  M.D.,  43  Elmgrove  Avenue,  j 
Providence,  endorsed  by  Doctors  Russell  S.  Bray 
and  Alex  M.  Burgess,  Jr. ; and  Peter  Volodkevich, 
M.D.,  Rhode  Island  Hospital,  Providence,  en-  ’ 
dorsed  by  Doctors  Herbert  Fanger  and  George 
F.  Meissner. 


* * * 
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the  arch. 

We  have  many  attractive 
boy  and  girl  styles;  and 
we  fit  them  according  to 
doctors’  orders. 


film* 

Q(U  AL1TY  FOOTWEAR 
SINCE  1812 

206  WESTMINSTER  ST.  PROVIDENCE 


E.  WILLIAM  BURRELL 


All  prescription  fittings 
supervised  by  Mr. 
Edward  Burrell  or  Mr. 
William  Burrell.  Call 
GAspee  1-7040  for  furth- 
er information.  Fitting 
prescription  pads  fur- 
nished on  request. 


Thirst,  too. 


seeks  quality 
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And  for  Associate-Resident  membership  the 
Committee  nominates:  Robert  Arthur  Brogan. 
M.D.,  Bradley  Home,  Riverside. 

Action:  It  was  moved  that  the  nominees  for 
membership  be  elected.  The  motion  was  seconded 
and  adopted. 

Scientific  Program 

A motion  picture  in  sound  prepared  for  national 
closed  television  presentation  hy  the  Smith,  Kline 
and  French  Laboratories  on  the  subject  Mind  and 
Medicine  was  shown. 

After  the  completion  of  the  film  the  general 
subject  of  mental  health  and  its  present-day  man- 
agement was  ably  discussed  by  Doctors  D.  Fish, 
D.  Coppolino,  H.  Williams  and  William  Hughes. 

The  meeting  adjourned  at  1 1 :05  p.m. 

Attendance  was  115. 

Collation  was  served. 

Michael  DiMaio,  m.d.,  Secretary 

KENT  COUNTY  MEDICAL  SOCIETY 

A meeting  of  the  Kent  County  Medical  Societv 
was  held  on  December  12,  1956,  at  which  the  fol- 
lowing officers  were  elected  for  the  year  1957 : 


President  Francis  E.  Temple,  m.d. 

Vice  President  Paul  G.  Haltenberger,  m.d. 
Secretary.  Paul  E.  Barber,  m.d. 


PERSPIRATION  PROOF 
Insoles  do  not  crack  or  curl 
from  perspiration* 


• Insole  extension  and  wedge  at  inner  corner  of 
heel  where  support  is  most  needed. 

• The  patented  arch  support  construction  is  guaran- 
teed not  to  break  down. 

Innersoles  guaranteed  not  to  crack  or  collapse. 

• Foot-so-Port  lasts  designed  and  the  shoe  construc- 
tion engineered  with  orthopedic  advice. 

• Conductive  Shoes  for  surgical  and  operating  room 
personnel.  N.B.F.U.  specifications. 

• We  are  also  the  manufacturer  of  the  Gear-Action 
Shoe  designed  by  noted  orthopedic  surgeon. 

• We  make  more  shoes  for  polio,  club  feet  and  dis- 
abled feet  than  any  other  shoe  manufacturer. 

Send  for  free  booklet,  “The  Preservation  of  the  Function  of  the 
Foot  Balancing  and  Synchronizing  the  Shoe  with  the  Foot/' 

Write  for  details  or  contact  your  local  FOOT-SO-PORT 
Shoe  Agency . Refer  to  your  Classified  Directory 

Foot-so-Port  Shoe  Company,  Oconomowoc,  Wis. 

A Division  of  Musebeck  Shoe  Company 
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Treasurer  John  A.  Mack.  m.d. 

Delegates  Peter  C.  H.  Erinakes,  m.d. 

Russell  P.  Hager,  m.d. 
Councillor  Arthur  E.  Hardy,  m.d. 

Alternate  Councillor  Joseph  C.  Kent,  m.d. 

Censors  George  B.  Earrell,  m.d. 

Joseph  C.  Kent,  m.d. 

Joseph  E.  Wittig,  m.d. 

Respectfully  submitted, 

Paul  E.  Barber,  m.d..  Secretary 

PAWTUCKET  MEDICAL  ASSOCIATION 

A dinner  meeting  of  the  Pawtucket  Medical 
Societv  was  held  at  the  Lindsey  Tavern  at  6:30 
p.m.  on  Thursday.  November  29,  1956.  Dr.  Ray- 
mond T.  Stevens  presided. 

The  following  members  were  present : Drs.  F. 
Hanley,  H.  Hanley,  Stapans,  Schiff,  Fortin,  Met- 
calf, Bruno,  Hayes,  Lappin,  Lovering,  Czekan- 
ski.  Chapman,  Damarjian.  Webster,  Sprague, 
Stevens,  Doll,  Ruggles,  Healey.  Lussier.  Paulk 
Cunningham,  Hanna,  Kelley,  Bleyer.  Jeremiah,  \ 
Mara,  Zolmian,  Billings,  Forgiel,  Gorfine,  H. 
Turner.  E.  Gaudet,  Seabra,  Boucher,  Pinault. 

The  minutes  for  the  previous  meeting  were  read 
and  approved.  Communications  were  read  and  in- 
cluded the  following:  1.)  letter  from  the  Provi- 
dence Medical  Society  in  which  Dr.  E.  Damarjian 
transferred  his  active  membership  from  Provi- 
dence Medical  Society  to  the  Pawtucket  Medical 
Society.  2.)  application  for  admission  to  the  so- 
ciety from  Dr.  Peter  Chudolij.  3.)  application  for 
admission  to  the  society  from  Dr.  Olga  Koropey. 

Following  dinner  Dr.  Jeremiah  spoke  on  plastic 
and  reconstructive  surgery  of  the  face  and  head. 
His  talk  was  illustrated  with  colored  slides.  The 
talk  was  received  with  general  applause  and  it 
evoked  favorable  comment  from  several  of  the 
members  present. 

The  business  aspect  of  the  meeting  continued. 
The  standing  committee’s  report  as  presented  In- 
Dr.  Zolmian,  approved  the  following  motion:  The 
by-laws  be  amended  so  that  20%  of  the  active 
voting  members  be  present  to  form  a minimum 
quorum  to  carry  out  any  Society  business.  This 
was  passed  by  the  Society. 

The  meeting  adjourned  at  10:20  p.m.  and  some 
members  remained  to  see  Dr.  Jeremiah's  movie. 

Nathan  Sonkin,  m.d..  Secretary 

SUPPORT  YOUR  DISTRICT  SOCIETY 
BY  ATTENDING  ITS  MEETINGS 


v. 


Liquid 

Pediatric  Drops 

aqueous  suspension 

stabilized,  soluble,  no  oil  to  block  absorption,  no 
oily  taste  or  repeat,  remarkably  free  of  side  effects 

ready-to-use,  no  refrigeration 

freely  miscible  in  water,  milk,  formula,  or  drop 
directly  on  tongue 

handy,  plastic  dropper  bottle 

accurate  dosage  is  easy,  one  drop  per  pound  body 
weight  per  day 

Supplied:  10  cc.  plastic  dropper-type  bottle  (cherry- 
flavor),  100  mg./cc.  (approx.  5 mg.  per 
drop) 


Achromycin*  Tetracycline  ranks  among  the 
foremost  in  its  field  today  . . . judged  on  its 
exceptional  effectiveness  against  a wide  range 
of  pathogens,  prompt  control  of  infections  com- 
monly seen  in  medical  practice,  low  incidence 
of  side  reactions.  These  outstanding  features 
have  been  repeatedly  confirmed  by  physicians 
everywhere  during  more  than  three  years  of 
clinical  usage. 


LEDERLE  LABORATORIES  DIVISION.  AMERICAN  CYANAMID  COMPANY.  PEARL  RIVER,  NEW  YORK 

*Reg.  U.  S.  Pat.  Off. 
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THE  WOMAN  S AUXILIARY 


The  March  Meeting 

The  next  meeting  of  the  Auxiliary  will  be 
held  on  Tuesday,  March  5,  at  the  Crown  Hotel. 
To  make  it  possible  for  more  mothers  of  school 
children  to  attend  the  meeting  will  he  at  an  earlier 
hour  than  has  been  the  practice  in  the  past.  There 
will  be  a coffee  hour  at  12:30  p.m.,  with  the  busi- 
ness meeting  planned  to  start  at  1:13  p.m.  The 
program  which  follows  is  a varied  one.  It  includes  : 

1.  A hat  contest,  sponsored  by  the  Safety  Com- 
mittee. Prizes  will  he  given  for  the  hats  considered 
best  depicting  possible  causes  of  accidents  and 
fires  in  the  home. 

2.  A comic  reading,  Doctors’  Wives. 

3.  Address  by  Mrs.  Robert  Flanders,  president, 
Woman’s  Auxiliary  to  the  American  Medical 
Association. 

Wives  of  residents  and  interns  in  the  various 
hospitals  have  been  invited  to  attend  this  meeting, 
as  well  as  the  wives  of  doctors  stationed  at  the 
Quonset  Naval  Base  and  the  Newport  area. 

Christmas  Cheer  at  Howard 

On  Thursday,  December  20th,  special  holiday 
entertainment  for  the  patients  in  the  geriatrics 
building  at  the  State  Institutions  was  provided  by 
the  members  of  the  Auxiliary’s  Mental  Health 
Committee,  headed  by  Mrs.  George  H.  Taft.  Mrs. 
Lester  M.  Friedman  was  the  soloist  in  the  musical 
program  that  was  presented.  Candy  was  provided 
for  all  the  geriatric  patients  in  the  building. 

T ele vision  Program 

The  medical  television  program,  which  appeared 
weekly  through  January  9,  is  now  off  the  air.  How- 
ever, due  to  public  interest  and  many  requests,  it 
will  be  resumed  on  April  4 and  will  be  seen  on  each 
Thursday  morning  during  April  and  May. 

Once  again  the  Public  Relations  Committee 
wishes  to  express  its  thanks  to  all  who  took  part 
in  its  programs.  Betty  Adams  said  that  she  had 
never  had  a more  cooperative,  interesting,  and 
punctual  group  with  whom  to  work. 

In  setting  up  the  coming  series,  suggestions  and 
criticism  from  members  of  the  Medical  Society 
will  be  welcome. 

Dessert  Bridge 

The  date,  Tuesday,  April  23,  and  the  place,  the 


Nurses  Auditorium,  Rhode  Island  Hospital,  have 
been  announced  for  the  dessert  bridge  by  the 
chairman,  Mrs.  Richard  E.  Haverly  and  the  co- 
chairman,  Mrs.  Charles  W.  Cashman,  Jr. 

This  event  will  replace  the  rummage  sale  held 
previously  as  the  second  fund-raising  effort  of  the 
year  for  the  community  service  projects  of  the 
Auxiliary.  In  this  case  the  proceeds  will  be  used 
to  provide  for  two  scholarships  for  nurses,  and  the 
remainder  will  be  given  to  the  Benevolence  Fund 
of  the  Rhode  Island  Medical  Society. 

Dinner  Dance  Funds  Allocated 

At  the  board  meeting  on  January  15,  the  funds 
acquired  at  the  dinner  dance  were  allocated  as  fol- 
lows : $100  for  AMEF,  $1 .000  for  establishing  the 
Nurses  Loan  Fund  and  for  the  recruitment  pro- 
gram and  the  remainder,  $100  plus,  for  the  Ben- 
evolence Fund  of  the  Rhode  Island  Medical  So- 
ciety, with  more  expected  to  be  added  to  the  latter 
from  the  proceeds  of  the  dessert  bridge. 

The  Nurses  Loan  Fund 

A Nurses  Loan  Fund  has  been  established  by 
the  Auxiliary,  Mrs.  Alexander  A.  Jaworski, 
chairman  of  the  Recruitment  and  Scholarships 
Committee,  has  reported.  This  will  allow  the  pay- 
ment of  up  to  $300  each  to  prospective  nurses  show- 
ing proof  of  need  and  at  least  a “B”  average  in 
high  school.  The  loan  is  expected  to  be  paid  back 
in  regular  installments  at  2 per  cent  interest,  start- 
ing six  months  after  graduation.  This  program 
will  be  limited  to  use  in  the  five  schools  of  nursing 
located  in  Rhode  Island.  Applications  must  be 
made  directly  to  the  committee,  who  will  administer 
the  fund. 

Letters  announcing  the  availability  of  the  fund 
are  being  mailed  to  all  high  school  principals  in 
the  state,  with  notices  for  bulletin  boards  and 
descriptive  material  for  vocational  counsellors. 

Recruitment  Program 

The  recruitment  program  has  been  broadened 
this  year  to  include  the  allied  sciences  as  well  as 
the  nursing  field.  The  first  high  school  program 
is  being  presented  on  February  12  at  the  Barring- 
ton High  School  when  a panel  of  six  will  discuss 
their  respective  fields.  This  panel  will  include  the 
following : a medical  technologist,  an  occupational 
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AN  EXPERIMENT  IN  MEDICAL  NOMENCLATURE 
INTRODUCING  THE  TERM: 


“cell  examination 
for  uterine  cancer” 


The  exfoliative  cytological  examination  is  called  by  some 
doctors  the  cytologic  cervical  test  — by  others  the  “Pap”  smear 
test.  In  urging  all  women  to  have  this  test  annually,  we  are 
calling  it  the  cell  examination  for  uterine  cancer. 


Here  are  our  reasons : 


Cytologic  cervical  test  is  a term  which  seems  complicated  to 
many  women. 

“Pap”  smear  test  is  simple,  but  women  we  have  talked  to 
find  the  word  “smear”  unpleasant  and  disturbing,  and  it  may 
add  to  their  anxieties  about  pelvic  examinations. 

Public  relations  advisors  say  that  broadcasters  and  editors 
will  dislike  “smear”—  and  TV,  radio  and  the  press  will  be  essen- 
tial to  the  success  of  this  educational  project. 

We  have  considered  other  terms  but  have  at  last  agreed  on 
cell  examination  for  uterine  cancer  as  the  term  which  simply 
and  accurately  describes  the  keystone  of  this  vitally  important 
program. 

This  test  can  help  save  thousands  of  women  each  year.  In 
many  parts  of  the  country  it  is  becoming  widely  accepted  as  a 
part  of  a routine  checkup.  As  fast  as  county  medical  societies 
appi’ove,  our  local  Units  will  urge  women  to  go  to  their  physi- 
cians annually  for  a cell  examination  for  uterine  cancer. 


RHODE  ISLAND 
DIVISION 
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therapist,  a physiotherapist,  a medical  social  work- 
er. a nurse,  and  a dietitian.  A motion  picture 
Health  Careers  will  he  shown,  and  appropriate 
literature  distributed.  This  program  will  be  re- 
peated in  other  high  schools  throughout  the  state 
as  soon  as  arrangements  are  made. 

New  Career  Booklet  Available 

Medical  Allied  Sciences  for  Student  Guidance 
is  the  title  of  a booklet  printed  by  the  Auxiliary 
for  use  in  its  recruitment  program.  It  includes 
requirements  for  students  in  the  various  fields, 
descriptions  of  the  type  of  work,  salaries,  and 
specific  references  for  further  information.  The 
booklet  will  he  distributed  at  the  various  high 
schools  where  the  recruitment  programs  are  pre- 
sented and  will  also  he  available,  free,  upon  request 
to  the  committee. 


PATRONIZE 
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Wherever  you  go 
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BOOK  REVIEWS 


; THE  HAPPY  LIFE  OF  A DOCTOR  by  Roger 

I.  Lee,  M.D.  Little,  Brown  and  Company,  Bos- 
ton. 1956.  $4.00 

Eighteen  years  of  close  association  with  doctors, 
J witnessing  at  firsthand  the  many,  and  often  ex- 
cessive, demands  made  upon  their  time  and  ener- 
gies, the  continuous  absence  from  their  families, 
the  worry  incident  to  the  care  of  their  patients, 
the  never-ending  demand  to  keep  abreast  of  medi- 
cal knowledge  by  attendance  at  medical  meetings 
and  by  reading  the  current  scientific  journals,  has 
often  made  me  wonder  whether  or  not  the  life  of 
a doctor  is  a happy  one.  My  doubts  were  completely 
dispelled  by  the  autobiography  of  Doctor  Roger  I. 
Lee. 

In  an  extremely  informal  way — and  how  else 
could  Roger  Lee  he — the  man  who  was  president 
of  the  American  Medical  Association  and  also  the 
American  College  of  Physicians,  among  other 
honors,  proves  that  he  who  busies  himself  through- 
out his  life  with  the  problems  of  his  vocation,  as 
well  as  his  avocation,  will  indeed  have  a happy  life. 

Even  being  fat  has  its  advantages,  as  Doctor 
Lee  tells  us  in  his  inimitable  way,  noting  that 
“ample  people  . . . by  and  large  . . . tend  to  he  not 
quarrelsome,  hut  peaceful.”  Although  he  makes 
his  own  life  sound  as  peaceful  at  times  as  a New 
England  village  on  Sunday,  one  suspects  that  in 
his  case  at  least  there  is  truly  energy  of  the  mind 
: “which  is  more  precious  than  misspent  nervous 
physical  energy.” 

Doctors  throughout  the  land,  those  who  know 
Roger  Lee  as  well  as  those  to  whom  he  is  hut  a 
name,  will  enjoy  his  views  on  his  life,  and  in  par- 
ticular his  life  as  a physician.  I am  sure  that  every 
doctor  will  find  Doctor  Lee’s  report  not  alone 
fascinating  reading,  hut  also  encouragement  to 
expand  a busy  medical  life  to  include  other  aspects 
besides  the  actual  care  of  patients. 

To  one  who  has  devoted  nearly  two  decades  to 
medical  organization,  and  who  on  many  occasions 
enjoyed  lively  discussions  with  Doctor  Roger  Lee, 
that  distinguished  editor,  Doctor  Bob  Nye,  and 
our  own  Doctor  Peter  Pineo  Chase  on  the  wide, 
!|!  wide  world  of  medical  practice,  the  observations 
in  the  book  of  the  most  happy  doctor  of  Boston 
on  trends  in  medical  practice,  mechanical  and 
chemical  aids,  and  the  joys  of  being  a doctor  today 


were  most  memorable. 

W ith  no  defense  or  boast  even  of  the  old  days 
of  which  many  of  the  “medical  stories  are  romantic 
hut  rarely  scientific,”  the  doctor  who  found  time 
from  his  medical  life  to  serve  as  a member  of  the 
Harvard  Corporation  for  twenty-two  years,  chides 
his  colleagues  who  permit  their  medical  practice 
to  become  too  mechanistic,  and  who  fail  to  regard 
their  patient  as  a human  entity.  “In  medicine,” 
he  points  out,  “one  is  not  treating  an  X-ray  film, 
a chemical  reading,  or  a tracing  by  a string  gal- 
vanometer, hut  a real  live  human  being.”  And  he 
notes,  “we  doctors  ourselves  tend  to  accept  too 
readily  a mechanical  result  without  much  question, 
and  often  with  childlike  simplicity.” 

T f the  young,  or  less  community-conscious  phy- 
sician thinks  that  the  successful  career  of  Doctor 
Lee,  marked  by  a wide  range  of  activities  besides 
his  medical  practice,  presents  too  great  a challenge 
in  the  quest  for  a happy  life,  he  may  take  solace  in 
the  thoughtful  observations  the  author  notes  as 
basic  for  the  real  joy  of  medicine: 

. . . firstly,  the  rapid  progress,  in  which  we  share 
or  are  professionally  damned ; secondly,  the 
complex  and  baffling  nature  of  any  patient  with 
any  disease ; thirdly,  the  human  relationship  of 
the  doctor  and  the  patient ; and  fourthly,  the 
relations  of  the  doctor  with  other  doctors,  part 
of  which  is  the  maintenance  of  professional 
ideals  of  medicine.” 

John  E.  Farrell,  sc.d. 

ELECTROCARDIOGRAPHY,  FUNDA- 
MENTALS AND  CLINICAL  APPLICA- 
TION by  Louis  Wolff,  M.D.,  Philadelphia,  W. 
B.  Saunders  Co.,  1956.  $7.00 

This  splendid  volume  is  divided  into  three  main 
sections — Basic  Principles,  Clinical  Electrocardi- 
ography and  the  Normal  and  Abnormal  Cardiac 
Mechanism.  The  section  on  Basic  Principles  is 
detailed  and  carefully  developed,  hut  is  not  a 
primer  for  the  raw  beginner  wishing  a simple 
treatment  of  elementary  cardiac  electrophysiology. 
Rather,  it  is  a careful  study  of  the  basic  concepts, 
written  in  a way  that  will  repay  the  repeated  refer- 
ence of  the  advanced  student  and  practicing  cardi- 
ologist. It  brings  to  bear  much  that  has  been  learned 
from  vectorcardiography,  without  introducing 
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ON  THE  MEDICAL  LIBRARY  BOOKSHELVES 


Three  new  titles  have  been  added  to  the  Daven- 
port Collection  and  are  available  for  circulation: 
William  L.  Crosthwait,  M.D.  & Ernest  G.  Fischer 
The  Last  Stitch.  J.  B.  Lippincott  Co.,  Phil.. 
1956.  Dr.  Crosthwait  of  Texas,  now  in  his  fifty- 
sixth  year  of  practice,  reviews  his  busy  life  in  en- 
gaging, anecdotal  fashion. 

Brooke  H indie  — The  Pursuit  of  Science  in  Rev- 
olutionary America,  1735-1789.  Published  for  the 
Institute  of  Early  American  History  and  Culture, 
Williamsburg,  Virginia  by  the  University  of  North 
Carolina  Press,  Chapel  Hill.,  1956.  In  the  author's 
words  “The  heritage  left  by  the  Revolutionary 
generation  contained  no  more  important  element 
than  this  faith  that  science  would  flourish  in 
America  and  that  it  would  he  instrumental  in  ad- 
vancing the  wealth  and  happiness  of  the  nation. 
Their  zeal  and  their  vision  were  transmitted  almost 
intact.  The  unprecedented  richness  of  modern 
America  is  a monument  to  the  faith  of  the  Revolu- 
tionary generation  in  the  power  and  beneficence  of 
science,  just  as  its  form  of  government  is  a monu- 
ment to  their  faith  in  man’s  capacity  to  govern 
himsel  f .” 

Caret  Rogers  — Lancet.  G.  P.  Putnam's  Sons. 
N.  Y.,  1956.  This  is  a novel  based  on  the  lives  of 
John  and  William  Hunter.  It  paints  a vivid  picture 
of  18th  century  London. 

Other  purchases  zvere: 

Odin  V . Anderson  & Jacob  J.  Feldman  — Family 
Medical  Costs  and  Voluntary  Health  Insurance: 
A Nationwide  Survey.  Blakiston  Division,  Mc- 
Graw-Hill Book  Co.,  Inc.,  N.  Y.,  1956. 

Paul  B.  Beeson  & others,  editors  — The  Year 
Book  of  Medicine  (1956-1957  Year  Book  Series). 
Year  Book  Publishers,  Inc.,  Chic.,  1956. 

Herbert  Conway — Tumors  of  the  Skin.  Charles 
C Thomas,  Springfield.  111.,  1956. 

William  Dock  & I.  Snapper,  editors  — Advances 
in  Internal  Medicine,  vol.  VIII,  1956.  Year  Book 
Publishers,  Inc.,  Chic.,  1956. 

Nicholson  J.  Eastman  — William’s  Obstetrics. 
11th  ed.  Appleton-Centurv-Crofts,  Inc.,  N.  Y., 
1956. 

Jack  C.  Haldeman  & others  — Staffing  of  State 
and  Local  Health  Departments,  1951.  U.  S.  De- 
partment of  Health,  Education,  and  Welfare,  Pub- 
lic Health  Monograph  no.  13.  Wash.,  1953. 


John  A.  Key  & H.  Earle  Conwell  — The  Manage- 
ment of  Fractures,  Dislocations  and  Sprains.  6th 
ed.  C.  V.  Mosby  Co.,  St.  L„  1956. 

Kenneth  F.  Maxcy- — Rosenau’s  Preventive  Medi- 
cine and  Public  Health.  8th  ed.  Appleton-Century- 
Crofts,  Inc.,  N.  Y.,  1956. 

H.  F.  Moseley,  editor  ■ — Textbook  of  Surgery. 
2nd  ed.  C.  V.  Mosby  Co.,  St.  L.,  1955. 

Emil  Novak  & Edmund  R.  Novak  — Textbook 
of  Gynecology.  Williams  & Wilkins  Co.,  Balt., 
1956. 

Howard  F.  Root  & Priscilla  White  - — - Diabetes 
Mellitus.  Handbook  for  Physicians.  Landsberger 
Medical  Books,  Inc.,  N.  Y.,  1956. 

Louis  J . Soffer  — Diseases  of  the  Endocrine 
Glands.  2nd  ed.  rev.  Lea  & Febiger,  Phil.,  1956. 
J.  S.  Speed  & Robert  A.  Knight,  editors  — Camp- 
hell's  Operative  Orthopaedics.  2 vols.  C.  V.  Mosby 
Co.,  St.  L.,  1956. 

E.  A.  Spiegel,  editor  — Progress  in  Neurology 
and  Psychiatry.  An  Annual  Review.  Vol.  XI. 
Grime  &-  Stratton,  N.  Y.,  1956. 

Symposium.  Morals,  Medicine  and  the  Law.  New 
York  University  Law  Review,  vol.  31,  no.  7, 
November  1956. 

Philip  Thorek — Surgical  Diagnosis.  J.  B.  Lippin- 
cott Co.,  Phil.,  1956. 

George  A.  Ulett  & D.  Wells  Goodrich  — A Syn- 
opsis of  Contemporary  Psychiatry.  C.  V.  Mosby 
Co.,  St.  I..,  1956. 

LT.  S.  Department  of  Health,  Education,  and  Wel- 
fare — Selected  References  on  Cardiovascular 
Disease.  An  Annotated  Bibliography.  Wash..  1956. 
William  B.  Wartman,  editor  — The  Year  Book  of 
Pathology  and  Clinical  Pathology  (1955-1956 
Year  Book  Series)  Year  Book  Publishers,  Inc., 
Chic.,  1956. 

Review  volumes  from  the  Rhode  Island  Medical 
Journal  were: 

Ciba  Foundation  — Colloquia  on  Ageing,  vol.  2. 
Ageing  in  Transient  Tissues.  Edited  by  G.  E.  W. 
Wolstenholme  & Elaine  C.  P.  Millar.  Little.  Brown 
& C'o..  Bost.,  1956. 

Ciba  Foundation  — Colloquia  on  Endocrinology, 
vol.  9.  Internal  Secretions  of  the  Pancreas.  Edited 
by  G.  E.  W.  Wolstenholme  & Cecilia  M.  O’Con- 
nor. Little,  Brown  & Co.,  Bost.,  1956. 

Ciba  Foundation  — Symposium  on  Experimental 
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KNOX  PROTEIN  PREVIEWS 


Overcoming  Today  s No.  1 Nutritional  Proble 


Knox  “Food  Exchange”  Diet  Enlists  the  Cooperation 
of  Your  DIABETIC  Patients  for  Dietotherapy 


1 . This  Knox  booklet  is  based  on  nutritionally-tested  Food 
Exchanges1  and  demonstrates  that  variety  is  possible  for 
diabetic  diets. 

2.  The  easy-to-understand  Food  Exchanges  simplify  dietary 
control  for  the  diabetic  by  eliminating  calorie  counting. 

3.  Diets  promote  accurate  adjustment  of  caloric  levels  to 
the  special  needs  of  the  patient,  yet  allow  each  individual 
considerable  latitude  in  the  choice  of  foods. 

4.  Each  booklet  presents  in  addition  16  pages  of  appetizing, 
kitchen-tested  recipes. 

1.  The  Food  Exchange  Lists  referred  to  are  based  on  material  in 
“Meal  Planning  with  Exchange  Lists”  prepared  by  Committees  of 
the  American  Diabetes  Association,  Inc.,  and  The  American  Dietetic 
Association  in  cooperation  with  the  Chronic  Disease  Program,  Public 
Health  Service,  Department  of  Health,  Education  and  Welfare. 
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ON  THE  MEDICAL  LIBRARY  BOOKSHELVES 

continued  from  page  126 

Tuberculosis.  Bacillus  and  Host  with  an  Adden- 
dum on  Leprosy.  Edited  by  G.  E.  \Y.  W olsten  . 
holme  & others.  Little.  Brown  & Co.,  Bost.,  1955. 
Colonel  John  Boyd  Coates,  jr.,  Ebbe  Curtis  Hoff 
& others,  editors  — Preventive  Medicine  in  World 
War  II.  vol.  II — Environmental  Hygiene.  Medical 
Department,  U.  S.  Army,  Office  of  the  Surgeon 
General.  Wash.,  1955. 

Salvatore  R.  Cutolo  with  Arthur  & Barbara  Gelb 
—Bellevue  is  My  Home.  Doubleday  & Co.,  Inc., 
Garden  City,  1956. 

Morris  Fishbein,  editor — Children  for  the  Child- 
less. Doubleday  & Co.,  Inc.,  Garden  City,  1954. 
C.  Frederic  Fluhmann  — Management  of  Men- 
strual Disorders.  W.  B.  Saunders  Co.,  Phil.,  1956. 
John  Maurice  Grimes  — When  Minds  go  Wrong. 
Devin-Adair  Co.,  N.  Y.,  1954. 

Harry  Gross  & Abraham  Jezer  — Treatment  of 
Heart  Disease.  A Clinical  Physiological  Approach. 
W.  B.  Saunders  Co.,  Phil.,  1956. 

H.  Corwin  Hinshaw  & L.  Henry  Garland  - 
Diseases  of  the  Chest.  W.  B.  Saunders  Co.,  Phil., 
1956. 

Ralph  H.  Major  & Mahlon  H.  Delp  — Physical 
Diagnosis.  5th  ed.  W.  B.  Saunders  Co.,  Phil.,  1956. 
lules  H.  Masserman  — The  Practice  of  Dynamic 
Psychiatry.  W.  B.  Saunders  Co.,  Phil..  1955. 

Ibert  Mellan  & Eleanor  Mellan  — Dictionary  of 
Poisons.  Philosophical  Library,  N.  Y.,  1956. 
Donald  M.  Pillsbury  & others  — Dermatology.  W. 
B.  Saunders  Co.,  Phil.,  1956. 

Leonard  S.  Rosenfeld  & Henry  B.  Makeover  — 
The  Rochester  Regional  Hospital  Council.  The 
Commonwealth  Fund,  Harvard  University  Press, 
Cambridge,  1956. 

Max  S.  Sadove  & James  H.  Cross  — The  Recovery 
Room.  Immediate  Postoperative  Management.  \\  . 
B.  Saunders  Co.,  Phil.,  1956. 

William  A.  Sodeman,  editor  ■ — Pathologic  Physi- 
ology. Mechanisms  of  Disease.  2nd  ed.  \\  . B. 
Saunders  Co.,  Phil.,  1956. 

Marie  Carmichael  Stopes  — Sleep.  Philosophical 
Library,  N.  Y.,  1956. 

Ray  E.  Trussed  — Hunterdon  Medical  Center. 
The  Story  of  One  Approach  to  Rural  Medical 
Care.  The  Commonwealth  Fund,  Harvard  Uni- 
versity  Press,  Cambridge,  1956. 

Benjamin  B.  Wells  — Clinical  Pathology.  Appli- 
cation and  Interpretation.  2nd  ed.  W.  B.  Saunders 
Co.,  Phil.,  1956. 

Fellows  of  the  Society  have  given  the  following 
items: 

From  Harold  G.  Colder , M.D.  — Michael  LTider- 
wood  — A Treatise  on  the  Diseases  of  Children, 
with  General  Directions  for  the  Management  of 
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Infants  from  the  Birth.  Phil.,  1793.  (This  volume 
was  given  to  Dr.  H.  G.  Calder  by  Dr.  J.  W.  Leech) . 
Seventy  bound  volumes. 

From  Donald  L.  DeNyse , M.D.  — Medical 
journals. 

From  Frank  T.  Fulton,  M.D.  — Thirteen  bound 
volumes. 

From  Seehert  J . Goldowsky,  M.D.  — Payment 
for  the  rebinding  and  repairing  of  vol.  2.  1824-25 
Boston  Medical  Intelligencer. 

From  Herman  C.  Pitts,  M.D.  — One  hundred 
thirty-two  bound  volumes  and  pamphlets. 

From  Lewis  Porter,  M.D.  — Medical  journals. 
From  Francesco  Ronchese,  M.D.  — “A  passport 
dated  April  8.  1857  granted  by  the  Emperor  of 
Austria  owner  of  the  Italian  regions  of  Lombardy 
and  Venetia,  to  Dr.  Francesco  Loro,  physician  in 
Treviso,  Italy,  for  reason  of  study  ‘abroad,’  per- 
mitting him  to  go  to  Bologna,  Florence.  Genoa, 
Turin,  distances  of  about  from  50  to  100  miles. 
Dr.  Francesco  Loro  was  Dr.  Ronchese’s  grand- 
father.” 

Three  volumes  and  medical  journals. 

From  Werner  Segall,  M.D.  — Medical  journals. 
From  Stanley  Sprague,  M.D.  — State  of  Cali- 
fornia Board  of  Medical  Examiners.  Directory 
1956. 

From  Benjamin  F.  Tefft,  M.D.  — Medical 
journals. 

Other  gifts  were: 

From  Mr.  IV . Wallace  Potter  — Twenty-five  dol- 
lars to  be  used  in  restoring  old  volumes. 

From  the  Estate  of  Mrs.  Anna  Utley  Wilcox  - 
Portrait  of  Leander  Utley,  M.D.,  a member  of 
the  Rhode  Island  Medical  Society  from  1827-52; 
Dr.  Utley’s  name  plate,  certificate  of  membership 
in  the  R.I.M.S.,  books,  papers  and  letters. 

From  Donald  C.  Gates,  M.D.  — Medical  journals. 
From  John  Hay  Library,  Brown  University  - 
Books  and  journals. 

From  the  National  Institutes  of  Health  — English 
translation  of  the  Russian  Journals — Biochemistry 
and  the  Bulletin  of  Experimental  Biology  and 
Medicine. 

American  Cancer  Society  — A Cancer  Source 
Book  for  Nurses.  N.  Y.,  1950.  Gift  of  the  Society. 
American  Cancer  Society  — 6th  Report  of  Insti- 
tutional and  Special  Purpose  Research  Grants  of 
the  American  Cancer  Society,  September  1954  - 
August  1955.  N.  Y.,  1956.  Gift  of  the  Society. 
American  College  of  Surgeons  — Directory,  1956. 
Chic.,  1956.  Gift  of  the  College. 

American  Medical  Association  — A Planning 
Guide  for  Establishing  Medical  Practice  Units. 
Published  through  a grant  made  by  the  Sears- 
Roebuck  Foundation.  Chic.,  n.d.  7 copies.  Gift  of 
the  A.M.A. 
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American  Medical  Education  Foundation  — Di- 
rectory of  Physicians  Contributing  to  Medical 
Education  in  the  United  States,  1955.  Chic.,  n.d. 
Gift  of  the  Foundation. 

Roscoe  L.  Barrow  & Howard  D.  Fabing  — Epi- 
lepsy and  the  Law.  Hoeber-Harper,  N.  Y.,  1956. 
Gift  of  the  American  League  Against  Epilepsy. 
| Paul  \Y.  Beaven  — For  the  Welfare  of  Children. 
The  Addresses  of  the  1st  Twenty-five  Presidents 
of  the  American  Academy  of  Pediatrics  with  Pre- 
face, Remarks  and  Summary.  Charles  C Thomas, 
Springfield,  111.,  1955.  Gift  of  the  Academy. 

Ciba  Foundation  Symposium  on  Bone  Structure 
and  Metabolism.  Edited  by  G.  E.  W.  Wolsten- 
holme  & Cecilia  M.  O’Connor.  Little,  Brown  & 
Co.,  Bost.,  1956.  Gift  of  the  Foundation. 

! Ciba  Foundation  Symposium  on  Paper  Electro- 
phoresis. Edited  by  G.  E.  W.  Wolstenholme  & 

; Elaine  C.  P.  Millar.  Little,  Brown  & Co.,  Bost., 
1956.  Gift  of  the  Foundation. 

Committee  on  Growth  — 10th  Annual  Report  to 
the  American  Cancer  Society,  Inc.  July  1954  - June 

1955.  Wash.,  1956.  Gift  of  the  American  Cancer 
Society. 

Committee  of  the  Privy  Council  for  Medical  Re- 
search - — Report  of  the  Medical  Research  Council 
for  the  Year  1954-1955.  Lond.,  1956.  Gift  of  the 
British  Government. 

Harold  E.  Elliott,  editor  — Medical  Aspects  of 
Traffic  Accidents.  (Proceedings  of  the  Montreal 
Conference).  Montreal,  1955.  Gift  of  the  Traffic 
Accident  Foundation  for  Medical  Research. 

Ford  Foundation  to  Advance  Human  Welfare. 
Annual  Report,  1955.  N.  Y.,  n.d.  Gift  of  the 
Foundation. 

The  Hadassah  Medical  Organization.  An  Ameri- 
can Contribution  to  Medical  Pioneering  and  Prog- 
ress in  Israel.  Edited  by  Joseph  Hirsh,  N.  Y., 

1956.  Gift  of  the  Hadassah  Medical  Organization. 
Henry  Phipps  Institute  for  the  Study,  Treatment 
and  Prevention  of  Tuberculosis.  35th  Report, 
1954-1955.  University  of  Pennsylvania,  Phil., 
1956.  Gift  of  the  Institute. 

Institute  for  the  Crippled  and  Disabled  — Re- 
habilitation Trends.  Mid-century  to  1956.  N.  Y., 
1956.  Gift  of  the  Institute. 

A.  C.  Ivy,  John  F.  Pick  & W.  F.  P.  Philips  — 
Observations  on  Krebiozen  in  the  Management  of 
Cancer.  Henry  Regnery  Co.,  Chic.,  1956.  Gift  of 
Dr.  Ivy. 

Jackson  County  Medical  Society  — Diamond 
Jubilee  Jackson  County  Medical  Society.  Kansas 
City,  1956.  Gift  of  the  Society. 

Joint  Committee  on  Health  Problems  in  Educa- 
tion — Suggested  School  Health  Policies.  3rd  ed. 
Chic.,  1956.  Gift  of  the  Committee. 

Charles  U.  Letourneau,  M.D.  — Transcript  of 
Testimony,  Iowa  Hospital  Association  and  Mem- 

concluded  on  next  page 
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and 

Rhode  Island  Medical  Society 

are  eligible  to  apply  for  the  special  advantages 
of  THEIR  OWN  LOCAL  GROUP  PLAN  of 
DISABILITY  INSURANCE. 

Members  under  age  61  may  apply  for  as  much 
as  $100  weekly  benefits. 

ACCIDENT  — LIFETIME 
SICKNESS  — SEVEN  YEARS 

Literature  supplied  on  request  by 
the  office  of  the  Executive  Secretary 
or 

R.  A.  Derosier  Agency 
32  Custom  House  Street 
Providence  3,  Rhode  Island 
GAspee  1-1391 


J.  E.  BRENNAN  & COMPANY 

Leo  C.  Clark,  Jr.,  B.S.,  Reg.  Pharm. 

5 North  Union  Street  Pawtucket,  R.  I. 
SHELDON  BUILDING 
7 Registered  Pharmacists 


MAGAZINE  SUBSCRIPTIONS 

Subscriptions  for  all  types  of  magazines 
including  medical  journals,  also  renewals 
of  subscriptions,  arranged  for  your  home 
and  office. 

RICHARD  K.  WHIPPLE,  M.D. 

25  Algonquin  Rd.  Rumford  16,  R.  I. 
Tel.  EAst  Providence  1-2505 
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her  Hospitals  in  Lawsuit  Involving  Relationship 
Between  Physicians  and  Hospitals.  Gift  of  the 
Executive  Office. 

Life  Insurance  Association  of  America  — Aims, 
Services,  Committees,  Membership.  N.  Y.,  1956. 
Gift  of  the  Association. 

Life  Insurance  Medical  Research  Fund  — 11th 
Annual  Report.  July  1,  1955  - June  30,  1956.  X.  Y.. 
1956.  Gift  of  the  Fund. 

Charles  E.  Lyght  & others,  editors  — The  Merck 
Manual  of  Diagnosis  and  Therapy.  Merck  & Co., 
Inc.  Rahway,  N.  J.,  1956.  Gift  of  Merck  & Co.. 
Inc. 

Jack  Metcoff,  M.D.,  editor  — Proceedings  of  the 
7th  Annual  Conference  on  the  Nephrotic  Syn- 
drome. N.  Y.,  1956.  Gift  of  the  National  Nephrosis 
Foundation,  Inc. 

Mississippi  State  Medical  Association- — Directory 
for  1957.  Jackson,  1956.  Gift  of  the  Association. 
Maurice  Natenberg  — • Freudian  Psycho-Antics: 
Fact  and  Fraud  in  Psychoanalysis.  Chic.,  1953. 
Gift  of  Regent  House,  Publishers. 

New  York  University-BMlevue  Medical  Center 
— Research  Activities,  1955-1956.  N.  Y.,  1956. 
Gift  of  the  University. 

Marshall  Carleton  Pease  — A History  of  the 
American  Academy  of  Pediatrics.  Evanston,  1952. 
Gift  of  the  Academy. 

Proceedings  of  First  New  England  Regional 
Workshop  on  Medical-Dental- Veterinary  Educa- 
tion. Bost.,  1953.  Gift  of  the  Executive  Office. 
Proceedings  of  the  World  Congress  of  Anesthesi- 
ologists, 1955.  Minneapolis,  1956.  Gift  of  the 
International  Anesthesia  Research  Society. 

Report  of  the  5th  National  Conference  on  Phy- 
sicians and  Schools,  October  12,  13,  14,  1955.  Chic., 
1956.  Gift  of  the  National  Conference. 

Report  of  the  18th  Ross  Pediatric  Research  Con- 
ference. Fibrocystic  Disease  of  the  Pancreas. 
Columbus,  1956.  Gift  of  Ross  Laboratories. 
Studies  from  the  Rockefeller  Institute  for  Medical 
Research,  vol.  152.  N.  Y.,  1956.  Gift  of  the 
Institute. 
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Transactions  of  the  Association  of  American  Phv- 
sicians,  vol.  LNIX,  1956.  Gift  of  the  Association. 
Transactions  of  the  American  Therapeutic  Societv, 
1949-1950.  1951-1952.  Gift  of  the  Society. 

United  States  Department  of  Agriculture — Index- 
Catalogue  of  Medical  and  Veterinary  Zoology. 
Supplement  6.  Authors:  A to  Z.  Wash..  1956.  Gift 
of  the  U.  S.  Government. 

United  States  Department  of  Health,  Education, 
and  W elfare  — Your  Child  from  One  to  Six. 
rev.  ed.  Wash.,  1956.  Gift  of  the  U.  S.  ( Government. 

Received  through  Exchange  with  the  l Hiversi- 
tctsbihlioteket,  Lund,  Sweden: 

Carl-Martin  Fajers  — Experimental  Studies  in 
Cholemic  Nephrosis.  Lund,  1956. 

Ingrid  Gamstorp  — Adynamia  Episodica  Heredi- 
taria. Lund,  1956. 

Sune  Genell  & others  — On  the  Quantitative  Re- 
lationship Between  Some  Steroid  Substances 
Excreted  in  the.  Urine  by  Adult  Males.  Lund.  1956. 
Bengt  E.  Gustafsson  & Lars  G.  Hallen  — His- 
tological Evaluation  of  Different  Methods  for 
Preservation  of  Arterial  Grafts.  Lund,  1956. 

N.  G.  Henriksson  - — Electrical  Analysis  of  the 
Eye-Movements  in  Nystagmus.  Lund.  1956. 
Carl-Herman  Hjortsjo — Studies  on  the  Mechanics 
of  the  Temporomandibular  Joint.  1951-1954. 
Lund.  1956. 

Bengt  Lindegard  — Body-Build  and  Physical 
Activity.  Lund.  1956. 

Bengt  Lindegard  — Differential  Somatology. 
Lund,  1956. 

Bengt  Lindegard  — Studies  on  the  Fat  Distribu- 
tion in  the  Adult  Male.  Lund,  1956. 

Bengt  Lindegard  & others  — Male  Sex  Charac- 
ters in  Relation  to  Body-Build,  Endocrine  Activity, 
and  Personality.  Lund,  1956. 

Bengt  Lindegard,  editor  — Body-Build.  Body- 
Function  and  Personality.  Lund,  1956. 

H.  Lindholm  — - Studies  in  Normal  Adults  for 
Variation  in  Serum  Lipids  with  Sex.  Age,  Relative 
Body-Weight  and  with  Body-Build.  Lund,  1956. 
Unne  Stenram  — Relationships  Between  Essential 
Amino  Acids  in  the  Diet  and  Nucleolar  Size  in 
the  Liver  of  Rat.  Lund,  1956. 

C.  R.  Stromblad  — Experiments  on  Supersensi- 
tivitv  and  the  Activity  of  Cholinesterase  and  Amine 
Oxidase  in  Denervated  Salivary  Glands.  Lund, 
1956. 

In  1957  . . . It’s  May  1 and  2 
ANNUAL  MEETING 
of  the 

Rhode  Island  Medical  Society 
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BOOK  REVIEWS 

concluded  from  page  125 

enough  of  the  detail  of  this  technique  to  make  the 
exposition  obscure. 

Doctor  Wolff  has  created  a clinical  section 
which  is  the  meat  of  the  book,  and  the  point  at 
which  it  has  its  major  value.  There  are  a number 
of  tables  giving  the  result  of  studies  of  normal 
values  and  abnormal  patterns,  which  are  a real 
contribution,  but  rather  detailed  and  undigested  for 
rapid  reference.  There  is  a good  discussion  of  the 
specific  abnormal  patterns,  intraventricular  conduc- 
tion disturbances  and  the  like.  The  reader  who 
wishes  to  get  the  most  out  of  the  section  on  coronary 
artery  disease  should  be  familiar  with  the  dia- 
grams of  the  “unrolled”  heart,  studied  by  the 
method  of  Schlesinger,  which  are  a bit  anatomi- 
callv  confusing  to  the  uninitiated.  The  section  deal- 
ing with  pericarditis,  pulmonary  embolism  and 
electrolyte  disturbances  is  brief,  but  adequate.  At 
no  point  does  this  book  treat  of  the  matter  of  the 
technical  aspects  of  clinical  electrocardiography, 
and  the  reader  will  have  to  look  elsewhere  for 
descriptions  of  electrocardiographic  equipment  and 
its  operation. 

The  final  section,  dealing  as  it  does  with  the 
arrhythmias,  is  well  presented  and  deals  with  the 
most  important  of  the  clinical  applications  of 
electrocardiography.  This  section  will  do  the  least, 
in  the  opinion  of  this  reviewer,  to  supplement  other 
texts,  as  many  of  the  earlier  works  are  both  more 
complete  and  clear. 

In  summary,  this  is  an  excellent  reference  work 
on  a great  many  important  aspects  of  electrocardi- 
ography, which  is  still  a fast-growing  science  after 
about  fifty  years.  The  reader  will  find  it  necessary 
to  have  reference  to  other  works  in  the  field  to 
round  out  the  whole  picture,  but  will  find  this  an 
invaluable  addition  to  his  reference  library. 

Alex  M.  Burgess,  Jr.,  m.d. 


Curran  & Burton,  Inc. 


INDUSTRIAL 
AND  WHOLESALE 


COAL  OIL 

17  CUSTOM  HOUSE  STREET 
PROVIDENCE,  R.  I. 

DExter  1-3315 


MEDICARE  PLAN 

Attention  of  all  members  of  the  Society 
is  called  again  to  the  fact  that  the  Society 
has  no  contract  with  the  federal  government 
relative  to  the  Dependents  Medical  Care 
Plan,  commonly  called  Medicare. 

Information  regarding  fees  paid  under 
the  plan,  and  applications  for  claims,  may 
be  secured  by  calling  either 

The  Rhode  Island  Military  District 
One  Washington  Avenue 
Providence  5,  Rhode  Island 
Telephone:  Williams  1-1052 

or 

The  Executive  Office  of  the 
Rhode  Island  Medical  Society 
Telephones:  DExter  1-3207 
DExter  1-3208 


"From  ancient  Epsom  Salt  to 
modern  Prednisolone" 

Fills  Prescriptions 

Plainfield  St.  at  Laurel  Hill  Ave., 

Providence,  R.  I.  TEmple  1-9649 
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INDEX  OF  ADVERTISERS  — FEBRUARY 

As  the  Rhode  Island  Medical  Journal  starts  its  fortieth  year  of  publication  it 
salutes  the  advertisers  who  have  generously  supported  our  book  with  their  outstanding 
advertising  displays.  We  are  truly  indebted  to  them  for  their  loyal  support  of  our 
publication  efforts  through  the  years,  and  we  will  hope  to  continue  to  merit  it  during 


the  years  ahead. 
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Meat... 


and  the  Need  for  Reasonable  Amounts 
of  Fat  to  Maintain  Good  Health 

Th  e place  of  dietary  fat  in  human  nutrition  is  being  widely  dis- 
cussed. Scientists  who  know  tell  us  that  some  fat  is  desirable  in 
our  everyday  diet  whether  body  weight  has  to  be  reduced  or  not. 

Why  are  fats  important  to  good  health?  Because  they  con- 
tribute to  the  processes  of  growth  and  replacement  of  tissue. 
Because  they  are  an  important  source  of  calories.  Because  they 
make  foods  more  inviting  and  better  tasting. 

Despite  great  advances  in  nutritional  knowledge  the  exact 
role  of  fat  in  the  diet  is  not  yet  fully  defined.  Yet  it  is  known  that 
some  fat  is  necessary  in  healthful  day-to-day  nutrition. 

For  good  health,  good  nutrition,  and  tastier  meals,  be  sure 
there  is  some  fat — in  reasonable  amounts — in  your  daily  diet. 
Meat — the  most  versatile  of  high  protein  and  B vitamin  foods — 
because  of  its  many  varieties  and  cuts  is  an  excellent  vehicle  to 
provide  this  essential  fat  in  any  amount  desired.  Animal  fat 
products,  such  as  lard,  are  not  only  economical,  but  add  delight- 
fully to  the  taste  appeal  of  hundreds  of  recipes. 


The  nutritional  statements  made  in  this  advertisement 
have  been  reviewed  by  the  Council  on  Foods  and  Nutri- 
tion of  the  American  Medical  Association  and  found 
consistent  with  current  authoritative  medical  opinion, 


American  Meat  Institute 

Main  Office,  Chicago ...  Members  Throughout  the  United  States 


Most  patients  treated  with  ' Compazine \ . . 
showed  prompt,  marked  improvement  in 
their  emotional  outlook 

Vischer1  reports  that  37  of  38  patients  treated  with 
'Compazine’  for  psychoneurotic  symptoms  had 
“marked”  or  “moderate”  relief  “21  patients  were 
totally  free  of  such  symptoms  and  obtained  a better 
response  than  to  any  previous  medication.  Confusion 
and  depression  disappeared  dramatically,  and  primary 
complaints  became  less  important  to  them  as  they 
became  far  more  relaxed,  less  nervous  and  less  tense. 
Many  were  able  to  return  to  work  or  had  renewed 
interest  in  their  surroundings  and  hobbies.” 

I.  Vischer,  T.J  Clinical  Study  of  Proclorperazine,  A New 
Tranquilizer  for  the  Treatment  of  Non-Hospitalized 
Psychoneurotics,  New  England  J.  Med.,  January,  1957. 

Smith,  Kline  & French  Laboratories , Philadelphia 

Compazine 

a true  tranqnilizing  agent  with  minimal  side  effects 


^Trademark.  for  proclorperazine,  S.K.F. 
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Check  the  Dates  . . . 
May  1 and  May  2 

146th  Annual  Meeting 
Rhode  Island  Medical 
Society 


Volume  XL,  No.  3 


d 
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COMBATS  MOST  CLINICALLY  IMPORTANT  PATHOGENS 


Despite  increasing  resistance  of  pathogenic  popu- 
lations, even  to  recently  introduced  antibiotics,1'3 
CHLOROMYCETIN  (chloramphenicol,  Parke-Davis) 
continues  to  demonstrate  high  antimicrobial  effi- 
cacy.3'12 Sensitivity  of  a wide  variety  of  clinically 
important  pathogens  of  gram-negative  and  gram- 
positive types  to  CHLOROMYCETIN,3'12  coupled  with 
limited  tendency  for  development  of  bacterial  resist- 
ance in  sensitive  strains,3'12  permits  enhanced  clinical 
response,  often  in  patients  in  whom  other  antibiotics 
have  failed. 

CHLOROMYCETIN  is  a potent  therapeutic  agent  and,  because 
certain  blood  dyscrasias  have  been  associated  with  its  administra- 
tion, it  should  not  be  used  indiscriminately  or  for  minor  infections. 
Furthermore,  as  with  certain  other  drugs,  adequate  blood  studies 
should  be  made  when  the  patient  requires  prolonged  or  inter- 
mittent therapy. 


REFERENCES 

(1)  Finland,  M.:  J.A.M.A.  158:188,  1955.  (2)  Kirby,  W.  M.  M.;  Hudson, 
D.  G.,  & Noyes,  W.  D.:  Arch.  Int.  Med.  98:1.  1956.  (3)  Wise,  R.  I.; 
Cranny,  C.,  & Spink,  W.  W:  Am.  J.  Med.  20:176,  1956.  (4)  Rantz,  L.  A.,  & 
Rantz,  H.  H.:  Arch.  Int.  Med.  97:694,  1956.  (5)  Kempe,  C.  H.:  California 
Med.  84:242,  1956.  (6)  Spink,  W.  W.:  Ann.  New  York  Acad.  Sc.  65:175, 
1956.  (7)  Felix,  N.  S.:  Pcdiat.  Clin.  North  America  3:317,  1956.  (8)  Alte- 
meier,  W.  A.;  Culbertson,  W.  R.;  Sherman,  R.;  Cole,  W.;  Elstun,  W.,  & 
Fultz,  C.  T.:  J.A.M.A.  157:305,  1955.  (9)  Weil,  A.  J„  & Stempel,  B.:  Anti- 
biotic Med.  1:319,  1955.  (10)  Jones,  C.  R;  Carter,  B.;  Thomas,  W.  L.,  & 
Creadick,  R.  N.:  Obst:  ir  Gynec.  5:365,  1955.  (11)  Perry,  R.  E.,  Jr.: 
North  Carolina  M.  J.  16:567,  1955.  (12)  Horton,  B.  E,  & Knight,  V.: 
J.  Tennessee  M.  A.  48:367,  1955. 
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SENSITIVITY  OF  4 CLINICALLY  IMPORTANT  PATHOGENS 
TO  CHLOROMYCETIN  AND  TO  OTHER  MAJOR  ANTIBIOTIC  AGENTS* 


100  90  80  70  60  50  40  30  20  10  0 


CHLOROMYCETIN  94.2%| 


ANTIBIOTIC  C 3.6%  | 


HIA  coir 

INS 


CHLOROMYCETIN  65 


ANTIBIOTIC  A 59.2% 
ANTIBIOTIC  C 60.5% 


*This  graph  is  adapted  from  Rantz  and  Rantz.4  It  is  based  on  in  vitro 
studies  of  bacteria  freshly  isolated  from  clinical  materials. 
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COMMITTEES  OF  THE 

PROVIDENCE  MEDICAL  ASSOCIATION  FOR  1957 


Advisory  Committee  to  the  Community 
Workshops,  Inc. 

Merle  M.  Potter,  M.D.,  Chairman 
Cyril  J.  Bella vance,  M.D. 

Nathan  A.  Bolotow.  M.D. 

Robert  E.  Carroll,  M.D. 

Raymond  F.  Hacking,  M.D. 
Maurice  W.  Laufer,  M.D. 

Frank  Merlino,  M.D. 


Disaster  Committee 

Hilary  H.  Connor,  M.D.,  Chairman 
J.  Merrill  Gibson,  M.D. 

Ezio  J.  Bernasconi,  M.D. 

James  B.  Moran,  M.D. 

Paul  B.  Metcalf,  M.D. 

Francis  W.  Nevitt,  M.D. 

John  H.  O’Brien,  M.D. 

Wilfred  I.  Carney,  M.D. 


Entertainment  Committee 

Harry  Darrah,  M.D.,  Chairman 
William  J.  H.  Fischer,  M.D. 
Arthur  Clarkin,  M.D. 

Stanley  Freedman,  M.D. 

John  Keohane,  M.D. 

Joseph  Lambiase,  M.D. 

William  McDonnell,  M.D. 

Linus  Sheehan,  M.D. 


Grievance  Committee 

Albert  H.  Jackvony,  M.D.,  Chairman 
Frank  W.  Dimmitt,  M.D. 

Frank  Fratantuono,  M.D. 

Herman  A.  Lawson,  M.D. 

Gustavo  Motta,  M.D. 

Alfred  L.  Potter,  M.D. 

Francis  W.  Nevitt,  M.D. 

Thomas  L.  Greason,  M.D. 

Michael  DiMaio,  M.D. 


Committee  on  Group  Insurance 

Robert  G.  Murphy,  M.D.,  Chairman 
Emanuel  Benjamin,  M.D. 

James  H.  Cox,  M.D. 

Committee  on  Legislation 

William  A.  Reid,  M.D.,  Chairman 
Ercole  Addonizio,  M.D. 

Clarence  J.  Riley,  M.D. 

Advisory  Committee  to  the  Medical  Bureau 
John  G.  Walsh,  M.D.,  Chairman 
Irving  A.  Beck,  M.D. 

Frederick  J.  Burns,  M.D. 

Robert  G.  Murphy,  M.D. 

Frank  I.  Matteo,  M.D. 


Medical  Milk  Commission 

Frank  I.  Matteo,  M.D.,  Chairman 
Reuben  C.  Bates,  M.D. 

John  T.  Barrett,  M.D. 

D.  William  Bell,  M.D. 

George  E.  Bowles,  M.D. 

Bertram  Buxton,  Jr.,  M.D. 

Harold  G.  Calder,  M.D. 

John  P.  Grady,  M.D. 

John  E.  Farley,  M.D. 

Henry  F.  Utter,  M.D. 

Progra m Committee 

Irving  A.  Beck,  M.D.,  Chairman 
Alex  M.  Burgess,  Jr.,  M.D. 
Wilfred  I.  Carney,  M.D. 

Hilary  H.  Connor,  M.D. 

Michael  DiMaio,  M.D. 

Seebert  J.  Goldowsky,  M.D. 
Thomas  L.  Greason,  M.D. 

Francis  L.  McNeils,  M.D. 
Atnerico  A.  Savastano,  M.D. 
Richard  P.  Sexton,  M.D. 

Maurice  Silver,  M.D. 

John  Turner,  M.D. 

Joseph  G.  McWilliams,  M.D. 


new  assurance 
for  the  aged  with 


herpes  zoster 

. . . to  promote  prompt  recovery 


and  greater  freedom  from 


postherpetic  neuralgia. 


Supplied:  Boxes  of  ten  1.3  cc.  ampuls 
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ShcPui  STRONG 


THOMAS  HEEL 

S/toed 


Advised  by  many  doctors 
when  they  feel  children’s 
feet  will  benefit  from: 

EXTRA  strong  steel 
shanks,  EXTRA  firm  in- 
ner counters,  EXTRA 
height  and  firmness  at 
the  arch. 

We  have  many  attractive 
boy  and  girl  styles;  and 
we  fit  them  according  to 
doctors’  orders. 


E.  WILLIAM  BURRELL 

All  prescription  fittings 
supervised  by  Mr. 
Edward  Burrell  or  Mr. 
William  Burrell.  Call 
GAspee  1-7040  for  furth- 
er information.  Fitting 
prescription  pads  fur- 
nished on  request. 

Oku  ALITY  FOOTWEAR 
SINCE  1812 

206  WESTMINSTER  ST.  PROVIDENCE 


EDWARD  J.  BURRELL 


For  the  CONVENIENCE  of  our  CUSTOMERS... 


A.  B.  Munroe  Dairy  offers  cus- 
tomers the  choice  of  milk  in: 

(1)  conventional  straight  neck 
bottle, 

(2)  distinctive  two  compartment 
bottle  for  easy  separation  of 
cream  from  the  fat-free  milk. 
Separators  furnished  free 
upon  request. 

The  two  compartment  bottle  is 
a money-saver  for  families 
occasionally  requiring  small 
amounts  of  skim  (fat-free)  milk 
for  special  diets  or  top  cream 
for  coffee,  cooking  and  other 
needs. 

Call  EA  1-2091  today 
for  home  delivery. 

A.  B.  MUNROE  DAIRY 
INC. 

ST.,  EAST  PROVIDENCE,  R.  I. 
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Problem-eaters,  the  underweight,  and  generally 
par  patients  of  all  ages  respond  to  incremin. 


below- 


Incremin  offers  1-Lysine  for  protein  utilization,  and  es- 
sential vitamins  noted  for  outstanding  ability  to  stimulate 
appetite,  overcome  anorexia. 


Specify  incremin  in  either  Drops  (cherry  flavor)  or 
Tablets  (caramel  flavor).  Same  formula.  Tablets,  highly 
palatable,  may  be  orally  dissolved,  chewed,  or  swallowed. 
Drops,  delicious,  may  be  mixed  with  milk,  milk  formula, 
or  other  liquid;  offered  in  15  cc.  polyethylene  dropper 
bottle. 


Each  incremin  Tablet 

or  each  cc.  of  incremin  Drops  contains: 

1-Lysine  300  mg.  Pyridoxine  (Bu)  5 mg. 

Vitamin  Bi-  25  megra.  (incremin  Drops  contain  1%  al- 

Thiamine  (Bi)  10  mg.  cohol) 

Reg.  U.  S.  Pat.  Off. 

Dosage  only  1 incremin  tablet  or  10-20  incremin 

Drops  daily. 
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"Doctor, 


what  can 


you  do 
for  Pop?” 
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Deeply  involved  in  the  problem  of  the  hostile,  agitated  senile 
are  all  members  of  the  family  . . . and  you,  their  physician. 

In  discussing  the  use  of  ‘Thorazine’,  Pollack1  observes: 

“Older  persons  with  such  disorders  can  be  treated  at  home 
by  the  general  practitioner  with  much  benefit  and  with  great 
relief  to  the  family.” 

With  ‘Thorazine’,  senile  patients  become  calm,  agreeable  and 
sociable.  They  begin  to  eat  and  sleep  better,  often  gain  weight 
and  improve  physically. 


THORAZINE 


Also  available:  Tablets,  Syrup  and  Suppositories 

Smith,  Kline  & French  Laboratories,  Philadelphia 


1.  Pollack,  B.:  Geriatrics  11: 253  (June)  1956. 


*T.M.  Reg.  U.S.  Pat.  Off.  for  chlorpromazine,  S.K.F. 
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"What  about 
Vitamin  C in  HOOE 
Orange  Juice?” 

by  A.  C.  Fay , Ph.D Director  of  Research 


IS  HOOD  PURE  ORANGE  JUICE  RICH  IN  VITAMIN  C? 

Repeated  tests  in  the  laboratories  in- 
dicate that  Hood  Orange  Juice  closely 
approaches  fresh -squeezed  juice  in 
Vitamin  C content. 

HOW  DOES  PASTEURIZATION  AFFECT  VITAMIN  C? 

As  a result  of  pasteurization  —which  is 
necessary  to  preserve  the  flavor  and 
keeping  quality  of  fresh  orange  juice 
— from  92%  to  96%  of  the  original 
Vitamin  C is  retained  in  the  pasteur- 
ized juice,  and  tests  show  this  level  is 
maintained  over  a period  of  ten  days 
or  more.  By  comparison,  raw  orange 
juice  loses  its  flavor  and  Vitamin  C 
content  in  a relatively  short  time. 

HOW  DOES  THE  VITAMIN -C  CONTENT  OF  HOOD'S  PURE 
ORANGE  JUICE  COMPARE  WITH  ACCEPTED  STANDARDS? 

The  generally  accepted  standards  in- 
dicate that  good  orange  juice  should 
contain  40  mgms.  of  Vitamin  C per 
100  cc  of  juice.  Regular  daily  tests  of 
each  shipment  of  Hood  Pure  Orange 
Juice  have  shown  that  the  product 
consistently  contains  from  55  to  65 
mgms.  per  100  cc  as  delivered  to  the 
customer.  In  no  case  has  Hood  Orange 
Juice  fallen  below  accepted  standards 
and  commonly  shows  25%  to  50% 
more  than  the  accepted  standard 
of  40  mgms.  per  100  cc. 


It  is  apparent  from  the  table  below 
that  a daily  6-ounce  glass  of  Hood 
Orange  Juice  will  satisfy  most  normal 
requirements  — except  during  preg- 
nancy and  nursing  periods,  when  8 to 
10  ounces  of  Hood  Orange  Juice  should 
be  drunk. 

Classification  Daily  Vitamin  C Fluid  ounces  of 

requirement,  as  Hood  Orange  Juice 
recommended  by  The  needed  to  meet 
Nutrition  Board  of  The  daily  Vitamin  C 
National  Research  Council  requirement 

155  pound  man  75  (mgms.)  5.1 

124  pound  woman  70  4.7 

Pregnant  woman  100  6.75 

Nursing  mother  150  10.2 

School-age  child  60-75  5.1 

HOW  DOES  HOOD  ORANGE  JUICE  COMPARE  WITH  FRESH- 
SQUEEZED  ORANGES? 

The  Vitamin  C content  — and  the 
flavor  — of  Florida  oranges  varies 
widely  from  orange  to  orange.  Often 
oranges  from  the  top  of  the  tree  are 
richer  in  flavor  and  vitamins  than  those 
from  the  lower  branches.  Research 
indicates  that  Vitamin  C content  of 
oranges  from  the  same  tree  may 
vary  as  much  as  100%!  Since  Hood 
Orange  Juice  is  a blend  of  the  juice  of 
thousands  of  Vitamin  C rich,  tree- 
ripened  oranges,  it  is  safe  to  assume 
that  in  many  cases  it  will  surpass 
home -squeezed  oranges  in  both  flavor 
and  vitamins.  In  addition,  home- 
squeezed  juice  is  considerably  more 
costly  than  the  Hood  product. 


A new  approach  to  the 

Total  Tension  Triad 


NEURO-CENTRINE 

Tense  people  react  in  different  ways  to  life’s  stresses.  Now  with 
Neuro-Centrine  you  can  treat,  not  a single  symptom,  but 
the  Total  Tension  Triad  of  anxiety,  irritability  and  spasm. 


st  fill  out  and 
ail  the  card  below 


BRISTOL  LABORATORIES  INC. 
630  Fifth  Avenue 
New  York  20,  N.Y. 


r a sample  of 
iURO-CENTRINE. 


Please  send  me  a sample  of  NEURO-CENTRINEtm 


> stamp  required. 


Name 


(Please  print) 


Street. 


City. 


Zone. 


.State. 


Total  Tension  Triad 
NEURO-CENTRINE 


Now  you  can  treat  the  whole  patient  — not  a single  symptom. 
Neuro-Centrine  combines  in  a single  tablet  three  potent  agents : 


for  irritability 

Phenobarbital  to 
lessen  physical 
irritability 


Each 

NEURO-CENTRINE 

tablet  contains: 


Centrine® 0.25  mg. 

(aminopentamide) 

Reserpine 0.05  mg. 

Phenobarbital  15.00  mg. 


BUSINESS  REPLY  CARD 

First  Class  Permit  No.  45769  New  York,  N.  Y. 


BRISTOL  LABORATORIES  INC. 

630  Fifth  Avenue 
New  York  20,  N.  Y. 
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Half  a Million  Subscribers 
in  Six  Years! 

In  January,  six  years  after  its  inauguration,  the 
Rhode  Island  Medical  Society  Physicians  Service 
Enrolled  its  500,000th  subscriber 


Doctor  Charles  J.  Ashworth,  President  of  Physicians  Service,  presents 
special  membership  card  to  Mr.  and  Mrs.  John  Roberts  and  family  as  the 
500,000th  subscriber  to  the  Society’s  prepaid  surgical-medical  program. 


MARCH,  195  7 


143 


you  can  vary  diuretic  rate 
to  meet  the  needs  of  each 
cardiac  patient 
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Diuresis  produced  by  “therapeutic”  acidosis  is  limited  by  fixed-dosage,  once-a-day 
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Dosage  of  the  organomercurial  diuretics  need  not  be  limited  for  these  reasons,  and 
may  be  varied  to  meet  the  changing  needs  of  each  patient. 
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tablet  t.i.d. 


for  your  aging  patients 

may  mean  the  difference  between  comfort  and  complaint 


“therapeutic  bile” 


DECHOUNT 


routine  physiologic  support 

• improves  liver  and  gallbladder  function 

• corrects  constipation  without  catharsis 

• relieves  functional  complaints  of  gastrointestinal  tract 
. enhances  medical  regimens  in  hepatobiliary  disorders 

Decholin  Tablets  3%  gr.  (dehydrocholic  acid,  Ames)  and 

Dechoun  Sodium®  Ampuls  20%  Solution  (sodium  dehydrocholate.AMES) 


AMES  COMPANY,  INC  • ELKHART,  INDIANA 

Ames  Company  of  Canada,  Ltd.,  Toronto 
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1 . Color  coded  diets  of  1200,  1600  and  1800  calories  are 
based  on  nutritionally  tested  Food  Exchanges.1 

2.  The  easy-to-use  Food  Exchanges  (called  Choices  in 
booklet)  simplify  diet  management  by  eliminating  calorie 
counting. 

3.  Diets  promote  accurate  adjustment  of  caloric  levels  to 
the  special  needs  of  the  patient  yet  allow  each  individual 


Please  send  me dozen  copies  of  the  new,  illus- 

trated Knox  Reducing  booklet  based  on  Food  Exchanges. 


Your  Name  and  Address. 


Chas.  B.  Knox  Gelatine  Co.,  Inc. 
Professional  Service  Dept.  RM-23 
Johnstown,  N.  Y. 


i <T-^; 


i''- 


I-:- 


Choice  of  Foods”  Diet  Can  Help  Your 
SIVE  Patients  to  Reduce  and  Stay  Reduced 


considerable  latitude  in  the  choice  of  foods. 


4.  More  than  six  dozen  appetizing,  low-calorie  recipes  are 
described  in  the  last  fourteen  pages  of  the  diet  booklet. 


1.  The  Food  Exchange  Lists  referred  to  are  based  on  material  in 
“Meal  Planning  with  Exchange  Lists”  prepared  by  Committees  of 
the  American  Diabetes  Association,  Inc.,  and  The  American  Dietetic 
Association  in  cooperation  with  the  Chronic  Disease  Program,  Public 
Health  Service,  Department  of  Health,  Education  and  Welfare. 
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Extending  to  HERMAN  C.  PITTS,  M.D.,  A PAST  PRESIDENT 
of  the  Rhode  Island  Medical  Society,  the  Grateful  Appreciation  of  the  General  Assembly, 
Representing  the  People  of  the  State  of  Rhode  Island  and  Providence  Plantations,  for 
His  Outstanding  Contribution  to  Cancer  Control  Activities  in  this  State. 

Passed  in  Concurrence  and  Signed,  February  19,  1957 


Doctor  Herman  c.  pitts  began  his  cancer  con- 
trol activities  in  1922,  when  he  agreed  to 
participate  in  the  work  of  the  American  Society 
for  the  Control  of  Cancer,  providing  a service  of 
great  value  to  the  people  of  Rhode  Island  by  mak- 
ing talks  to  non-medical  groups  on  the  subject  of 
cancer  at  a time  when  such  subjects  were  ques- 
tioned by  his  colleagues. 

In  1936  and  1937,  he  led  in  the  formation  of 
an  organization  for  the  control  of  cancer  which 
later  became  the  Rhode  Island  Cancer  Society 
and  is  now  known  as  the  American  Cancer  Society, 
Rhode  Island  Division,  of  which  division  he  was 
president  from  1946  to  1951  ; also  president  of  the 
American  Society  in  1943  and  chairman  of  the 
Board  of  that  organization  in  1944. 

In  1947,  Doctor  Pitts  helped  to  establish  the 
Hattie  Tde  Chaffee  Nursing  Home,  the  only  home 
in  Rhode  Island  exclusively  for  the  terminal  care 
of  cancer  patients,  providing  inspiring  leadership 
for  the  Home  ever  since. 

In  1953,  the  American  Cancer  Society  awarded 
Doctor  Pitts  a medal  for  distinction  in  the  field  of 
cancer  control,  for  untiring  efforts  in  building  a 
forthright  program  in  Rhode  Island,  and  for  out- 
standing work  on  behalf  of  the  National  organiza- 
tion constituting  “a  monument  of  achievement  for 
any  one  individual.” 

In  addition  to  other  distinctions,  Doctor  Pitts 
has  served  for  many  years  on  the  staff  of  the  Rhode 
Island  Hospital;  as  chairman  of  the  Cancer  Com- 
mittee of  the  Rhode  Island  Medical  Society;  has 
aided  in  the  development  of  professional  informa- 
tion programs  for  physicians ; advising  the  Gen- 
eral Assembly  regarding  legislation  on  cancer  con- 
trol (cancer  was  made  a reportable  disease); 
advising  the  State  Department  of  Health  on  the 
formation  of  a Division  of  Cancer  Control;  serv- 
ing on  a Commission  charged  by  tbe  State  Legis- 
lature with  the  responsibility  of  investigating  tbe 
need  for  a cancer  hospital  in  Rhode  Island  ; and 
now.  therefore,  be  it 

RESOLVED,  That  the  members  of  the  Gen- 
eral Assembly,  keenly  aware  of  the  deprivations 
to  life  because  of  cancer  and  wholeheartedly 
grateful  to  those  who  head  and  execute  the  pro- 
gram to  surmount  the  dread  disease,  now  extend 


to  Herman  C.  Pitts,  M.D.,  upon  the  occasion 
of  his  re-election  to  presidency  of  the  Hattie 
Ide  Chaffee  Nursing  Home,  the  gratitude  of  the 
Legislature,  representing  the  people  of  this 
State,  for  his  extraordinary  devotion  and  con- 
tribution to  canceling  the  terrors  of  this  disease  ; 
directing  the  Secretary  of  State  to  transmit  to 
Doctor  Pitts  a duly  certified  copy  of  this  resolu- 
tion in  proud  and  humble  tribute  for  his  under- 
standing of  and  largesse  to  suffering  humanity. 


E.  P.  Anthony,  Inc. 


Wilbur  E.  Johnston  Raymond  E.  Johnston 

178  ANGELL  STREET 
PROVIDENCE,  R.  I. 
GAspee  1-2512 


I.  E.  BRENNAN  & COMPANY 

Leo  C.  Clark,  Jr.,  B.S.,  Reg.  Pharm. 


5 North  Union  Street  Pawtucket,  R.  I. 
SHELDON  BUILDING 
7 Registered  Pharmacists 
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Syrup  is  two  tablets  or  teaspoonfuls  of 
syrup  three  or  four  times  daily.  Dos- 
age for  children  according  to  weight 
and  age. 

Available  on  prescription  only 


symptomatic 
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LEDERLE  LABORATORIES  DIVISION.  AMERICAN  CVANAMID  COMPANY.  PEARL  RIVER.  NEW  YORK 


for  your 


Supplied:  Each  green,  scored 
Ataraxoid  Tablet  contains  5 mg.  prednisolone 
( Sterane)  and  10  mg.  hydroxyzine  hydro- 
chloride (Atarax  ) . Bottles  of  30  and  100. 
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Rheumatoid  Arthritis 


patient 


for  the  pain  of  the  present 
for  the  fear  of  the  future 


prednisolone  and  hydroxyzine 
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tranquilizer- 
corticoid 


provides  the  anti-rheumatic, 
anti-inflammatory  action  of  the  most 
effective  steroid,  Sterane,®  complemented  by 
the  superior  central  tranquilizing  effects  of 
Atarax.®  Minimal  disturbance  of  fluid  and 
electrolyte  metabolism;  no  mental  fogging 
or  major  toxicity  in  ataractic  action. 
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This  paper  deals  with  a specific  type  of  intra- 
abdominal pathology,  occasionally  seen  after 
non-penetrating  abdominal  injuries  of  varying 
severity.  There  has  been  a notable  paucity  of  liter- 
ature dealing  with  the  subject,  and  it  is  deemed 
worthwhile  to  report  six  cases,  together  with  a 
discussion  of  the  major  features  of  the  entity, 
since  it  seems  to  us  that  certain  of  these  injuries 
may  be  overlooked  in  the  early  phase  when  treat- 
ment is  most  successfully  carried  out. 

Sudden  increase  in  the  intra-abdominal  pressure 
due  to  a crushing  injury  can  cause  many  bizarre 
clinical  pictures.  One  which  is  not  too  common 
and  which  can  be  easily  overlooked,  is  that  caused 
by  a tear  in  the  mesentery  of  the  bowel. 

The  hemorrhage  from  the  tear  in  the  mesentery 
may  be  moderate  or  severe,  depending  upon  the 
size  of  the  involved  vessels.  The  resulting  clinical 
picture  will  vary  accordingly.  With  extreme  hemor- 
rhage, the  usual  signs  of  shock  and  collapse  are 
quite  readily  recognized  after  the  injury.  The 
abdomen  is  filled  with  blood  and  immediate  and 
energetic  replacement  therapy  is  indicated.  Where 
the  injury  is  minimal,  considerable  clinical  judg- 
ment will  be  required,  as  one  can  obtain  either  a 
hematoma  in  the  mesentery  or  bleeding  into  the 
free  peritoneal  cavity  and  the  indications  for  lap- 
arotomy may  not  be  as  obvious.  Bleeding  from 
small  mesenteric  vessels  may  be  slow  and  steady, 
so  that  the  signs  of  shock  appear  late  in  the  clinical 
course  and  often  without  warning.  Because  of  this, 
one  may  miss  the  opportune  time  for  adequate 
therapy.1  As  a late  complication,  the  thrombosis 
of  vessels,  particularly  venous  channels,  resulting 
from  hemorrhage  into  the  leaves  of  the  mesentery, 
may  cause  infarction  of  the  bowel  wall.  Long  tears 
may  so  impede  the  blood  supply  to  the  bowel  that 
gangrene  is  inevitable.  The  length  of  the  tear  to 
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bring  about  this  picture  is  not  definite,  but  accord- 
ing to  Gordon-Taylor,2  a three-quarter  inch  tear 
along  the  mesenteric  border  of  the  bowel  will  suf- 
fice. Frazer3  feels,  from  clinical  experience,  that 
three  to  four  inches  of  small  bowel  may  be  de- 
vascularized  without  ensuing  gangrene  and  that 
even  a greater  length  of  colon  may  be  denuded 
of  its  blood  supply  without  ill  effects. 

The  important  thing  in  these  cases,  is  to  recog- 
nize the  injury  and  to  choose  the  optimum  time 
for  surgery,  as  it  is  necessary  to  explore  the  ab- 
domen and  stop  the  bleeding  as  soon  as  possible 
after  the  initial  shock  has  been  completely  or  par- 
tially corrected.  Once  the  pressure  has  risen  and 
then  shown  a secondary  drop,  the  opportunity  of 
salvaging  the  individual  is  probably  lost,  in  the 
majority  of  cases. 

A review  of  the  literature  on  non-penetrating 
injuries  of  the  abdomen  fails  to  yield  any  substan- 
tial material  on  tears  of  the  mesentery,  as  few  of 
the  writers  present  any  cases,  while  most  of  them 
merely  mention  it  as  a possibility.  The  type  of 
force  which  is  necessary  to  produce  this  injury 
is  one  of  increased  intra-abdominal  pressure.  As 
pressure  is  exerted  on  the  abdominal  wall,  there 
results  a diminution  in  the  size  of  the  abdominal 
cavity,  resulting  in  abnormal  motion  of  the  mobile 
bowel,  with  sudden  arrest  by  fixed  portions.  The 
usual  locations,  in  order  of  frequency,  are,  at  the 
junction  of  the  terminal  ileum  with  the  cecum,  at  the 
junction  of  the  descending  colon  and  sigmoid,  at 
the  gastroduodenal  junction  and,  lastly,  at  the 
duodeno- jejunal  junction.  One  unusual  case  of  a 
tear  of  the  mesentery  of  a Meckel’s  diverticulum 
was  reported  by  Edward  S.  Lowe.4 

Clarkson5  has  classified  various  types  of  trau- 
matic force  resulting  in  intra-abdominal  injuries 
as  follows : 

1 . Compression 

2.  Traction 

3.  Disruption  force  where  there  is  increased 
intra-luminal  pressure  with  rupture  of  the 
bowel  wall. 

continued  on  next  page 
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Estes0  has  classified  non -penetrating  intra- 
abdominal  injuries  into — : 

1.  Severe  multiple  injuries,  which  are  rapidly 
fatal  and  no  therapy  is  of  avail. 

2.  Injuries  requiring  immediate  operations. 

3.  Injuries  where  the  diagnosis  is  doubtful  and 
the  indications  for  or  against  operation  are 
doubtful. 

W e believe  that  all  mesenteric  tears  result  from 
traction  force,  the  causative  mechanism  being 
varied  and  relatively  unimportant. 

The  incidence  of  mesenteric  tears  has  never 
been  cited,  that  we  could  find.  Totten7  points  out 
the  fact  that  eleven  out  of  the  twelve  cases  of  lacer- 
ation of  the  mesentery  seen  at  the  Hospital  of  the 
University  of  Southern  California  resulted  from 
automobile  accidents.  Only  seven  of  the  twelve 
were  unattended  by  perforation  of  the  bowel.  One 
of  the  seven  was  operated  upon  and  survived.  The 
remaining  six,  in  all  of  whom  other  injuries  were 
present,  died.  Operation  was  not  performed  “be- 
cause of  diagnostic  errors  in  three  and  the  mori- 
bund condition  of  the  patient  in  the  other  three." 
The  underlying  cause  of  death  in  these  six  cases 
was  hemorrhage  and  attendant  shock. 

The  history  is  usually  one  of  severe  compression 
injury  of  the  abdomen,  whatever  the  cause.  The 
symptoms  on  admission  vary  according  to  the 
severity  of  the  injury.  If  the  hemorrhage  has  been 
profuse,  the  patient  will  be  admitted  to  the  hos- 
pital in  severe  shock  with  attendant  cold,  clammy 
skin,  rapid,  thready  pulse,  restlessness  and  low 
blood  pressure.  The  blood  count,  in  the  early 
stages,  does  not  accurately  reflect  the  degree  of 
hemorrhage.  If  one  delays  intervention,  he  will 
he  astonished  at  the  rapidity  with  which  the  count 
drops.  In  those  cases  in  which  bleeding  occurs  at 
a slower  rate,  the  drop  in  the  red  cell  count  will  be 
slower  and  will  give  a truer  picture  of  the  con- 
dition of  the  patient.  A varying  leucocytosis  is  to 
he  expected  but  is  not  of  any  diagnostic  significance 
in  the  first  hours  following  surgery.  After  the 
initial  shock,  there  is  an  improvement  in  the  clinical 
picture,  the  blood  pressure  and  the  pulse.  This  is 
deceiving,  as  it  is  due  to  nature’s  attempt  to  equi- 
librate the  blood  volume  in  relation  to  the  intra- 
vascular space  by  means  of  peripheral  vasocon- 
striction. If  something  is  not  done  at  this  point, 
then  one  may  find  that  a secondary  shock  again 
intervenes  and  this  is  of  dire  significance,  as  the 
physiological  mechanisms  of  vasoconstriction  em- 
ployed to  combat  shock  have  reached  their  maxi- 
mum with  a large  loss  of  blood  volume.  Patterson 
and  Bromberg8  and  Beecher9  emphasize  the  fact 
that,  “if  a hlood  pressure  of  85  mm.  of  mercury 
or  above  can  be  maintained,  together  with  signs  of 
subsiding  vasoconstriction,  such  as  warm  skin  and 
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slowing  pulse  rate,  the  operation  may  proceed.  If 
the  patient  fails  to  respond  to  the  shock  treatment 
after  the  administration  of  two  to  four  pints  of 
whole  blood,  there  must  be  continued  intra-peri- 
toneal  bleeding,  and  the  decision  to  operate  requires 
all  the  surgical  judgment  one  can  muster.  In  spite 
of  the  poor  clinical  condition,  surgical  intervention 
will  be  the  only  method  of  salvaging  some  of  these 
patients."  Careful  examination  of  the  abdomen 
usually  fails  to  reveal  any  signs  of  external  injury. 

Pain 

Pain  is  a constant  finding,  but  varies  in  degree. 
With  considerable  intra-abdominal  hemorrhage, 
shoulder  pain,  due  to  diaphragmatic  irritation,  may 
he  present.  In  our  six  cases,  all  constantly  com- 
plained of  pain.  In  four,  it  was  generalized.  In 
the  remaining  two,  the  pain  was  localized  to  the 
site  of  injury.  Shoulder  pain  was  not  present  in 
any  of  these  cases,  even  though  three  had  massive 
quantities  of  blood  in  the  peritoneal  cavity. 

Tenderness  and  Rigidity 

Tenderness  and  rigidity  are  present,  although, 
in  the  early  stages,  one  may  not  be  able  to  elicit 
either.  Frequently,  the  point  of  tenderness  mav 
be  a guide  as  to  the  location  of  the  injury.  Using 
Totten’s  classification,  we  found  the  following: 

Five  cases  with  generalized  rigidity. 

No  cases  with  local  rigidity  only. 

One  case  without  rigidity. 

Two  of  our  five  cases  with  generalized  rigidity 
were  beginning  to  localize  their  rigidity  while  the 
replacement  therapy  was  underway.  It  is  our  belief 
that  temporizing  for  localization  is  very  dangerous. 

V omiting 

This  may  or  may  not  be  present,  but  if  present 
and  persistent,  it  is  indicative  of  a severe  abdominal 
injury.  This  was  not  present  in  any  of  our  cases. 
Movnihan,  (as  quoted  from  Totten7)  stated  that 
“vomiting,  with  a continuous  increase  of  pulse 
rate  after  the  period  of  shock  is  over,  were  two 
signs  together  which  justify  exploration.” 

Shifting  D nil  ness 

With  extreme  hemorrhage,  this  may  be  present 
and  is  due  to  a large  volume  of  blood  in  the  peri- 
toneal cavity,  but  we  were  unable  to  find  it  in  the 
peritoneal  cavity  in  any  of  our  cases.  Gatch10 
states  that  probably  two  quarts  of  blood  in  the 
peritoneal  cavity  is  the  smallest  quantity  that  will 
give  physical  signs. 

Temperature,  Pulse  and  Blood  Pressure 

On  admission,  a weak  and  thready  pulse,  associ- 
ated with  a low  temperature  and  blood  pressure, 
is  to  be  expected,  if  profound  shock  is  present. 
An  increase  in  temperature,  due  to  absorption  of 
breakdown  of  hemoglobin  may  occur,  but  this  is 
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a late  sign.  The  pulse  rate  can  be  expected  to  rise 
in  direct  proportion  to  the  amount  of  hemorrhage, 
whereas  the  blood  pressure  will  fall. 

Duration  of  Injury  Before  Operation 

This  has  a direct  bearing  on  the  mortality  rate, 
as  has  been  intimated  before. 

T reatnient 

Energetic  replacement  of  the  lost  blood  is  essen- 
tial, together  with  early  surgical  intervention.  The 
longer  the  delay  in  operating,  the  higher  the  mor- 
tality rate.  Four  of  our  six  cases  were  operated 
upon  within  four  hours  from  the  time  of  injury 
and  the  other  two  within  eleven  hours.  The  ad- 
ministration of  oxygen  may  be  necessary.  If,  in 
spite  of  adequate  replacement  therapy,  the  shock 
persists,  the  patient  should  be  brought  to  the  oper- 
ating room  and  intra-arterial  transfusions  and 
surgery  should  be  performed  simultaneously.  The 
operative  procedure  will  vary  with  the  findings. 
Simple  ligature  of  the  bleeding  vessels  may  suffice. 
On  other  occasions,  suture  of  the  rent  in  the  mes- 
entery may  be  necessary  and,  in  those  patients  with 
long  tears,  resection  and  anastomosis  will  be 
indicated. 

Rhode  Island  Hospital  Experience 

Our  experience  at  the  Rhode  Island  Hospital 
during  the  last  fifteen  years  consists  of  only  six 
cases.  Curiously,  five  of  these  six  cases  were  en- 
countered by  one  of  us  (A.V.M.).  These  cases 
represent  every  type  of  tear  of  the  mesentery 
obtainable. 

I.  Tears  of  the  Gastro-hepatic  Omentum.  Mr.  A. 
L.  Admitted  November  5,  1946.  About  one  hour 
before  admission,  this  patient  was  struck  in  the 
abdomen  by  a piece  of  wood.  This  piece  of  wood 
had  flown  out  of  a wood  saw. 

Physical  Examination : The  patient  was  well 
nourished,  well  developed,  oriented  and  complain- 
ing of  abdominal  pain.  Blood  pressure  was  1 1 5/65, 
temperature  100,  pulse  84,  and  respirations  22. 
His  abdomen  presented  a sligbtlv  elevated  and  con- 
tused area  in  the  left  lower  quadrant.  There  was 
generalized  spasm  and  tenderness.  The  remainder 
of  the  examination  was  essentially  normal. 

Laboratory  Examination : A flat  plate  of  the 
abdomen  was  not  remarkable.  Hemoglobin  13.9, 
red  blood  count  4.16  million,  white  blood  count 
20,000  with  74%  polys.,  17%  lymphocytes  and 
9%  monocytes.  Urinalysis  showed  a specific  grav- 
ity of  1.020,  negative  protein,  negative  sugar  and 
negative  sediment.  Stool  for  guaiac  was  negative. 

Hospital  Course : Shortly  after  admission,  the 
patient  was  taken  to  the  operating  room  and  ex- 
plored through  a left  rectus  incision.  A large  blood 
clot  filled  the  area  between  the  liver  and  the  stom- 
ach. When  the  clot  was  removed,  two  small  arteries 


were  seen  bleeding  in  the  gastro-hepatic  omentum 
close  to  the  stomach.  These  were  clamped  and  tied. 
The  tear  in  the  gastro-hepatic  omentum  admitted 
two  fingers  and  this  was  closed  with  interrupted 
sutures.  A huge  hemorrhagic  area  extended  over 
the  entire  right  half  of  the  pancreas  and  a hema- 
toma was  also  seen  subserosally  in  the  jejunum 
for  a distance  of  one  inch.  The  wound  was  closed 
in  layers.  The  patient  received  a total  of  1500  cc. 
of  blood  during  his  hospital  stay.  His  postoperative 
course  was  uneventful. 

II.  Tears  of  the  Gastro-colic  Ligament,  Associ- 
ated with  a Tear  of  the  Mesentery  of  the  Small 
Bowel.  Mr.  R.  O.  Admitted  January  26,  1939. 
While  working  on  a truck,  the  patient  was  caught 
between  the  tailboard  and  platform,  crushing  his 
abdomen.  He  was  brought  to  the  Rhode  Island 
Hospital  one  hour  following  his  accident. 

Physical  Examination : The  patient  was  a well- 
developed  boy,  rational  and  cooperative.  Blood 
pressure  was  90/60,  temperature  100.1  and  pulse 
110.  His  abdomen  showed  generalized  tenderness 
wdth  spasm  of  both  rectus  muscles.  Rebound  ten- 
derness was  present.  The  remainder  of  the  ex- 
amination was  essentially  normal. 

Laboratory  Examination : A flat  plate  of  the 
abdomen  on  admission  was  not  remarkable.  Urin- 
alysis  showed  a specific  gravity  of  1.015,  negative 
protein,  negative  sugar,  and  sediment  was  normal. 
\\  hite  blood  count  was  17,100  with  86%  polys 
and  14%  lymphocytes.  Blood  urea  nitrogen  was  1 1 
and  blood  glucose  was  93. 

Hospital  Course : The  patient  was  taken  to  the 
operating  room  shortly  after  admission  and  a 
right  rectus  incision  made.  The  peritoneal  cavity 
contained  free  blood.  A laceration  was  found  in 
the  gastro-colic  mesentery  and  another  bleeding 
laceration  located  in  the  small  bowel  mesentery. 
An  extensive  retroperitoneal  hematoma  was  also 
present.  The  bleeding  vessels  in  the  gastro-colic 
ligament  and  small  bowel  mesentery  were  tied  and 
the  wound  closed  in  layers  without  drainage.  A 
resection  was  not  necessary.  The  patient  received 
a total  of  1350  cc.  of  blood  during  his  stay.  The 
wound  healed  primarily  and  the  patient’s  course 
was  uneventful. 

III.  Tears  of  the  Mesentery  of  the  Mid-ileum 
with  Rupture  of  a Soft  Tuberculous  Gland.  Mr. 
T.  M.  Admitted  March  19,  1945.  This  patient  was 
caught  momentarily  between  two  trucks  with  his 
abdomen  receiving  the  major  trauma.  On  admis- 
sion, he  complained  of  pain  in  his  right  lower 
abdomen. 

Physical  Examination : The  patient  was  a well- 
developed,  well-nourished  male,  twenty-six  years 
of  age,  lying  in  bed  with  moderate  abdominal  pain. 
Blood  pressure  was  1 10/62,  temperature  100,  pulse 
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106  and  respirations  32.  The  entire  abdomen  was 
spastic  with  the  greatest  amount  of  spasm  and 
pain  being  present  in  the  right  lower  quadrant. 
Only  infrequent  peristaltic  sounds  were  heard. 
Rectal  was  negative.  The  remainder  of  the  ex-* 
animation  was  essentially  normal,  with  the  excep- 
tion of  large  bilateral  inguinal  herniae. 

Laboratory  Examination : A chest  roentgeno- 
gram showed  no  evidence  of  fractured  ribs.  Hemo- 
globin was  15.7,  red  blood  count  5.03  million. 
Urinalysis  showed  a specific  gravity  of  1.025, 
negative  protein  and  sugar  and  normal  sediment. 
Guaiac  test  was  negative.  Culture  and  smear  with 
guinea  pig  inoculation  of  a mesentric  gland  were 
negative  for  tuberculosis.  Pathological  report  of 
the  mesenteric  gland  revealed  the  wall  of  a de- 
generated gland — probably  healed  tuberculosis. 

Hospital  Course : The  patient  was  taken  to  the 
operating  room  and  a right  rectus  incision  made. 
A large  amount  of  blood  with  clots  was  removed 
from  the  peritoneal  cavity.  Exploration  revealed 
a tear  in  the  mesentery  of  the  distal  ileum  extend- 
ing from  the  root  of  the  mesentery  to  the  bowel. 
Eight  inches  proximal  to  this  tear,  there  was  a 
smaller  tear,  extending  halfway  down  the  mesen- 
tery from  the  bowel.  The  bleeding  vessels  were 
clamped  and  tied.  Approximately  one  inch  from 
the  root  of  the  mesentery  in  the  region  of  the  larger 
tear,  there  was  a large  eggshell-like  structure,  ap- 
parentlv  the  calcified  outer  coat  of  a tuberculous 
gland  which  had  ruptured.  The  contents  of  this 
gland  were  strewn  throughout  the  peritoneal 
cavity  and  had  to  be  removed  by  sponging.  The 
shell  of  the  gland  was  excised  and  the  mesentery 
sutured.  The  patient’s  wound  healed  by  first  inten- 
tion and  his  postoperative  course  was  uneventful. 

IV.  Tears  of  the  Mesentery  of  the  Terminal 
Ileum,  Associated  with  a Rupture  of  the  Bladder, 
Fracture  and  Dislocation  of  the  Sacro-iliac  Joint. 
Mr.  R.  M.  Admitted  February  17,  1939.  While  at 
work,  a 300-pound  roll  of  wire  fell  on  this  patient’s 
abdomen  with  a crushing  force.  On  admission  to 
the  hospital,  the  patient  was  in  shock  and  no 
further  history  was  obtainable. 

Physical  Examination : Blood  pressure  was 
80/40,  temperature  98.6,  rectally,  pulse  100  and 
respirations  20.  This  twenty-six-year-old  patient’s 
entire  abdomen  was  spastic  with  general  tender- 
ness. Peristalsis  was  absent.  A sausage-shaped 
swelling  was  present  lateral  to  the  right  rectus 
muscle,  extending  over  the  right  flank.  The  remain- 
der of  the  examination  was  not  remarkable. 

Laboratory  Examination : A flat  plate  of  the 
abdomen  on  admission  was  not  remarkable.  Roent- 
genograms of  the  pelvis  showed  a comminuted 
fracture  of  the  right  ileum  with  separation  of  the 
pubic  bones  at  the  symphysis.  Hemoglobin  was 
72%.  Red  blood  count  3.2  million.  White  blood 
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count  was  7,700  with  22%.  lymphocytes.  Urin- 
alysis showed  a specific  gravity  of  1.030,  negative 
protein  and  sugar  and  normal  sediment.  Blood 
urea  nitrogen  was  17  and  blood  glucose  111. 

Hospital  Course : The  patient  was  taken  to  the 
operating  room  shortly  after  admission  and  a 
right  rectus  incision  made.  Hemorrhage  under  the 
external  oblique  fascia  was  found  and  blood  was 
seen  oozing  out  of  the  external  ring.  The  bladder 
wall  was  edematous  and  discolored  with  intramural 
hemorrhage.  Free  blood  was  present  in  the  peri- 
toneal cavity.  Exploration  revealed  a tear  in  the 
mesentery  of  the  ileum.  Its  bleeding  vessels  were 
tied  and  about  nine  inches  of  bowel  was  resected 
and  a lateral  anastomosis  done.  The  bladder  tear 
sutured,  patient’s  course  was  uneventful.  He  re- 
mained in  the  hospital  for  treatment  of  his  frac- 
tured pelvis  and  was  discharged  two  months  later. 

V.  Tears  of  the  Mesentery  of  the  Sigmoid. 
Mr.  J.  K.  Admitted  December  27,  1941.  About 
three  hours  before  admission,  this  patient  was 
caught  between  a moving  freight  car  and  a build- 
ing. The  car  pinned  him  against  the  building  across 
his  pelvis.  The  patient’s  past  history  revealed  that, 
two  months  before  admission,  he  had  had  an  ex- 
ploration of  his  right  kidney  for  question  of  an 
aberrant  vessel.  Tissue  about  the  pelvis  was 
removed. 

Physical  Examination:  The  patient  was  a well- 
developed,  twenty-nine-year-old  male,  lying  in  bed 
with  moderate  abdominal  pain.  Blood  pressure 
was  122/72,  temperature  100,  pulse  72  and  respira- 
tions 20.  His  abdomen  showed  generalized  spasm 
with  marked  right  lower  quadrant  tenderness.  The 
remainder  of  the  examination  was  essentially 
normal. 

Laboratory  Examination : Admission  roentgeno- 
gram showed  fractures  of  the  left  and  right  pubic 
bones  without  separation.  A flat  plate  of  the  ab- 
domen was  essentially  normal.  The  urinalysis 
showed  a specific  gravity  of  1.020,  negative  sugar 
and  negative  protein.  Sediment  was  normal.  White 
blood  count  was  12,000  with  88%  polys  and  12% 
lymphocytes. 

Hospital  Course:  Shortly  after  admission,  the 
patient  was  taken  to  the  operating  room  and  a 
right  rectus  incision  made.  Free  blood  was  not 
encountered.  A small  tear  was  present  in  the  mesen- 
tery of  the  sigmoid  (one  and  one-half  centimeters 
in  length  ) which  was  closed.  The  appendix  was 
removed,  and  the  wound  closed  in  layers.  Sutures 
were  removed  seven  days  later  and  the  patient  was 
transferred  to  the  Fracture  Service. 

VI.  Tears  of  the  Mesentery  of  the  Terminal 
Ileum,  Associated  with  Concomitant  Tear  of  the 
M esentery  at  the  Junction  of  the  Descending  Colon 
and  Sigmoid.  Mr.  E.  M.  Admitted  March  12,  1939. 
Shortly  before  admission,  this  patient  was  crushed 
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against  his  truck  by  another  truck,  the  tailboard  of 
which  pressed  against  his  abdomen. 

Physical  Examination : The  patient  was  a well- 
developed.  well-nourished,  thirty-seven-year-old 
male,  lying  in  bed  with  moist  skin,  oriented  and 
co-operative.  His  blood  pressure  was  85/40,  tem- 
perature 97,  pulse  100  and  respirations  18.  His 
abdomen  was  soft  with  only  a suggestive  tender- 
ness on  deep  palpation  in  the  right  upper  quadrant. 
The  remainder  of  the  examination  was  essentially 
normal. 

Laboratory  Examination : Roentgenograms  of 
the  chest  and  abdomen  were  not  remarkable. 
Urinalysis  was  normal. 

Hospital  Course  : Twelve  hours  after  admission, 
the  patient  developed  acute  abdominal  signs  and 
was  taken  to  the  operating  room.  A right  rectus 
incision  was  made.  Free  blood  was  present  be- 
neath the  greater  omentum.  The  mesentery  of  the 
terminal  eighteen  inches  of  the  ileum  was  torn, 
and  a resection  of  this  portion  of  the  ileum  was 
done.  The  distal  ileum  was  so  short  that  an  ileo- 
colostomy  was  performed.  Further  exploration 
revealed  the  sigmoid  to  be  gangrenous  in  its  mid- 
portion and  its  mesentery  was  likewise  torn.  Be- 
cause of  the  precarious  condition  of  the  patient, 
this  portion  of  the  sigmoid  was  exteriorized 
through  a left  lower  quadrant  incision.  The 
patient’s  condition  continued  downhill  and  he  ex- 
pired the  following  day. 

Results 

Only  one  patient  died,  giving  us  a mortality  rate 
of  16%.  This  death.  (Case  number  6)  was  due  to 
a delay  in  making  the  correct  diagnosis.  The 
patient  showed  an  excellent  response  of  his  body 
mechanism  to  blood  loss.  It  was  so  excellent  that 
we  were  lulled  into  a false  sense  of  security  by 
the  rise  in  hlood  pressure,  the  drop  in  pulse  and 
the  disappearance  of  his  signs  of  shock  for  a period 
of  several  hours.  A secondary  shock  then  super- 
vened and  the  opportune  moment  had  vanished. 

SUMMARY  AND  CONCLUSIONS 

1.  Blunt  trauma  to  the  abdomen  because  of  sud- 
den severe  intra-abdominal  compression  may 
present  no  external  evidence  of  injury,  where- 
as the  abdominal  cavity  may  have  been  sub- 
jected to  many  types  of  severe  injury.  Among 
these  are  tears  of  the  mesentery. 

2.  A brief  survey  of  the  clinical  findings  has 
been  presented,  along  with  the  reports  of  six 
cases  encountered  in  the  Rhode  Island  Hos- 
pital within  the  last  ten  years. 

3.  We  have  emphasized  the  difficulty  in  making 
the  diagnosis  in  many  of  these  patients. 

4.  We  have  also  emphasized  the  necessity  for 
prompt  replacement  therapy  and  the  need  for 
early  surgical  intervention. 
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5.  It  is  much  wiser  to  look  and  see  when  there  is 
any  suspicion,  as  waiting  may  be  fatal,  where- 
as a laparotomy  should  cause  only  a tempo- 
rary inconvenience  to  the  patient  if  nothing 
is  found. 
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EXCERPTA  MEDICA 

First  Ether  Operation.  October  17th,  1846 

178. 

Dr.  Morton,  Tremont  Row. 

Dear  Sir, 

I write  at  the  request  of  Dr.  J.  C.  Warren  to  invite  you 
to  be  present  on  Friday  morning  at  10  o’clock,  at  the 
hospital,  to  administer  to  a patient  who  is  then  to  be 
operated  upon  the  preparation  which  you  have  invented 
to  deminish  the  sensibility  to  pain. 

Yours  respectfully, 

C.  F.  Heywood. 

House  Surgeon  to  the  General  Hospital,  Massachusetts. 

October  14th,  1846. 

179. 

On  October  17th  the  patient  being  prepared  for  the 
operation,  the  apparatus  was  applied  to  his  mouth  by 
Dr.  Morton  for  about  three  minutes,  at  the  end  of  which 
time  he  sank  into  a state  of  insensibility.  I immediately 
made  an  incision  about  three  inches  long  through  the 
skin  of  the  neck,  and  began  a dissection  among  important 
nerves  and  blood-vessels  without  any  expression  of  pain 
on  the  part  of  the  patient.  Soon  after  he  began  to  speak 
incoherently,  and  appeared  to  be  in  an  agitated  state 
during  the  remainder  of  the  operation.  Being  asked 
immediately  afterwards  whether  he  had  suffered  much, 
he  said  he  had  felt  as  if  his  neck  had  been  scratched; 
but  subsequently,  when  inquired  of  by  me,  his  statement 
was  that  he  did  not  experience  pain  at  the  time,  although 
aware  that  the  operation  was  proceeding. 

J.  C.  Warren  ( 1778-1856) 
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MAJOR  ISSUES  IN  THE  PROPOSED  COVERAGE 
OF  PHYSICIANS  UNDER  SOCIAL  SECURITY* 

Benjamin  B.  Kendrick 


The  Author.  Benjamin  B.  Kendrick,  of  New.  York, 
New  York.  Research  Associate,  Life  Insurance  As- 
sociation of  America;  formerly  Social  Security 
Analyst,  United  States  Chamber  of  Commerce,  and 
Editor,  AMERICAN  ECONOMIC  SECURITY; 
formerly,  Chief  of  Program  Coordination,  Social 
Security  Board,  Bureau  of  Old  Age  and  Survivors 
Insurance. 


Tt  is  a pleasure  to  1>e  in  Providence,  and  to  have 
-*■  the  opportunity  of  discussing  the  proposed  cov- 
erage of  physicians  under  social  security  with  the 
members  of  the  Providence  Medical  Association. 
I hope  I can  be  of  some  assistance  to  you  by  point- 
ing up  what  I believe  are  the  major  issues  to  be 
considered. 

Importance  of  Issue 

This  coverage  question  is  quite  an  important  one. 
If  physicians  should  be  brought  under  the  old-age 
and  survivors  insurance  provisions  of  the  social 
security  legislation — the  so-called  OASI  system 
— a beginning  doctor  could  anticipate  paying  social 
security  taxes  of  up  to  about  $10,000  in  the  course 
of  a lifetime  of  practice — and  this  figure  is  based 
on  the  unlikely  assumption  that  the  OASI  sys- 
tem will  not  be  further  liberalized  during  his  life- 
time. When  possible  liberalizations  in  the  system 
are  taken  into  account,  the  physician’s  lifetime 
taxes  might  run  a great  deal  higher.  Roughly  off- 
setting these  taxes,  of  course,  are  the  social  security 
benefit  expectancies  he  would  gain. 

More  important  than  the  dollars  and  cents  of 
it  may  be  some  other  questions  involved.  For  in- 
stance, would  the  medical  professon  be  able  to 
speak  more  effectively  in  Washington  on  matters 
relating  to  social  security,  if  inside  or  outside  the 
OASI  system?  Again,  is  there  any  right  or  wrong 
to  the  coverage  proposal  from  a standpoint  of 
principle? 

Because  of  the  importance  of  the  issues,  it  is 
good  that  the  medical  profession  is  devoting  in- 
creasing attention  to  the  proposal  for  social  security 
coverage.  Let  me  say,  too,  that  if  doctors  should 

*An  address  delivered  at  the  110th  Annual  Meeting  of  the 
Providence  Medical  Association,  at  Providence.  Rhode 
Island,  January  7,  1957. 


decide  to  seek  OASI  coverage,  they  had  better  be 
very  sure  they  have  reached  the  right  decision — 
because  once  under  the  OASI  system,  it  is  most  un- 
likely they  would  ever  have  a chance  to  withdraw. 

The  Physicians  Must  Decide 
It  is  of  course  the  responsibility  of  Congress, 
in  its  wisdom,  to  enact  and  amend  the  Federal 
social  security  laws.  However,  Congress  has  never 
yet  extended  OASI  coverage  to  any  considerable 
group  of  people  without  evidence  that  the  members  ( 
of  the  group  preponderantly  wanted  to  be  under 
OASI.  If  spokesmen  for  the  medical  profession  . 
should  tell  Congress  that  doctors  want  OASI  cov-  \ 
erage,  they  would  surely  acquire  it  shortly  there- 
after. Conversely,  if  medical  spokesmen  continue  to 
tell  Congress  that  doctors  do  not  want  OASI  cover- 
age. then  I have  no  doubt  that  physicians  can  re- 
main outside  the  system — at  least  for  some  time 
to  come. 

Thus,  it  seems  to  me,  doctors  must  decide  for 
themselves  whether  they  want  to  be  in  or  out  of 
OASI.  It  would  certainly  be  presumptuous  of  me 
— or  of  any  other  layman — to  try  to  tell  the  mem- 
bers of  the  medical  profession  what  they  ought  to 
do.  What  I may  be  able  to  contribute  tonight  is 
to  furnish  some  relevant  information,  and  some 
informed  guesses,  that  may  assist  those  present  in 
arriving  at  their  own  conclusions. 

V oluntary  OASI  Coverage 
for  Physicians  Unlikely 
In  advance  of  this  meeting,  Mr.  Farrell  thought- 
fully sent  me  a copy  of  the  May  1955  report  on  the 
Rhode  Island  Medical  Society’s  membership  poll 
as  to  physician  participation  in  the  OASI  system. 
As  you  know,  the  report  showed  that,  while  the 
vast  majority  of  the  members  responding  were  op- 
posed to  compulsory  OASI  coverage,  voluntary 
coverage  for  those  wishing  it  was  favored  by  a 
good  majority. 

However,  there  are  a number  of  objections  to 
voluntary  OASI  coverage  for  doctors — or  for 
any  other  group — and  I think  Congress  is  well 
aware  of  them.  The  chief  argument  against  vol- 
untary coverage  concerns  the  so-called  adverse 
selection  involved.  In  other  words,  the  thought  is 
that  those  whose  prospective  benefits  stood  to  be 
greater  than  their  prospective  taxes  would  tend  to 
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choose  to  be  in  the  system,  whereas  those  whose 
taxes  stood  to  exceed  their  benefits  would  tend  to 
stay  out.  To  the  extent  these  tendencies  operated, 
the  voluntary  participants  would  make  a profit 
on  their  coverage.  Moreover,  assuming  the  sys- 
tem continues  to  he  run  on  a self-supporting  basis, 
any  profit  made  by  voluntary  participants  must 
necessarily  be  at  the  long-run  expense  of  the  others 
under  OASI,  who  are  almost  all  covered  on  a 
compulsory  basis. 

Another  objection  to  voluntary  coverage  relates 
to  what  most  people  agree  on  as  being  the  sys- 
tem’s fundamental  purpose — that  of  furnishing 
a basic  floor  of  protection  for  all  against  want. 
The  argument  runs  that,  under  voluntary  pro- 
visions, those  most  likely  to  need  the  benefits  would 
be  the  least  likely  to  elect  coverage,  whereas  those 
least  likelv  to  be  in  need  would  be  the  most  likely 
to  elect  coverage.  Perhaps  this  argument  is  not 
entirely  applicable  to  physicians,  but  certainly  there 
is  at  least  some  merit  in  it. 

A third  argument  is  that  a governmental  pro- 
gram like  OASI,  dealing  with  tens  of  millions  of 
people  over  scores  of  years,  must  be  kept  relatively 
simple  if  it  is  not  to  bog  down  through  administra- 
tive complexities  and  costs  in  sheer  bureaucratic 
weight.  And  voluntarv  provisions  do  mean  a great 
deal  of  extra  complexity  that  I perhaps  need  not 
take  the  time  to  spell  out. 

For  these  reasons,  it  seems  unlikely  that  Con- 
gress would  offer  physicians,  on  an  individual  basis, 
the  right  to  accept  or  reject  OASI  coverage.  I 
think  the  actual  choice  will  prove  to  he  between 
no  coverage  for  any  and  compulsory  coverage 
for  all. 

Employed  Physicians  Already  Covered 

In  saying  “no  coverage  for  any,”  I am  of  course 
referring  to  self-employed  physicians.  Doctors 
employed  on  a salary,  as  no  doubt  you  know,  are 
now  covered  by  OASI  (and  have  been  since  the 
system’s  inception),  if  the  employment  area  itself 
is  inside  the  system’s  purview. 

Perhaps  you  are  not  aware  of  the  extent  to 
which  physicians  already  have  OASI  coverage.  I 
have  some  figures  on  this,  based  on  a sample  sur- 
vey made  by  the  OASI  Bureau  of  the  Social 
Security  Administration  in  1955. 

According  to  that  survey.  45  per  cent  of  the 
201,000  physicians  listed  in  the  A.M.A.  directory 
had  at  least  some  credited  earnings  under  OASI. 
And  22  per  cent  of  the  physicians  listed  had  enough 
OASI  coverage  to  have  a so-called  fully  insured 
status  under  the  system  or  to  have  had  such  a 
status  at  some  previous  time. 

The  sample  survey,  also,  studied  separately  the 
listed  physicians  who  were  in  self-employment 
(presumably  private  practice  in  most  cases)  at 
the  time  the  survey  was  made.  Such  physicians, 


of  course,  could  have  asquired  OASI  wage  credits 
either  before  entering  private  practice  or  by  part- 
time  employment  while  in  private  practice.  At  any 
rate,  of  the  self-employed  physicians,  35  per  cent 
had  at  least  some  covered  earnings,  while  1 1 per 
cent  had  or  had  had  a fully  insured  status. 

These  figures  have  probably  gone  up  somewhat 
since  the  survey  was  made.  The  main  reason  for 
thinking  so  is  that  there  have  been  several  bits  of 
new  legislation  since  then,  extending  the  area  of 
OASI  coverage,  and  hence  increasing  the  propor- 
tion of  salaried  physicians  who  are  covered. 

In  this  regard,  let  me  call  your  attention  to  some 
new  legislation  extending  regular  OASI  coverage, 
beginning  January  1,  1957,  to  members  of  the 
armed  forces.  There  are  also  gratuitous  OASI 
wage  credits  provided  for  military  service  be- 
tween September  15,  1940,  and  December  31, 
1956.  Both  sets  of  provisions  are  fully  applicable 
to  service  in  the  uniformed  forces  in  any  medical 
capacity. 

I know  personally  of  one  case  where  these  pro- 
visions have  already  proven  effective.  There  is  a 
lady  employed  in  our  office  whose  husband  had 
been  a physician  before  his  death  about  two  years 
ago.  He  had  never  been  under  the  regular  OASI 
provisions,  had  never  paid  a cent  in  social  security 
taxes,  and  in  fact,  did  not  even  have  a social  se- 
curity number.  However,  he  had  served  for  about 
four  years  in  the  armed  forces  during  the  war.  As 
a result,  his  widow  and  four  children  together  have 
been  drawing  $66.40  a month  in  OASI  benefits. 

The  general  point  I am  trying  to  make  is  that 
physicians  have  a surprisingly  large  amount  of 
OASI  coverage  already.  The  proposal  we  are  dis- 
cussing can  hence  be  restated  as  being  whether 
doctors  wish  OASI  coverage  for  private  practice 
to  go  with  the  coverage  they  already  have  in 
salaried  employment  and  during  periods  of  mili- 
tary service. 

How  Would  Doctors  Make  Out  Compared 
With  Others  Under  OASI ? 

Let  me  now  turn  to  the  question  of  whether  doc- 
tors would  get  their  money’s  worth  out  of  the 
OASI  system  if  they  were  covered  under  it.  This 
question  can  best  lie  handled  as  two  separate  ques- 
tions : First,  how  would  doctors  make  out  com- 
pared with  the  general  population  under  OASI? 
And  second,  how  does  the  covered  population,  on 
an  average,  make  out  under  OASI  ? These  ques- 
tions, let  me  emphasize,  relate  to  compulsory 
coverage  ; I have  already  suggested  that  physicians 
would  stand  to  get  a good  deal  more  than  their 
money’s  worth  out  of  the  system  if  they  were  to 
have  coverage  on  an  optional  basis. 

Xo  mathematical  answer  is  possible  to  either  of 
the  two  questions  on  compulsory  coverage.  This 
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is  mainly  because  OASI  does  not  stand  still ; no 
one  really  knows  what  the  system  will  come  to  he 
like  in  the  future.  However.  I think  the  questions 
on  how  doctors  would  make  out  can  he  answered 
fairlv  well — -hut  in  non-mathematical  terms. 

Compared  with  other  people  compulsorily  cov- 
ered by  OASI,  doctors  would  he  better  off  in  one 
major  way,  and  worse  off  in  another.  Doctors 
would  he  better  off  than  most  others  in  that,  as  self- 
employed  persons,  they  would  pay  only  three- 
quarters  of  the  combined  employer-employee  taxes 
applying  to  people  in  covered  employment.  At  the 
ultimate  tax  rates,  applicable  in  1975  and  there- 
after under  the  present  tax-rate  schedule,  the  self- 
employed  will  pay  6-/$  per  cent  in  contrast  with 
a combined  8y2  per  cent  on  employment  earnings. 

On  the  other  hand,  the  OASI  benefit  formula  is 
geared  to  favor  those  at  the  low  end  of  the  earn- 
ings’ scale.  Because  physicians  tend  to  he  near  the 
high  end  of  the  scale,  this  means  that  the  benefit 
formula  is  geared  to  their  disadvantage.  But  the 
25  per  cent  discount  that  doctors  would  get  on  their 
tax  hill  may  roughly  cancel  the  fact  that  the  benefit 
formula  would  he  loaded  against  them. 

There  are  various  other  minor  points  about 
how  physicians  would  fare  under  OASI,  com- 
pared with  others  under  the  system,  of  which 
perhaps  only  one  is  worth  mentioning.  I have  fre- 
quentlv  heard  it  argued  that  doctors  would  lose 
out  because  they  do  not  normally  retire  at  age 
sixty-five  hut  continue  their  practices  indefinitely. 
Hence,  it  is  argued,  physicians  could  not  draw 
OASI  retirement  benefits  because  the  so-called 
work  clause  would  operate  to  prevent  it. 

In  my  best  judgment,  there  is  little  real  sub- 
stance to  this  argument.  For  one  thing,  most  lay- 
men likewise  do  not  retire  at  age  sixty-five.  The 
statistics  show  that,  so  far,  the  average  age  at 
retirement  under  OASI  has  been  about  sixty-nine. 
Moreover,  there  is  a provision  in  the  OASI  legis- 
lation that  the  so-called  zvork  clause  ceases  to  apply 
at  age  seventy-two.  And  it  is  not  at  all  far-fetched 
to  think  that  Congress  may  reduce  this  age  at 
which  benefits  become  payable  regardless  of  earn- 
ings to  seventy. 

So,  all  things  considered,  I think  doctors  would 
make  out  about  as  well  under  compulsory  OASI 
coverage  as  do  people  generally. 

How  Do  People  Generally  Make 
Out  Under  OASI ? 

But  does  the  covered  population  generally  get 
its  money’s  worth  from  OASI?  On  the  whole,  I 
think  so — but  I am  speaking  now  only  about  the 
existing  system,  and  not  about  what  it  may  come 
to  he  in  the  future. 

In  any  event,  the  aggregate  of  benefit  payments 
under  the  system  does  not  differ  greatly  from  the 


RHODE  ISLAND  MEDICAL  JOURNAL 

aggregate  of  tax  receipts.  Some  of  the  past  tax 
receipts  have  been  used  to  build  up  a relatively 
small  reserve  fund,  which  is  still  increasing  slowly. 
This  fund  earns  interest,  which  adds  to  the  amounts 
available  for  benefits.  On  the  other  hand,  admin- 
istrative expenses  are  paid  out  of  the  fund.  Con- 
cerning administrative  expenses,  I may  say  that 
the  OASI  program  is  a huge,  mass-production  type 
of  operation,  and  as  a result,  the  administrative 
costs  run  only  about  2 per  cent  of  the  sums  taken  in 
or  paid  out. 

In  contrast  to  an  insurance  company,  OASI 
pays  no  taxes  and  employs  no  salesmen.  On  the 
other  hand,  the  interest  earnings  of  OASI  are 
quite  small,  relatively  speaking.  This  is  mainly  be- 
cause the  system  has  operated  on  nearly  a pay-as- 
you-go  basis,  and  consequently,  the  reserve  fund 
represents  only  a small  fraction  of  the  accrued 
liabilities.  Also,  the  funds  are  invested  in  Govern- 
ment bonds,  which  bear  a relatively  low  interest 
rate. 

Of  course,  there  is  much  more  to  it  than  these 
brief  comments  indicate.  An  insurance  company  • 
guarantees  its  policy  benefits;  OASI  benefits,  on  1 
the  other  hand,  are  subject  to  change — or  even 
discontinuance — at  the  will  of  Congress,  as  Sec- 
tion 1104  of  the  amended  Social  Security  Act  \ 
explicitly  provides.  Also,  loans  can  he  had  against 
insurance-policy  reserves;  in  OASI  there  are  no 
loan  provisions. 

.More  important,  insurance  companies  offer 
numerous  policies  from  which  the  purchaser  can 
carefully  select  the  one  best  meeting  his  needs, 
desires,  and  premium-paying  ability.  In  OASI,  by 
contrast,  there  is  no  choice : One  set  of  benefit  and 
tax  provisions  applies,  willy-nilly,  to  all. 

Perhaps  this  last  point  is  the  heart  of  the  matter. 

As  a social  benefit  program,  designed  to  meet  the 
minimum  needs  for  protection  of  the  population 
generally,  OASI  can  he  considered  a good  buy, 
with  the  participants,  on  the  whole,  truly  getting 
their  money’s  worth.  However,  if  OASI  should 
he  over-expanded,  and  attempt  to  provide  full 
protection  for  the  population,  then  participants 
will  no  longer  he  getting  their  money’s  worth  be- 
cause their  taxes  will  be  buying  benefits  differing, 
more  or  less,  from  what  they  need,  want,  and  are 
willing  to  pay  for.  And  no  misfit  article,  that  you 
are  required  to  use,  can  he  a good  buy  regardless 
of  the  price. 

Questions  of  Principle  and  Philosophy 

More  important  than  the  dollars  and  cents  of 
doctors'  coverage  under  OASI  may  be  questions 
of  principle  or  philosophy,  as  I suggested  earlier. 
The  trouble  is  that  some  people — using  one  line 
of  argument — arrive  at  the  conclusion  physicians 
certainly  should  he  covered,  while  others — using 
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another  line  of  argument — conclude  that  they  cer- 
tainly should  not  he. 

People  such  as  some  of  my  former  colleagues  at 
the  Social  Security  Board  argue  that  OASI  is 
designed  to  furnish  universal  protection,  that  the 
system  cannot  work  with  maximum  efficiency  so 
long  as  any  important  group  remains  outside  it, 
and  that  consequently  physicians  should  be  brought 
under  the  general  law.  My  own  feeling  is  that, 
while  there  is  some  validity  to  this  argument,  uni- 
versal coverage  is  not  really  essential.  Also,  I think 
it  is  proper — and  in  accord  with  democratic  prin- 
ciples—for  Congress  to  take  the  wishes  of  the 
group  affected  into  account. 

The  opposing  view,  briefly,  is  that  social  secur- 
ity is  a step  on  the  road  to  socialism  and  worse — 
and  that  the  medical  profession  should  conse- 
quently oppose  coverage  with  vigor.  My  own  feel- 
ing is  that,  while  future  history  might  verify  the 
first  part  of  this  argument,  the  second  part  does 
not  follow.  In  other  words,  if  broad  forces  are 
leading  the  United  States  to  socialism,  the  trend 
could  hardly  be  affected  much  bv  the  action  of 
physicians  on  OASI  coverage. 

All  in  all,  I am  personally  not  convinced  that 
there  are  over-riding  considerations  of  philosophy 
or  principle  either  way.  Consequently,  if  I were  a 
physician.  I think  I would  view  the  question  main- 
ly from  an  economic  standpoint,  making  the  best 
guess  I could  as  to  what  changes  in  OASI  the 
future  is  likely  to  bring. 

future  Changes  in  OASI 

And  that  leads  us  to  the  $64  billion  question — 
how  will  OASI  be  shaped  in  the  future?  Will  the 
system  he  over-expanded  ? 

It  could  happen.  Surely  Congress  will  be  sub- 
ject to  continual  pressure  for  OASI  liberalization 
— higher  benefits,  more  lenient  eligibility  require- 
ments, new  types  of  benefits.  And  it  can  scarcely 
be  doubted  that  some  liberalizations  will  be  en- 
acted from  time  to  time. 

Nevertheless,  I am  cautiously  optimistic  that  the 
pressure  for  continual  OASI  expansion  can  he 
contained  fairly  well  within  reasonable  bounds. 
The  chief  thing  that  makes  me  think  so  is  the 
growing  evidence  that  the  repeatedlv  increased 
OASI  payroll  taxes  are  beginning  to  become  high 
enough  and  painful  enough  to  encourage  voters 
to  carefully  scrutinize  all  proposals  to  expand 
benefits. 

During  consideration  of  the  bill  which  became 
the  1956  Social  Security  Amendments,  Congress- 
men seemed  very  conscious  of  the  tax  angle.  The 
original  bill  had  provided  full  benefits  for  women 
at  age  sixty-two,  instead  of  sixty-five,  but  this  pro- 
vision in  conjunction  with  the  new  cash  disability 
benefit  provisions  would  have  cost  employers  and 


employees  a tax  increase  of  one  per  cent  of  pay- 
roll. To  avoid  such  a tax  increase,  reduced  benefits 
for  wives  and  working  women  below  sixty-five 
were  substituted,  with  the  tax  increase  being  held 
to  one-half  of  one  per  cent. 

Moreover,  it  is  important  to  remember  that 
existing  law  provides  a whole  schedule  of  tax  in- 
creases to  take  effect  between  now  and  1975.  And 
these  tax  increases,  of  course,  are  required  merely 
to  meet  the  growing  costs  of  the  present  benefit 
provisions — they  cannot  be  used  to  provide  addi- 
tional benefits.  When  the  American  people  have 
had  to  meet  the  first  one  or  two  of  these  scheduled 
tax  increases,  with  no  corresponding  increase  in 
benefits,  they  will  be  even  less  willing  than  at  pres- 
ent to  pay  still  higher  taxes  for  new  liberalizations 
in  the  benefit  provisions. 

Possible  OASI  Liberalizations 
Affecting  Medical  Practice 

W hat  possible  liberalizations  in  OASI  would 
affect  tbe  practice  of  medicine?  Let  me  devote  just 
a minute  or  two  to  this  question. 

To  begin  with,  as  you  know,  the  new  cash  dis- 
ability benefit  provisions  in  the  1956  Amendments 
do  affect  medical  practice.  The  doctor's  role  is  to 
make  examinations  and  certifications  as  to  ap- 
parently disabling  impairments,  subject  to  some 
supervision  from  the  social  security  authorities. 

There  will  surely  be  intense  pressure  for  ex- 
pansion of  these  new  provisions.  Under  present 
legislation,  the  benefits  are  available  only  at  age 
fifty  and  over,  but  demands  are  already  heard  that 
they  be  provided  regardless  of  age. 

Moreover,  there  are  no  benefits  for  the  wives 
and  children  of  disability  beneficiaries  under  the 
new  provisions,  whereas  dependents’  benefits  are 
provided  under  OASI  in  case  of  retirement  or 
death.  Dependents’  benefits  in  disability  cases  are 
sure  to  be  urged. 

Also,  the  1956  Amendments  provide  benefits 
for  disabled  children.  You  see,  there  are  two  sep- 
arate things : Benefits  for  the  able-bodied  depend- 
ents of  disabled  people,  and  benefits  for  the  dis- 
abled dependents  of  people  who  are  dead  or  re- 
tired, but  not  disabled.  In  any  event,  the  new  prin- 
ciple of  benefits  for  disabled  dependents  could 
conceivably  be  carried  much  further. 

Now  as  to  the  possibilities  for  Federal  medical- 
care  benefits — that  is,  socialized  medicine — either 
inside  or  outside  the  OASI  system.  It  seems  clear 
that  the  direct  threat  of  such  legislation  has  largely 
evaporated.  And  I think  much  of  the  credit  is  due 
to  the  phenomenal  growth  of  voluntary  health  in- 
surance— both  in  numbers  covered  and  in  the 
breadth  and  depth  of  their  protection.  Here  I think 
the  insurance  companies — -along  with  Blue  Cross 
and  Blue  Shield are  entitled  to  take  a bow. 
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The  ci. i.\ tci ax  is  aware  of  the  variable  features 
of  rheumatic  carditis  and  is  not  surprised  to 
find  rheumatic  valvulitis  in  adults  who  deny  a back- 
ground of  rheumatic  fever.  Rheumatic  fever  is 
frequently  seen  in  early  adult  life,  and  recent 
cardiac  surgery  has  reaffirmed  the  presence  of 
rheumatic  carditis  in  all  age  groups. 

The  following  three  case  reports  in  patients,  54, 
64  and  70  years  of  age,  reaffirm  the  possibility  of 
underlying  rheumatic  carditis  in  later  life.  Early 
diagnosis  may  be  important  in  consideration  of 
therapy,  penicillin  prophylaxis  and  rest.  The  cases 
also  reveal  some  of  the  diagnostic  problems  that 
exist  in  determining  the  presence  of  underlying 
rheumatic  heart  disease. 

Case  I 

This  fifty-four-year-old  sculptor  had  a twelve- 
vear  history  of  auricular  fibrillation  with  cardi- 
omegalv  and  a five-year  history  of  taking  digi- 
talis with  a more  recent  (two-year)  history  of 
quinidine  intake.  There  had  never  been  any  evi- 
dence of  congestive  failure  or  angina  pectoris. 
Rheumatic  fever  background  was  unknown.  '1  he 
onlv  pertinent  factor  was  a history  of  influenza  in 
1918  which  was  nearly  fatal,  and  a hospitalization 
in  August  1955,  for  ventricular  tachycardia  (? 
inactive  rheumatic  heart  disease). 

Physical  examination  in  the  asymptomatic  state 
revealed  auricular  fibrillation,  marked  cardiomega- 
lv  and  a blowing  non-transmitted  grade  II  apical 
systolic  murmur;  the  blood  pressure  was  140  70. 
The  electrocardiogram  revealed  auricular  fibrilla- 
tion. a ventricular  rate  of  80  and  nonspecific  S4  - 1 
segment  changes  consistent  with  digitalis  effect. 
The  chest  roentgenogram  revealed  nonspecific 
cardiac  enlargement.  It  was  concluded  that  rheu- 
matic heart  disease  was  a possibility. 

On  February  22,  1956,  the  patient  was  hospital- 
ized with  an  episode  of  acute  ventricular  tachy- 
cardia. Treatment  consisted  of  intramuscular 
quinidine  (0.6  Gm.)  in  two  doses  followed  by  in- 
travenous pronestyl  ( 750mg.  ) with  continuous 


electrocardiographic  control.  The  patient  expired 
suddenly  within  twelve  hours  of  admission  prob- 
ably from  cardiac  standstill  or  ventricular  fibril- 
lation. 

Autopsy  studies  revealed  a heart  weighing  806 
Gm.,  and  two  thickened  mitral  valve  cusps  con- 
taining verrucous  nodularities  with  similar  vege- 
tations on  one  aortic  cusp.  Microscopic  sections 
through  these  areas  revealed  acute  and  subacute 
vegetative  lesions  containing  fibrinoid  exudate  and 
acute  and  chronic  inflammatory  cells.  This  exudate 
was  also  present  throughout  the  myocardium  and 
pericardium.  There  was  also  a small  organized 
posterior  myocardial  infarction  with  75  per  cent 
atherosclerotic  reduction  in  the  lumen  of  the 
coronary  artery.  The  cause  of  death  was  rheumatic 
pancarditis. 

Case  II 

A seventv-year-old  male  had  minimal  hyperten- 
sion for  years,  and  initially  noticed  shortness  of 
breath  with  unconsciousness  for  about  two  years 
prior  to  hospitalization  on  January  29.  1951.  At 
that  time  he  was  treated  for  an  acute  bout  of  pul- 
monary edema.  The  patient  was  admitted  to  the 
Newport  Hospital  on  February  19,  1953,  with  pul- 
monary edema  and  angina.  There  had  never  been 
any  history  of  rheumatic  fever. 

There  was  an  established  diagnosis  of  rheumatic 
heart  disease  with  aortic  stenosis  and  marked  car- 
diomegaly.  The  E.C.G.  revealed  right  bundle 
branch  block  and  the  chest  X ray  revealed  mod- 
erate cardiomegaly,  a mild  left  pleural  effusion 
and  generalized  patchy  pneumonitis  involving  the 
hilar  regions  predominantly.  On  February  23. 
1953,  a pericardial  friction  rub  developed  and  on 
February  28.  1953,  the  patient  died  suddenly.  An 
underlying  myocardial  infarction  was  suspected 
hut  not  confirmed  by  electrocardiography. 

'l'he  post-mortem  findings  revealed  a heart 
weighing  750  Gm.  The  mitral  valve  cusps  were 
thickened  and  the  aortic  valve  was  bony,  rigid  and 
calcified.  The  pericardium  was  thickened  with 
fibrinous  exudate.  The  coronary  vessels  were  mod- 
erately occluded,  particularly  the  left  anterior 
descending  artery.  Microscopic  examination  re- 
vealed that  the  epicardium  was  infiltrated  with 
neutrophiles  and  fibrinoid  exudate  was  extensive. 
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There  were  stellate  scars  throughout  the  myo- 
cardium containing  many  chronic  inflammatory 
cells. 

The  cause  of  death  was  aortic  stenosis  and  acute 
fibrinous  pericarditis.  There  was  acceptable  evi- 
dence for  the  presence  of  rheumatic  myocarditis. 
Coronary  atherosclerosis  was  an  additional  finding. 

Case  III 

This  sixty-four-year-old  white  male  was  found 
to  have  a heart  murmur  during  a routine  physical 
examination  in  1937.  During  January  1955,  he  was 
hospitalized  with  a recent  history  of  pulmonary 
edema  due  to  rheumatic  heart  disease  with  mitral 
stenosis.  The  admission  on  April  23,  1955,  was  due 
to  rapidly  advancing  congestive  heart  failure. 
There  was  no  history  of  rheumatic  fever. 

The  physical  examination  revealed  findings  of 
left  and  right  sided  failure.  The  B.P.  was  120/65 
and  the  heart  was  markedly  enlarged.  There  was 
bigeminal  rhythm ; there  was  a harsh  presystolic 
and  grade  III  systolic  murmur  at  the  apex  with 
transmission  into  the  axilla.  A harsh  thrill  was 
palpable  in  this  area.  Mi  was  obliterated  by  this 
murmur.  The  chest  X ray  revealed  moderate  cardi- 
omegaly,  pulmonary  edema  at  the  bases  and  fluid 
in  each  pleural  cavity.  The  electrocardiogram  re- 
vealed fibrillation,  multifocal  premature  systoles 
and  nonspecific  ST-T  segment  changes  consistent 
with  digitalis  effect.  The  patient  died  on  May  3, 
1955,  following  a sudden  episode  of  chest  pain. 
Acute  myocardial  infarction  was  considered  a 
possibility. 

The  post-mortem  examination  revealed  a heart 
weighing  470  Gm.  The  epicardial  surface  was  soft 
and  granular.  The  right  auricle  and  ventricle  were 
dilated  to  twice  the  usual  capacity  and  the  mitral 
valve  cusps  were  thickened  with  scarred,  shortened 
chordae  tendineae,  and  a dilated  mitral  ring.  Micro- 
scopic examination  revealed  a thickened  pericardi- 
um containing  large  infiltrates  of  neutrophiles, 
lymphocytes,  plasma  cells  and  histiocytes.  On  the 
innermost  surface  there  were  large  areas  of  fibri- 
noid exudate  with  Aschoff  granulomata  and  neu- 
trophiles. The  myocardium  contained  numerous 
stellate  scars  containing  peripheral  Aschoff  granu- 
lomata. The  endocardium  was  thickened  and  there 
was  moderate  sclerosis. 

The  cause  of  death  was  ascribed  to  rheumatic 
pancarditis. 

Discussion 

Jones1  has  listed  the  major  and  minor  manifes- 
tations of  rheumatic  fever.  Many  cases,  particu- 
larly in  childhood,  will  present  manifestations 
necessary  to  establish  the  diagnosis  of  rheumatic 
fever.  Likewise,  carditis  in  its  full-blown  picture 
leaves  little  doubt  in  diagnosis  particularly  if 
Jones’s  criteria  are  present.  The  presence  of  newly 


developing  murmurs  which  vary,  and  the  develop- 
ment of  a protodiastolic  gallop  rhythm  supported  bv 
roentgenographic  signs  of  cardiac  dilatation  leave 
little  doubt  as  to  the  diagnosis.  When  these  find- 
ings are  supported  by  electrocardiographic  evi- 
dence, then  the  clinician  is  surely  on  safe  ground 
for  a diagnosis  of  rheumatic  carditis. 

Grifone  and  Kitchell2  have  emphasized  the  ob- 
scurity of  rheumatic  activation  in  later  adult  life. 
This  is  not  difficult  to  understand,  when  other 
types  of  cardiac  disease  may  mask  the  presence  of 
activity.  Rheumatic  heart  disease  itself  may  be 
the  camouflaging  agent.  Inflammatory  reactions 
of  many  types  in  older  life  may  smoulder  and  not 
become  clinically  manifest.  Decker  et  al3  further 
report  rheumatic  activity  as  evidenced  by  rheu- 
matic nodules  in  auricular  appendages  in  45%  of 
patients  who  undergo  mitral  valvulotomy. 

White4  in  his  translation  of  Aschoff’s  work 
describes  the  typical  lesion  of  rheumatic  heart  in- 
volvement as  inflammation  with  acute  and  chronic 
cell  forms  in  association  with  multinucleatecl  giant 
cells  and  centrally  placed  fibrinoid  necrosis.  Other 
aspects  of  the  pathology  are,  however,  verrucous 
endocarditis  involving  the  valve  edges  and  peri- 
carditis. While  the  Aschoff  granulomata  are  diag- 
nostic of  carditis,  collections  of  chronic  inflamma- 
tory cells  in  association  with  other  stigmata  of  rheu- 
matic heart  disease  are  often  enough  evidence  for 
the  diagnosis.  The  sedimentation  rate5  may  be 
normal  in  rheumatic  activity  associated  with  con- 
gestive heart  failure.  The  acute  phase  reactants 
are  positive  in  all  acute  inflammatory  disease.  The 
O-antistreptolysin  may  he  negative  in  smoldering 
rheumatic  fever. 

It  is  certainly  clear  that  the  pathological  and 
clinical  laboratory  criteria  of  rheumatic  activity 
are  not  always  adequate  for  diagnosis.  McCarty6 
has  stated  that  there  is  a threshold  level  of  inflam- 
mation below  which  current  laboratory  tests  are 
non-recording.  The  diagnosis  of  rheumatic  fever 
or  carditis  may  be  impossible  in  certain  cases. 

CONCLUSIONS  AND  SUMMARY 

Three  cases  of  rheumatic  carditis  in  the  older  age 
group  are  presented  to  reaffirm  the  necessity  of 
considering  underlying  rheumatic  carditis  in  bi- 
zarre manifestations  of  heart  disease,  hut  especial- 
ly to  emphasize  that  underlying  atherosclerotic  or 
inactive  rheumatic  heart  disease  itself  may  confuse 
the  clinical  picture.  Electrocardiograms  may  not 
help  in  the  diagnosis  because  of  camouflaging  or 
nonspecific  patterns.  Tachycardia  and  cardiomega- 
ly  may  be  due  to  old  cardiac  pathology  and  not 
active  carditis. 

It  is  important  to  consider  underlying  active 
rheumatic  carditis  in  all  types  of  active  or  sus- 
pected heart  disease.  Diagnosis  may  he  difficult, 
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'T'he  association  of  breast  carcinoma  and  preg- 
nancy  or  lactation  is  perilous  but  not  hopeless. 
Surgical  opinion  on  this  subject  is  varied  and  con- 
flicting due  mainly  to  the  small  number  of  patients 
seen  by  any  one  surgeon  or  clinic.  Statistical  stud- 
ies are  often  misleading  because  of  the  many  fac- 
tors involved.  Only  one  thing  is  clear,  and  that  is 
that  no  set  of  rules  can  he  formulated  which  can 
he  applied  to  all  patients. 

Breast  carcinoma  and  pregnancy  are  not  com- 
monly associated.  Two  per  cent  of  breast  carcino- 
mas are  complicated  by  pregnancy.  The  obstetri- 
cians’ chances  of  seeing  carcinoma  in  pregnancy 
are  very  small,  in  fact,  about  one  in  10.000.  How- 
ever, when  he  does  find  one,  he  will  delay  treat- 
ment one  month  longer  than  the  average  physician 
with  a similar  case  in  a non-pregnant  woman.  The 
pregnant  patient  will  delay  reporting  carcinomatous 
lumps  in  the  breast  to  her  physician  two  months 
longer  than  the  average  non-pregnant  patient.  The 
chances  of  a five-year  survival  in  these  patients 


CANCER  OF  THE  BREAST 

FIGURE  1 


is  poor.  In  the  largest  reported  series,  by  White,7 
who  collected  cases  from  all  over  the  world,  the 
five-year  survival  rate  was  17%  and  the  ten-year 
survival  rate  was  11%.  These  figures  are  certainly 
discouraging,  but  if  one  studies  the  problem  more 
closely  by  subdividing  the  groups,  the  outlook  for 

*Presented  at  the  Second  Surgical  Friday  Conference, 
at  the  Rhode  Island  Hospital,  at  Providence,  Rhode 
Island,  November,  1956. 


certain  patients  becomes  much  more  favorable. 

The  graph  (Fig.  1)  is  taken  from  Ackerman 
and  Regato'  and  shows  the  over-all  outlook  for 
all  patients  with  carcinoma  of  the  breast  who  are 
not  pregnant.  I have  taken  a rough  approximation 
of  Harrington’s4  figures  and  patients  with  car- 
cinoma of  the  breast  complicated  by  pregnancy  or 
lactation  and  superimposed  them  on  the  chart.  It 
is  obvious  that  patients  who  are  pregnant  or  lacta- 
ting  do  not  do  as  well  as  others.  But  when  looking 
at  the  chart  one  must  remember  that  aside  from 
pregnancy,  these  series  are  not  comparable.  The 
average  age  of  Harrington’s4  patients  is  36.6  years 
and  although  I do  not  know  the  average  age  of 
the  patients  in  Ackerman’s1  series,  the  average 
age  for  all  breast  carcinomas  is  45-55  years.  Nu- 
merous reports  have  shown  that  the  prognosis  is 
poor  in  younger  women.  Westberg6  lias  compared 
groups  of  pregnant  and  non-pregnant  women  with 
cancer  of  the  breast  and  found  that  the  results 
were  only  slightly  poorer  in  the  pregnant  group. 
There  are  some  individual  reports  from  some  of 
the  larger  clinics  which  offer  a more  optimistic 
view  than  White’s7  over-all  survival  of  17%. 
Adair,2  from  Memorial  Hospital,  reports  45% 
five-year  survival  in  102  patients.  In  Harrington’s4 
group  of  those  pregnant  at  the  time  of  surgery 
and  with  no  axillary  nodes,  the  ten-year  survival 
is  67%.  However,  if  the  patient  was  lactating  at 
the  time  of  surgery,  the  ten-year  survival  was  onlv 
33%. 

The  reasons  for  unfavorable  results  in  preg- 
nancy are  multiple.  There  is  a large  amount  of 
clinical  and  experimental  work  demonstrating  the 
cancer-stimulating  effect  of  estrogens.  This  is 
undoubtedly  a potent  factor.  The  increased  activity 
and  vascularity  of  the  breast  during  pregnancy, 
and  especially  during  lactation  must  also  be  con- 
sidered as  favoring  metastasis.  The  difficulty  in 
diagnosis  due  to  engorgement  of  the  breast  com- 
plicates tbe  problem.  The  younger  age  of  the 
patients,  as  mentioned  earlier,  is  another  factor. 
The  confusion  with  breast  abscess,  especially  in 
lactating  women,  must  also  be  considered,  par- 
ticularly since  most  breast  abscesses  are  found 
in  lactating  women.  Harrington4  has  shown  that 
the  grade  of  malignancy  is  higher  in  pregnancy. 
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None  of  his  patients  had  Grade  I lesions.  Even 
more  important  is  the  incidence  of  axillary  node 
metastasis.  In  the  Mayo  Clinic  series  64%  of 
breast  carcinomas  were  found  to  have  axillary  node 
metastases,  whereas  the  incidence  was  85%  in 
breast  carcinomas  associated  with  pregnancy. 

The  treatment  of  cancer  of  the  breast  in  preg- 
nancy is  far  from  uniform,  but  opinions  are  be- 
coming less  conflicting  than  they  were  a decade 
ago.  Haagensen  and  Stout,3  in  their  classical 
article  on  criteria  for  operability  of  breast  carcino- 
mas in  1943,  stated  categorically  that  operation  on 
pregnant  or  lactating  females  was  futile.  They 
have  since  modified  their  opinion  on  this  point. 
Adair2  disagrees  with  Haagensen’s3  point  of  view 
on  inoperability  as  illustrated  by  the  following 
quotation.  “We  consider  any  case  operable  in 
which  the  disease  is  localized  in  the  breast  or 
breast  and  axilla,  and  in  which  we  consider  there 
is  a chance  of  cure,  no  matter  how  small  that 
chance.”  In  a disease  with  an  untreated  mortality 
of  100%,  a 1%  survival  is  an  individual  saved. 
Harrington4  has  said : “We  assume  a great  re- 
sponsibility when  we  advise  a patient  to  undergo 
radical  mastectomy ; we  assume  an  even  greater 
responsibility  when  we  refuse  to  perform  one.” 

The  basic  recommended  treatment  for  carcino- 
ma of  the  breast  in  pregnancy  is  quite  uniform 
today  and  does  not  dififer  from  that  in  non- 
pregnant women,  that  is,  biopsy  and  radical  mas- 
tectomy. Tbe  points  of  divergence  of  opinion  are, 
when  to  perform  the  operation,  whether  the  preg- 
nancy should  be  terminated,  and  tbe  subject  of 
castration.  During  the  first  and  second  trimesters 
most  surgeons  agree  that  radical  surgery  should 
be  carried  out  at  once.  Spontaneous  abortion  will 
occur  in  about  5%  of  these  patients.  During  the 
third  trimester  the  question  arises  as  to  whether 
one  should  withhold  surgery  until  the  baby  is 
born,  either  by  normal  process  or  by  Caesarean 
section  to  accelerate  the  process,  or  to  operate  im- 
mediately and  not  consider  the  pregnancy.  Accord- 
ing to  Westberg,0  “It  is  unsuitable  to  delay  the 
surgical  treatment  even  for  a week  or  two.”  Ac- 
cording to  Lewison,3  “.  . . The  individual  patient 
merits  particular  attention.  The  ardent  parental 
longing  for  a viable  child  should  take  preference 
over  all  other  considerations.”  There  is  no  question 
that  delay  adds  to  the  risk  and  lowers  the  survival 
rate,  but  I think  there  is  also  an  individual,  moral, 
ethical,  and  religious  question.  The  surgical  prob- 
lem is  clear. 

Should  the  pregnancy  be  interrupted  at  all 
times?  The  answer  to  this  question  is  even  more 
difficult.  Adair2  showed  that  the  five-year  survivals 
were  almost  doubled  when  the  pregnancy  was  ter- 
minated immediately.  Cheek  sent  questionnaires 
to  55  well-known  surgeons,  and  the  majority 
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agreed  that  pregnancy  should  be  immediately  ter- 
minated. Harrington4  and  Westberg6  do  not  offer 
a definite  opinion  on  the  subject.  White7  states 
that  abortion  cannot  be  shown  to  improve  results. 
I can  add  no  more  than  to  quote  Killgore’s  state- 
ment concerning  advisability  of  pregnancy  after 
radical  mastectomy.  “Even  the  most  favorable 
case  has  less  than  100%’  chance  of  freedom  from 
recurrence.  The  chances  of  living  out  a normal 
life  span  are  substantially  less  than  normal.  The 
child  who  loses  his  mother  loses  his  most  priceless 
birthright.”  Concerning  the  subject  of  pregnancy 
after  a radical  mastectomy,  most  authors  have 
shown  that  the  five-year  survivals  of  this  unique 
group  is  greater  than  that  for  those  who  do  not 
become  pregnant.  This,  however,  is  a selected 
group  because  those  with  more  advanced  disease 
don’t  live  long  enough  to  become  pregnant,  are 
advised  not  to  become  pregnant,  or  are  treated 
by  some  method  that  makes  pregnancy  unlikely 
or  impossible.  The  subject  of  castration  can  be 
answered  only  by  saying  that  the  indications  are 
the  same  as  for  any  group  of  premenopausal 
patients  with  carcinoma  of  the  breast. 

During  the  last  ten  years,  seven  patients  have 
been  treated  at  the  Rhode  Island  Hospital  for 
carcinoma  of  the  breast  in  pregnancy.  The  average 
age  was  34  years.  All  were  white.  All  but  two 
had  axillary  metastasis,  an  incidence  of  70%.  The 
average  delay  prior  to  surgery  was  three  months. 
One  patient  was  operated  upon  just  three  months 
ago.  Of  the  remaining  six,  only  one  patient  is 
known  to  be  alive ; nine  years  and  four  months 
following  surgery,  with  no  evidence  of  recurrence. 
One  patient  was  alive  and  well  four  years  after 
surgery  with  no  evidence  of  recurrence,  but  has 
since  become  lost  to  follow-up.  The  three-vear 
survival  rate  was  66%.  The  five-year  survival  rate 
was  40%  ; and  the  nine-year  survival  rate  20%. 
The  correct  diagnosis  was  made  clinically  in  only 
two  of  the  cases.  No  axillary  nodes  were  palpable 
in  any  of  the  patients.  The  case  histories  are  of 
interest  and  illustrate  the  confusion  and  indecision 
which  characterize  the  treatment  of  these  patients 
with  carcinoma  of  the  breast  in  pregnancy. 

Case  Reports 

1.  D.  S.,  499005.  This  thirty-three-year-old  fe- 
male entered  the  hospital  in  July,  1952,  in  her  sev- 
enth month  of  pregnancy,  having  noted  a mass  four 
weeks  prior  to  admission.  This  was  her  second 
pregnancy.  On  examination,  the  lateral  half  of 
her  breast  was  indurated  and  tender,  and  a clinical 
diagnosis  of  breast  abscess  was  made.  Biopsy  dis- 
closed adenocarcinoma  and  five  days  later,  a radical 
mastectomy  was  performed.  The  final  pathologic 
diagnosis  was  adenocarcinoma  of  the  breast  with 
axillary  metastases.  The  baby  was  delivered  by 
section  one  week  after  discharge,  as  an  emergency 

continued  on  next  page 
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procedure,  when  fetal  heart  sounds  suddenly  dis- 
appeared. An  oophorectomy  was  performed  at  the 
same  time.  The  child  was  stillborn.  The  patient 
was  immediately  placed  on  testosterone.  Patient 
was  given  X-ray  therapy  to  the  axillary  and  supra- 
clavicular area,  but  died  in  September,  1953, 
fourteen  months  after  surgery. 

2.  M.  M.,  484708.  This  thirty-seven-year-old 
female  entered  this  hospital  in  November  1946, 
with  a mass  in  the  breast  of  two  and  one-half 
years’  duration.  She  had  been  followed  by  her 
L.M.D.  who  believed  it  to  he  a milk  duct.  She 
was  three  months  pregnant  with  her  third  child. 
On  examination  a cord-like  mass  was  palpable  in 
the  upper-inner  quadrant.  The  clinical  diagnosis 
was  carcinoma  of  the  breast.  The  patient  had  bi- 
opsy of  the  mass,  with  frozen  section  and  a radical 
mastectomy.  The  final  diagnosis  was  adenocar- 
cinoma of  the  breast  with  axillary  metastases.  She 
continued  with  her  pregnancy  and  delivered  a 
normal  child.  One  and  one-half  years  later  she 
was  treated  with  testosterone.  Three  years  later, 
after  having  developed  metastases  to  the  lung, 
she  developed  a Horner's  syndrome.  Four  and 
one-half  vears  after  surgery  she  was  admitted  with 
metastases  to  the  lumbar  spine.  She  was  given 
X-ray  therapy  and  died  in  July  1952,  six  years 
after  surgery. 

3.  L.  P.,  562740.  This  twenty- four-year-old 
female  entered  this  hospital  in  August  1956,  with 
a mass  in  the  upper-inner  quadrant,  of  three 
weeks’  duration.  She  was  six  months  pregnant 
with  her  fourth  pregnancy.  Examination  revealed 
a small  mass  which  was  thought  to  he  benign.  At 
operation,  a breast  biopsy  and  frozen  section  were 
done  and  followed  by  radical  mastectomy.  Diag- 
nosis: Ductile  carcinoma  with  no  axillary  me- 
tastases. She  is  continuing  her  pregnancy. 

4.  L.  B.,  528034.  This  forty-year-old  female 
entered  this  hospital  in  May  1953.  with  a mass  in 
the  breast  of  one  year’s  duration.  She  had  been 
delivered  of  her  third  child  six  weeks  prior  to 
admission,  and  was  lactating.  Examination  re- 
vealed a mass  occupying  the  upper  half  of  the 
left  breast,  thought  to  he  cystic  mastitis.  At  oper- 
ation. a biopsy  with  frozen  section,  followed  by 
radical  mastectomy  was  performed.  The  final 
diagnosis  was  adenocarcinoma  of  the  breast  with 
axillary  metastases  from  a lactating  breast.  The 
patient  died  one  year  later  with  widespread 
metastases. 

5.  G.  B.,  422657.  This  forty-year-old  female 
entered  this  hospital  in  July  1947,  after  noting 
a mass  in  the  breast  seven  months  prior  to  admis- 
sion and  then  a second  mass  four  months  prior 
to  admission.  Her  obstetrician  had  advised  wait- 
ing until  after  delivery  of  this,  her  first,  pregnancy. 
She  entered  the  hospital  two  months  after  delivery. 
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Examination  revealed  a mass  under  the  nipple  and 
another  in  the  upper-outer  quadrant,  which  were 
thought  to  he  cystic  mastitis.  A breast  biopsy  and 
frozen  section  were  done.  One  of  the  masses  was 
- reported  to  he  cystic  mastitis,  but  the  other  car- 
cinoma of  the  breast  and  therefore  a radical  mas- 
tectomy was  performed.  The  final  pathologic  diag- 
nosis was  adenocarcinoma  of  the  breast  with 
axillary  metastases  and  chronic  cystic  mastitis. 
She  received  no  other  treatment  and  is  alive  and 
well  nine  years  and  four  months  following  surgery. 

6.  L.  P.,  436914.  This  twenty-eight-year-old 
white  female  entered  this  hospital  in  January 
1944  after  noting  drainage  from  the  nipple  of 
three-weeks’  duration.  Examination  revealed  a 
tangerine-sized  mass  under  the  right  nipple.  This 
was  excised  and  found  to  contain  pus.  The  patho- 
logic diagnosis  was  breast  abscess.  She  then  be- 
came pregnant  and  was  followed  in  the  Tumor 
Clinic  until  December  1944  when,  while  eight 
months  pregnant,  she  was  readmitted  with  a clini- 
cal diagnosis  of  cancer  of  the  breast.  A simple 
mastectomy  was  performed.  Pathologic  diagnosis 
was  Paget’s  disease  of  the  breast.  In  April  1945, 
an  oophorectomy  was  done.  One  year  later  an 
axillary  dissection  was  performed.  The  pathologic 
diagnosis  was  adenocarcinoma,  metastatic  to 
lymph  nodes.  In  July  1946  she  was  given  X-ray 
therapy  and  testosterone.  In  May  1948  bony 
metastases  were  noted  and  the  patient  died  in 
July  1948  of  widespread  disease.  She  died  four 
and  one-half  years  after  initial  treatment. 

7.  L.  A.,  TC46-7580.  This  forty-year-old  fe- 
male entered  this  hospital  in  November  1946  with 
a mass  in  the  breast  of  two  years’  duration.  She 
was  six  months  pregnant  with  her  fourth  child. 
Examination  revealed  a mass  in  the  upper-outer 
quadrant  which  was  thought  to  he  a carcinoma. 
An  excisional  biopsy  was  performed.  Pathologic 
diagnosis  was  adenocarcinoma  of  the  breast.  The 
patient  was  allowed  to  deliver  normally.  She  was 
treated  with  X-ray  therapy  and  testosterone.  Six 
months  later  she  was  readmitted  to  the  hospital 
for  radical  mastectomy.  This  was  performed,  and 
the  final  pathologic  diagnosis  was  adenocarcinoma 
of  the  breast  with  axillary  metastases  and  radiation 
reaction.  She  was  last  heard  from  in  December 
1950,  four  years  after  initial  treatment,  without 
evidence  of  metastases,  and  living  in  British 
Guiana. 
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MAJOR  ISSUES  IN  PROPOSED 
SOCIAL  SECURITY  FOR  PHYSICIANS 

concluded  from  page  159 

The  Achilles  heel  in  the  body  of  voluntary  health 
insurance  may  be  in  the  limited  extent  to  which  the 
retired  aged  are  protected.  There  seem  to  be 
growing  demands  that  OASI  be  expanded  to  in- 
clude medical-care  benefits  for  old-age  benefici- 
aries. Incidentally,  this  proposal  is  not  new ; you 
may  recall  that  Oscar  Ewing  was  urging  the  same 
general  plan  when  he  was  Federal  Security  Ad- 
ministrator. 

If  the  past  is  any  guide,  it  seems  likely  that  vol- 
untary health  insurance  will  solve  the  problem  of 
providing  more  adequate  protection  for  the  retired 
aged.  In  particular,  there  are  encouraging  new 
developments  in  adding  group  health  insurance 
protection  for  retired  employees  to  employer  and 
union  welfare  programs. 

However,  voluntary  health  insurance  cannot  do 
the  entire  job  over  night.  The  new  policies  mainly 
give  protection  in  retirement  to  employees  now 
active.  For  a temporary  period,  there  will  continue 
to  be  a partial  vacancy — enticing  to  the  proponents 
of  compulsory  health  insurance.  If  their  noses 
should  enter  the  tent,  a general  socialized  medicine 
program  might  follow. 

Could  Medicine  Speak  Best 
Inside  or  Outside  of  OASI ? 

This  foreboding  possibility  leads  to  a question 
I raised  at  the  outset — would  the  medical  profes- 
sion be  able  to  speak  more  effectively  in  Washing- 
ton on  social  security  matters,  if  inside  or  outside 
the  OASI  system?  As  I see  it.  there  are  three 
answers  to  this  question,  depending  on  the  type 
of  matter  being  considered. 

If  the  issue  is  one  affecting  the  practice  of  medi- 
cine— such  as  a proposal  to  add  more  disability 
benefits  or  some  medical-care  benefits  to  OASI — 
then  doctors  are  qualified  to  testify  as  experts. 
On  such  an  issue,  I think  it  would  make  little  if 
any  difference  whether  the  doctors  were  them- 
selves covered  by  the  system. 

If  the  issue  is  a general  social  security  one,  not 
affecting  the  practice  of  medicine,  then  it  seems  to 
me,  doctors  would  have  little  reason  to  testify,  and 
little  weight  if  they  did,  unless  they  were  them- 
selves covered  by  OASI.  I can  imagine  a Congress- 
man thinking:  “What  business  is  it  of  the  doctors 
to  concern  themselves  with  a proposed  increase  in 
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social  security  taxes  and  benefits,  if  they  are  them- 
selves outside  the  system  ?” 

The  third  kind  of  issue  I have  in  mind  is  the  sort 
posed  by  the  so-called  Jenkins-Keogh  Bill.  This 
proposal  is  one  to  give  favorable  income-tax  treat- 
ment to  sums  set  aside  for  their  retirement  by  doc- 
tors and  by  other  self-employed  people.  Here  I 
can  imagine  a Congressman  asking:  “Why  should 
we  give  doctors  this  special  tax  treatment,  when 
they  are  unwilling  to  come  under  the  general  retire- 
ment system  Congress  has  set  up?” 

CONCLUSION 

Well,  I have  finished  outlining  what  seem  to 
me  to  be  the  major  issues  raised  by  the  proposed 
OASI  coverage  of  physicians.  And  I have  indi- 
cated my  own  thoughts  about  each. 

In  conclusion,  I must  confess  it  all  adds  up  to 
nearly  nothing — in  other  words,  that  the  cons  just 
about  balance  the  pros.  Perhaps,  as  I see  it,  there 
is  a bit  more  to  be  said  in  favor  of  OASI  cover- 
age for  doctors  than  against  it.  However,  the  differ- 
ence is  not  great.  And,  depending  on  the  relative 
importance  one  attaches  to  the  various  points,  he 
could  easily  reach  the  opposite  conclusion. 

Gentlemen,  it  is  your  decision.  It  is  your  views 
which  will  decide  the  question,  not  mine.  Thank 
you. 


RHEUMATIC  CARDITIS  IN 
LATE  ADULT  LIFE 

concluded  from  page  161 

but  may  be  aided  by  repeated  O-antistreptolysin 
titres.  The  recent  advances  in  prevention  of  the 
rheumatic  state  by  the  use  of  penicillin  prophylaxis, 
and  the  ameliorating  effect  of  the  corticosteroids 
accentuate  the  need  of  developing  more  accurate 
diagnostic  tests.  A high  index  of  correlative  clinical 
suspicion,  however,  will  continue  to  be  of  high 
value. 
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TESTS  OF  ALCOHOLIC  MOTORISTS 


One  definite  step  against  the  highway  traffic 
toll  will  be  taken  with  the  enactment  of  the 
legislation  proposed  to  the  General  Assembly  for 
the  chemical  testing  of  motorists  alleged  to  have 
driven  vehicles  while  under  the  influence  of  alcohol. 
The  proposed  statute,  introduced  by  the  request 
of  the  Rhode  Island  Council  on  Highway  Safety, 
has  been  subject  to  review  by  the  Highway  Safety 
Committee  of  our  Society.  The  Committee  has 
given  full  support  to  the  program,  and  it  has 
worked  closely  with  the  State  Council  to  make 
the  legislative  act  one  that  is  workable  and  en- 
forceable. 

The  act  includes  an  “implied  consent”  provision 
under  which  all  licensed  drivers  accused  by  police 
of  driving  while  under  the  influence  of  intoxicating 
liquors  will  be  required  to  submit  to  any  of  the 
tests,  except  blood  testing.  To  avoid  possible  chal- 
lenge that  the  reception  of  evidence  of  blood  tests 
for  intoxication  would  violate  the  state  statute 
based  on  the  privilege  against  self-incrimination, 
the  act  provides  that  “only  a physician  or  medical 
technician  acting  with  the  express  consent  of  the 
accused  may  withdraw  any  blood  of  any  person 
submitting  to  a chemical  test.” 

The  state  department  of  health  will  be  the  agency 
to  approve  satisfactory  techniques  or  methods,  and 


to  ascertain  the  qualifications  and  competence  of 
equipment  and  individuals  to  perform  such  tests, 
and  to  issue  permits  which  shall  be  subject  to  ter- 
mination or  revocation  at  the  discretion  of  the 
department. 

We  may  expect  that  many  objections,  legal  and 
otherwise,  will  be  raised  before  the  legislation  is 
enacted  by  the  General  Assembly.  However,  we 
certainly  hope  that  such  differences  will  he  speedi- 
ly resolved,  and  the  legislation  placed  on  record. 
We  are  losing  too  many  lives,  and  we  are  witness- 
ing too  many  needless  accidents  with  their  devas- 
tating toll  of  injuries,  to  permit  quibbling  over 
minor  technicalities  of  statute  wording. 

There  are  sufficient  safeguards  in  the  bill  to  pro- 
tect the  individual,  and  to  any  claim  that  the  pro- 
posed legislation  is  an  undue  invasion  of  the  right 
of  privacy,  in  that  it  requires  consent  to  a chemical 
test  to  determine  the  presence  of  alcohol  in  the 
blood  system  sufficient  to  make  the  accused  a high- 
way menace,  should  have  little  consideration.  There 
is  certainly  no  great  personal  indignity  involved 
which  would  invalidate  an  otherwise  valid  utiliza- 
tion of  the  police  power. 

We  would  express  a word  of  caution,  however, 
to  all  police  authorities  that  they  may  not  look  up- 
on the  chemical  test  as  the  main  solution  to  the 
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highway  accident  problem.  Certainly  it  is  a means 
to  assist  in  convictions  for  drunken  driving,  but 
the  rights  of  the  accused  to  have  also  an  examina- 
tion by  bis  own  physician  must  still  prevail. 

Therefore  it  is  apparent  that  our  respective  cities 
and  towns  should  give  more  serious  consideration 
to  the  appointment,  in  each  locality,  of  a physician 
on  call  by  the  police  department,  on  a fee  or  salary 
basis,  for  the  prompt  examination  of  all  persons  al- 
leged to  have  driven  vehicles  while  under  the  influ- 
ence of  intoxicating  liquors.  When  one  considers 
the  sizable  income  derived  by  the  state  from  vehicle 
registrations  and  motorists’  licenses,  it  is  indeed 
strange  that  some  of  these  funds  are  not  available 
to  assist  the  law  enforcement  authorities  in  keeping 
the  highways  clear  of  drivers  who  disregard  the 
safety  of  their  fellow  citizens. 

Prompt  examination  by  an  assigned  doctor  of 
medicine  responsible  to  the  police  authorities,  plus 
the  chemical  test,  would  go  far  toward  solving  this 
serious  problem  with  which  all  of  us  have  been 
grappling  in  recent  years. 

SOCIAL  SECURITY 

The  pros  and  cons  of  the  major  issues  involved 
in  the  proposed  coverage  of  physicians  under  the 
Compulsory  Federal  Social  Security  System  were 
excellently  set  forth,  at  the  Annual  Meeting  of 
the  Providence  Medical  Association,  by  Mr. 
Kendrick,  Research  Associate  of  the  Life  Insur- 
ance Association  of  America,  and  an  authority 
on  the  Old  Age  and  Survivors  Insurance  program 
of  the  government.  We  are  pleased  to  publish  his 
address  in  this  issue  of  the  Journal  (see  page 
156). 

Although  Mr.  Kendrick  concludes  that  “the  cons 
just  about  balance  the  pros,”  yet  he  feels  that  there 
is  a bit  more  to  be  said  in  favor  of  OASI  coverage 
for  doctors  than  against  it.  He  bases  his  premise, 
as  we  review'  his  address,  mainly  on  the  economic 
factor — that  OASI  can  be  considered  a "good 
buy,”  with  the  participants,  on  the  whole,  getting 
their  money’s  worth. 

On  the  question  of  principle  and  philosophy  Mr. 
Kendrick  is  negative,  preferring  to  view  the  entire 
question  of  Social  Security  from  an  economic 
standpoint.  Therein,  we  feel,  lies  the  major  fault 
in  his  analysis — an  analysis  that  is  excellent  from 
an  economist’s  point  of  view,  but  not  from  a 
physician’s. 

The  big  question  of  principle  and  philosophy 
that  still  remains  unanswered,  and  probably  can 
only  be  answered  by  the  individual  physician  is — 

If  the  physician  believes  the  federal  government 
should  compel  him,  and  every  other  citizen,  to  pay 
into  a tax  fund  to  provide  benefits  for  his  old-age 
insurance  and  retirement,  and  protection  for  his 
survivors  in  the  event  of  an  earlv  death,  then  does 


he  not  have  to  agree  to  the  logical  corollary  that 
the  government  would  be  justified  in  taxing  him 
and  everyone  else  to  provide  medical  care  for  all 
under  a compulsory  system.  Before  he  consents 
to  join  any  compulsory  Social  Security  System, 
the  question  which  he  should  thoughtfully  consider 
is  this — Am  I walling  to  exchange  my  personal 
economic  liberty  for  promises  of  material  wel- 
fare? Should  the  medical  profession  decide  to  sur- 
render one  liberty,  it  will  surely  be  invited  or  even 
compelled,  later  on,  to  surrender  others.  Certainly, 
we  should  look  before  wre  leap. 

BETTER  CARE  FOR  LESS  COST 

A recent  release  from  the  Health  Information 
Foundation,  comes  as  a welcome  change  from  the 
usual  reports  of  increasing  medical  costs. 

Having  a baby  is  not  only  safer  today  than  it 
was  twenty-five  years  ago,  but  measured  in  equal 
dollars,  it  is  also  eighteen  per  cent  less  expensive. 
Total  obstetrical  care  during  the  1928-1931  period 
averaged  $258  in  terms  of  the  present  dav  dollar. 
In  1953,  total  obstetrical  care  averaged  $213. 

These  figures  are  all  the  more  significant  con- 
sidering the  cost  of  all  medical  care,  when  one 
realizes  that  seventeen  per  cent  of  hospital  admis- 
sions in  1953  were  obstetrical  admissions. 

According  to  the  Health  Information  Founda- 
tion, Americans  have  consistently  spent  approxi- 
mately the  same  proportions  of  their  expendable 
incomes — four  to  five  per  cent — for  medical  care 
each  year  for  the  past  twenty-five  years.  Yet,  a 
much  broader  range  of  diagnostic  and  treatment 
facilities  are  now  available  to  more  people  than 
ever  before,  for  the  same  relative  cost. 

THE  ANSWER  IS  "NO!” 

In  its  report  regarding  physicians  the  North- 
eastern Regional  Committee  on  Professional  and 
Occupational  Licensing  advances  a recommenda- 
tion with  which  wre  cannot  concur.  In  its  study  for 
the  elimination  of  obstacles  to  the  interchange  of 
qualified  license  holders,  the  committee  makes  the 
following  recommendation : 

“Qualifications  for  original  licensure  (of  phy- 
sicians) are  similar  in  all  states,  and  while  there 
is  general  agreement  on  training  standards, 
Rhode  Island’s  requirement  that  physicians  pass 
a separate  examination  in  the  basic  sciences  may 
pose  a problem  in  licensing  physicians  from 
other  states.  The  Committee  recommends  that 
Rhode  Island  accept  the  usual  medical  examina- 
tion as  given  in  other  states,  in  lieu  of  a separate 
examination  in  the  basic  sciences.” 

This  committee’s  conclusion  is  so  general  that  it 
makes  one  wonder  how  much  study  went  into  the 
report.  In  the  first  place,  the  basic  science  examina- 
tion is  for  all  healers,  not  merely  for  doctors  of 

concluded  on  next  page 
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medicine.  In  the  postwar  era  we  faced  an  influx 
of  quasi-healers  of  such  cults  as  naturopaths,  drug- 
less healers  and  the  like.  The  chiropractors  sought 
to  secure  by  legislative  rule  what  they  could  not 
attain  bv  educational  efforts.  Out  of  this  maelstrom 
emerged  one  of  the  finest  basic  science  laws  in  the 
nation,  which  has  effectively  screened  every  would- 
be  healer  before  he  was  permitted  to  take  the  next 
step  forward  to  a professional  examination. 

The  basic  science  law  will  keep  out  the  unedu- 
cated whatever  his  schooling.  It  may  be  inconveni- 
ent for  a physician  to  take  the  examination  after 
he  has  been  in  practice  elsewhere  for  several  years, 
but  we  question  that  it  causes  him  any  hardship. 
And  even  if  it  does,  our  concern  is  not  for  the 
physician,  lmt  for  the  people  of  this  state  among 
whom  he  would  work  as  a licensed  healer  of  the 
sick. 

The  Northeastern  Regional  Study  Committee 
overlooked  the  most  important — and  fundamental 
fact — the  basic  science  law  in  Rhode  Island  was 
enacted  to  protect  the  public,  not  the  physician. 

THE  CORNER  DRUGGIST 

Through  the  years,  we  of  the  medical  profession 
in  this  compact,  friendly  and  highly  organized 
state  have  always  been  conscious  of  the  highly 
ethical  standards  of  our  pharmaceutical  repre- 
sentatives. particularly  the  druggists  in  our  various 
neighborhoods.  We  have  indeed  been  fortunate 
that  the  close  bond  of  understanding  which  has 
developed  through  the  years  has  made  our  area 
unique  in  this  great  nation. 

Not  long  ago  we  were  privileged  to  read  a let- 
ter, written  by  a Rhode  Island  resident  to  a large 
pharmaceutical  company,  that  eulogizes  our  phar- 
macists in  a most  engaging  manner.  The  corre- 
spondent wrote  as  follows: 

My  pharmacist  is  the  owner  of  a corner  drug- 
store. If  I haven’t  a car,  “my  druggist”  delivers 
my  orders  (sometimes  very  small  ones)  cheer- 
fully. Even  more  important,  in  a neighborhood 
such  as  ours,  lie  will  not  give  medical  advice. 
Oh.  he’ll  always  help  with  a sunburn  or  a post- 
holiday bellyache — but  he  does  no  prescribing. 
His  insistence  on  prescriptions  is  welcome  in 
this  time  of  rather  shoddy  ethics  and  the  in- 
discriminate use  of  possibly  dangerous  drugs  and 
antibiotics.  The  physicians  like  and  trust  him.  . . . 

Perhaps  not  all  of  the  druggists  are  like  the  one 
who  has  been  described  above.  We  would  like  to 
think  so — and  will  continue  to  think  so  until  it  is 
proved  to  us  otherwise,  for  we  too,  are  proud  of 
the  pharamacists  in  Rhode  Island  for  their  great 
contribution  to  the  healing  art. 


TASTY-MONIALS 


1 


(Shamelessly  Culled 


Jtemariat  Sanitarium 


Located  on  Rt.  1 


South  Attleboro,  Massachusetts 

A modern  non-profit  hospital  for  the  care  and  treatment  of 
nervous  and  emotional  disorders  as  well  as  long  term  geriatric 
problems. 

Physical,  neurological,  psychiatric  and  psychological  exam- 
inations. 

Modern  recognized  psychiatric  therapies. 

A pleasant  homelike  atmosphere  in  a beautiful  and  conveni- 
ently located  institution. 

L.  A.  Senseman,  M.D.,  F.A.P.A.,  Medical  Director 
Edwin  Dunlop,  M.D.  Michael  G.  Touloumtzis,  M.A. 

Oliver  S.  Lindberg,  M.D.  William  H.  Dunn,  M.S.W. 

Referred  patients  are  seen  daily  (except  Saturdays)  9-12  A.M., 
and  by  appointment. 

R.  I.  Blue  Cross  Benefits  Tel.  Southgate  1-8500 

Special  Rates  for  Long-Term  Care 


MARCH,  1957 
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FOR  A "DRY"  CARDIAC  PATIENT 


The  glomerulus  is  invested  in  the  lorn* 
ina  densa  which  is  continuous  with 
the  basement  membranes  of  the  outer 
capsular  epithelium. 


Rolicton  Diuresis  Maintains 
Continuous  Edema  Control 


The  efficacy  of  Rolicton  (brand  of  amiso- 
metradine)  in  maintaining  diuresis  in  the  ede- 
matous patient  has  been  established  on  an 
average  dosage  of  one  tablet  b.i.d.  Larger 
doses  may  be  given  as  initial  therapy  and  as 
maintenance  therapy  in  edema  difficult  to 
control.  Many  patients  will  respond  to  one 
tablet  daily. 

“The  margin  of  safety  and  the  diuretic  index  is 
certainly  an  improvement  over  the  use  of  oral  mer- 
curial diuretics.”1 

Avoiding  “Peaks  and  Valleys” 

A highly  desirable  effect,  and  one  which 
has  been  made  possible  with  Rolicton,  is  the 
maintenance  of  continuous  diuretic  effective- 
ness day  after  day  over  an  extended  period, 
to  avoid  the  up-and-down  weight  pattern 
typical  of  other  edema-control  methods. 


“There  was  an  obvious  stabilization  of  weight 
in  practically  all  of  the  patients  under  observation, 
and  previous  wide  fluctuations  in  poundage  disap- 
peared.”2 

Mercury-Sparing 

Typical  of  the  Rolicton  diuresis  pattern  is 
the  ability  of  the  drug  to  reduce  and,  in  a 
large  percentage  of  patients,  to  eliminate  the 
need  for  mercurials  parenterally. 

“.  . . the  drug  represents  a most  useful  addition 
to  our  armamentarium  in  the  treatment  of  edema, 
not  only  because  it  can  be  given  orally  . . . but  more 
so  because  it  permits  [us]  to  replace  or  to  spare  the 
. . . mercurials.”3 

G.  D.  Searle  & Co.,  Chicago  80,  Illinois. 
Research  in  the  Service  of  Medicine. 

1.  Asher,  G.:  Personal  communication,  June  23,  1956. 

2.  Settel,  E.:  A Clinical  Evaluation  of  a New  Oral  Diuretic, 
Rolicton,  Postgrad.  Med.,  Feb.  1957,  in  press. 

3 Goldner,  M.  G.:  Personal  communication,  June  29,  1956. 
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added  certainty  in  antibiotic  therapj 

—particularly  for  that  90^ 
of  the  patient  populatior 
treated  in  home  or  offic( 
where  sensitivity  testing 
may  not  be  practical . . 


[i%  effective  in  respiratory  infections 
eluding  the  25%  due  to  resistant 
ihylococci.13 

effective  in  dermatologic  and  mixed 
jt  tissue  infections  including  the  22% 
listant  to  one  or  more  antibiotics.3'0 

1 6%  effective  in  genitourinary  infec- 
i is  including  the  61%  resistant  to  other 
i ibiotic  therapy.2’5 

effective  in  diverse  infections  includ- 
the  21%  due  to  resistant  pathogens.1-5 

17%  EFFECTIVE  in  tropical  infections  in- 
ding  those  complicated  by  heavy  bacte- 
1 contamination  or  multiple  parasitisms.7 


1.  Carter,  C.  H.,  and  Maley,  M.  C.:  Antibiotics  Annual  1956- 
1957,  New  York,  Medical  Encyclopedia,  Inc.,  1957,  p.  51. 

2.  Shalowitz,  M.,  and  SarnofT,  H.  S. : Personal  communication. 

3.  Shubin,  M.:  Personal  communication.  4.  La  Caille,  R.  A., 
and  Prigot,  A.:  Antibiotics  Annual  1956-1957,  New  York, 
Medical  Encyclopedia,  Inc.,  1957,  p.  67.  5.  Winton,  S.  S.,  and 
Cheserow,  E.:  Antibiotics  Annual  1956-1957,  New  York,  Medi- 
cal Encyclopedia,  Inc.,  1957,  p.  55.  6.  Cornbleet,  T. : Personal 
communication.  7.  Loughlin,  E.  H.;  Mullin,  W.  G.;  Alcinder,  L., 
and  Joseph,  A.  A.:  Antibiotics  Annual  1956-1957,  New  York, 
Medical  Encyclopedia,  Inc.,  1957,  p.  63. 

tthe  antimicrobial  spectrum  of  tetracycline 
extended  and  potentiated  with  oleandomycin 
(Matromycin®)  to  combat  resistant  strains  of 
pathogens— particularly  resistant  staphylococci 
— and  to  delay  or  prevent  the  emergence  of  new 
antibiotic-resistant  strains. 


SUPPLY 

Capsules:  250  mg. 
(oleandomycin 
83  mg.,  tetracycline 
1G7  mg.) . Bottles 
of  16  and  100. 
new  mint-flavored 
Oral  Suspension: 
1.5  Gm.,  125  nig. 
per  5 cc.  teaspoonful 
(oleandomycin 
42  mg.,  tetracycline 
83  nig.)  2 oz.  bottle. 

*TRAOEMARK 


Pfizer ] 


Pfizer  Laboratories,  Division,  Chas.  Pfizer  & Co.,  Inc.,  Brooklyn  6,  N.  Y. 
World  leader  in  antibiotic  development  and  production 
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CONTINUED  PROGRESS  FOR  PHYSICIANS  SERVICE 

Address  of  the  President , Charles  J.  Ashworth,  m.d.,  to  the 
Corporation  of  Rhode  Island  Medical  Society  Physicians 
Service  at  its  Eighth  Annual  Meeting,  January  30,  1957 


Oxe  of  the  intriguing  questions  that  occurred 
to  me  when  \ set  about  to  prepare  this  report 
as  your  president,  was:  \\  hat  would  one  say  if  a 
year  of  progress  had  not  been  recorded?  It  has 
very  somber  if  not  terrifying  implications,  and 
while  each  of  you  and  every  member  of  our  Society 
will,  on  this  occasion,  he  spared  that  unpleasant 
contemplation,  1 trust  that  its  mention  will  empha- 
size for  you  as  it  has  for  me,  the  impact  and  im- 
portance that  Physicians  Service  has  upon  our 
professional  lives. 

Now  entering  upon  its  eighth  year.  Physicians 
Service  finds  itself  healthy  for  the  present  and 
hopeful  for  the  future.  It  might  seem  paradoxical 
to  characterize  the  plan  as  contained,  hut  expansile, 
and  yet  this  is  precisely  the  case.  Some  of  the 
printed  data  about  our  experience  in  1956  is 
convincing. 

( hitstanding  in  the  year’s  achievements  was  the 
enrollment  of  the  500.000th  subscriber,  something 
that  was  not  viewed  with  unrestrained  enthusiasm 
in  the  early  days  and  raises  to  61.76  the  percent- 
age of  state  population  now  enrolled.  In  the  entire 
country,  this  is  second  only  to  Delaware  and  the 
margin  of  difference  is  only  0.8%. 

It  is  significant  to  point  out  that  during  the  year 
the  program  paid  out  in  benefits  to  subscribers 
over  five  and  one-half  million  dollars,  and  at  the 
same  time  the  plan  was  administered  with  the 
lowest  operating  expense  ratio  in  the  entire 
country. 

I am  sure  that  no  one  will  disagree  that  your 
plan,  Rhode  Island  Medical  Society’s  Physicians 
Service,  is  something  in  which  one  can  take  some 
justifiable  pride.  Your  Corporation  is  most  fortu- 
nate in  having  an  executive  director,  and  an  associ- 
ate director,  whose  experience  and  knowledge  has 
been  mainly  responsible  for  the  success  we  now 
enjoy.  I cannot  emphasize  for  you  the  plain  thanks 
we  owe  to  these  men  in  our  employ,  for  an  out- 
standing job  they  have  done  for  us  as  reflected  in 
the  figures  you  have  at  hand.  Stanley  H.  Saunders, 
our  executive  director,  a sectional  representative 
for  the  National  Blue  Shield  Plans,  and  his  associ- 
ate, Edgar  H.  Clapp,  together  with  all  the  mem- 
bers of  their  administrative  group,  deserve  our 


commendation.  My  personal  thanks  goes  to  them 
and  1 am  sure  in  that  expression  of  appreciation 
I voice  the  sentiment  of  this  entire  Corporation. 

No  report  would  he  complete  without  a word 
of  gratitude  and  deep  appreciation  to  the  lay 
members  of  your  Board  of  Directors  for  the  time, 
effort  and  unstinting  sacrifice  they  have  given  in 
this  year  just  ended,  securing  for  you  and  the 
public  we  serve,  the  place  of  Rhode  Island  Medical 
Society’s  Physicians  Service  as  one  of  the  out- 
standing plans  of  its  kind  in  this  whole  country. 

So  much  for  the  past.  What  do  we  look  to  in 
the  proximate  future?  The  various  committees 
of  your  Board,  mindful  of  our  obligation  to  pro- 
vide the  people  of  this  community  with  the  best 
and  the  most  in  medical  service  that  our  financial 
structure  will  permit,  are  hard  at  work.  Over  one 
year  ago,  we  offered  an  X-Ray  benefit,  unequaled 
by  any  other  plan,  and  I am  happy  to  report  that 
our  experience  in  this  field  has  been  highly  satis- 
factory, thanks  to  our  doctors  who  by  splendid 
cooperation  have  made  this  new  benefit  an  asset  and 
not  a liability.  We  look  forward  in  this  present 
year  to  further  extension  of  benefits  to  our  sub- 
scribers, perhaps  in  the  field  of  radiation,  or  more 
important  in  extended  coverage  or  major  medical 
insurance. 

Throughout  this  past  year,  a committee  has  been 
looking  into  various  aspects  of  major  medical  in- 
surance or  as  some  choose  to  call  it,  catastrophic 
coverage,  and  in  the  very  near  future  we  will  have 
the  benefit  of  that  committee’s  study,  perhaps  en- 
abling us  to  offer  the  people  of  Rhode  Island  a 
sound,  comprehensive  and  economical  contract 
that  will  implement  the  coverage  we  now  offer. 
1 cannot  at  this  time  make  it  clear  how  extremely 
difficult  a project  of  this  magnitude  is.  All  I can 
say  is  that  we  are  most  grateful  to  those  members 
of  the  Board  who  are  struggling  with  the  many 
aspects  of  such  a problem,  in  order  to  make  it 
practicable  and  realistic  for  both  doctors  and  sub- 
scribers. 

Dwight  H.  Murray,  president  of  the  American 
Medical  Association,  so  well  said  on  the  occasion 
of  his  address  to  the  House  of  Delegates  of  the 
American  Medical  Association  at  Seattle  just  a 
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RHODE  ISLAND  MEDICAL  SOCIETY  PHYSICIANS  SERVICE 

Report  of  the  Eighth  Annual  Meeting 
of  the  Corporation,  January  30,  1937 


'Thk  eighth  Annual  Meeting  ot  the  Corporation 
of  the  Rhode  Island  Medical  Society  Physicians 
Service  was  held  at  the  Rhode  Island  Medical  So- 
ciety Library,  Providence,  on  W ednesday,  Janu- 
ary .10,  1957.  The  meeting  was  called  to  order  by 
the  President,  Doctor  Charles  J.  Ashworth,  at 
8 :35  p.m. 

The  following  members  of  the  Corporation  were 


in  attendance : 

Charles  J.  Ashworth,  M.D. 
Robert  R.  Baldridge,  M.D. 
Irving  A.  Beck,  M.D. 

Alex  M.  Burgess,  Jr.,  M.D. 
Bertram  H.  Buxton,  Jr.,  M.D 
Wilfred  I.  Carney,  M.D. 
William  B.  Cohen,  M.D. 
Frank  B.  Cutts,  M.D. 

John  A.  Dillon,  M.D. 

Michael  DiMaio,  M.D. 

Peter  C.  Erinakes,  M.D. 
Charles  L.  Farrell,  M.D. 
Wm.  J.  H.  Fischer,  Jr.,  M.D 
Henri  E.  Gauthier,  M.D. 

J.  Merrill  Gibson,  M.D. 
Seebert  J.  Goldowsky,  M.D. 
Stanley  Grzebien,  M.D. 
Edmund  T.  Hackman,  M.D. 


Russell  P.  Hager,  M.D. 

John  C.  Ham,  M.D. 

Robert  C.  Hayes,  M.D. 
Joseph  Hindle.  M.D. 

Walter  S.  Jones,  M.D. 

Ernest  K.  Landsteiner,  M.D. 
Thomas  J.  Lalor,  M.D. 

Joseph  G.  McWilliams,  M.D. 
William  S.  Xerone,  M.D. 
Thomas  A.  Nestor,  M.D. 
Thomas  Perry,  Jr.,  M.D. 
Arnold  Porter,  M.D. 

William  A.  Reid,  M.D. 

Louis  A.  Sage,  M.D. 

Orland  F.  Smith,  M.D. 
William  J.  Schwab.  M.D. 
James  J.  Sheridan,  M.D. 
George  W.  Waterman,  M.D. 
Hrad  A.  Zolntian,  M.D. 


Also  present  were  Mr.  Edgar  J.  Clapp,  associate 
director  of  the  Hospital  Service  Corporation  of 
Rhode  Island,  Mr.  J.  Lewis  Eddy  and  Mr.  George 
Peterson  of  the  administrative  staff,  and  John  E. 
Farrell,  executive  secretary. 


Address  of  the  President 

Doctor  Charles  J.  Ashworth  gave  his  presi- 
dential address  in  which  he  highlighted  the  work 
of  the  organization  during  1956.  His  address  is 
made  part  of  the  official  records  of  the  meeting. 

Annual  Report  of  the  Secretary 
Doctor  Ernest  K.  Landsteiner,  secretarv,  read 
his  annual  report,  copy  of  which  is  made  part  of 
the  official  records  of  the  meeting. 

Action:  It  was  moved  that  the  annual  report  of 
the  secretary  he  received  and  placed  on  file.  The 
motion  was  seconded  and  adopted. 

Annual  Report  of  the  Treasurer 
Doctor  Orland  F.  Smith,  treasurer  of  the  Cor- 


poration, read  his  annual  report  for  the  year  1956, 
copy  of  which  is  made  part  of  the  official  records 
of  the  meeting. 

Action:  It  was  moved  that  the  annual  report  be 
received  and  placed  on  file.  Tbe  motion  was  sec- 
onded and  adopted. 

Election  of  Members  to  Board  of  Directors 
The  secretary  reported  that  the  House  of  Dele- 
gates of  the  Rhode  Island  Medical  Society  had 
nominated  for  three-year  terms  to  serve  on  the 
Board  of  Directors  of  the  Rhode  Island  Medical 
Society  Physicians  Service  until  the  Annual  Meet- 
ing in  1960  the  following: 

William  J.  IT  Fischer,  Jr.,  M.D.  (Providence) 
Edmund  T.  Hackman,  M.D.  (Kent) 

Earl  J.  Mara,  M.D.  (Pawtucket) 

Orland  E.  Smith,  M.D.  (Providence) 

Action:  It  was  moved  that  these  nominees  he 
elected  as  members  of  the  Board  of  Directors.  The 
motion  was  seconded  and  adopted. 

Tribute  to  Retiring  Members 
Doctor  Charles  L.  Farrell  moved  that  the  Corpo- 
ration instruct  its  secretary  to  extend  the  appreci- 
ation of  the  organization  to  Mr.  Emil  Fachon, 
Doctor  Frank  B.  Cutts,  and  Doctor  Rocco  Abbate 
for  their  long  and  valued  service  upon  their  retire- 
ment as  members  of  the  Board  of  Directors  after 
serving  for  six  years.  The  motion  was  seconded 
and  unanimously  adopted. 

'J'he  meeting  adjourned  at  9 p.m. 

Respectfully  submitted, 

Ernest  K.  Landsteiner,  m.d.,  Secretary 

Annual  Report  of  the  Secretary 
During  1956  the  Board  of  Directors  of  Phy- 
sicians Service  held  five  meetings  and  the  Execu- 
tive Committee  held  a similar  number  of  meetings. 
At  the  Annual  Meeting  of  the  Board  the  follow- 


ing officers  were  elected  : 

Charles  J.  Ashworth,  M.D.  President 

Rocco  Abbate,  M.D.  Vice-President 

Ernest  K.  Landsteiner,  M.D.  Secretary 

Orland  E.  Smith,  M.D.  Treasurer 


Re-elected  as  the  non-medical  members  of  the 
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Board  as  representatives  of  the  public,  were : 
Messrs.  James  R.  Donnelly,  Emil  E.  Fachon,  Wal- 
ter F.  Farrell,  John  J.  Halloran,  Felix  A.  Mirando, 
and  George  R.  Ramsbottom. 

The  steady  development  of  Physicians  Service 
has  entailed  additional  work  for  the  Claims  Com- 
mittee which  was  increased  during  the  year  to  ten 
members,  with  additional  consultants  from  certain 
specialty  fields  also  included.  The  district  society 
liaison  committees  were  formed  and  to  the  best 
knowledge  of  the  Board  have  served  as  an  aid  in 
the  interpretation  of  problems  of  the  Service  to 
members  of  the  medical  profession  in  the  various 
communities  of  the  state. 

The  first  complete  year  of  X-ray  coverage  indi- 
cated that  this  additional  benefit  had  been  pro- 
vided within  the  actuarial  range  predicted  in  ad- 
vance of  the  establishment  of  the  coverage. 

A preliminary  study  was  initiated  on  flexible  or 
optional  group  benefits  during  the  year  to  provide 
special  coverage  that  might  be  sought  under  wage 
contracts. 

Appended  to  this  report  is  a summary  compari- 
son of  statistics  regarding  the  operation  of  Phy- 
sicians Service  in  the  years  1955  and  1956. 

Respectfully  submitted, 

Ernest  K.  Landsteiner,  m.d.,  Secretary 

Annual  Report  of  the  Treasurer 

The  year  1956  completed  the  seventh  full  year 
since  the  beginning  of  the  Medical  Society’s  Vol- 
untary Prepayment  Medical  Care  Plan,  and  was 
no  exception  to  our  experience  in  the  previous  six 
years.  Our  total  number  of  subscribers  passed  the 
half  million  mark  with  a grand  total  of  502,747 
people  of  Rhode  Island  insured,  who  paid  a total 
of  $6,272,472.29  in  subscription  costs.  With  a small 
percentage  of  income  from  invested  funds  our 
total  net  income  amounted  to  $6,341,009.49. 

Of  this  amount,  a total  of  $5,587,950.21  or 
88.2%  was  expended  in  the  payment  of  surgical- 
medical  claims  for  professional  service  rendered 
to  our  subscribers. 

Of  the  remaining  11.8%  a total  of  $325,450.28 
or  5.1  % was  needed  for  operating  expenses,  repre- 
senting a drop  of  nearly  one  per  cent  over  the 
previous  year  for  a new  low  in  cost  of  operation 
which  paces  all  such  similar  plans  in  the  nation. 

Total  reserves  passed  the  one  million  dollar 
mark  during  1956  for  a total  of  $1 ,1 15,748.77. 
The  statutory  reserve  nearly  doubled  during  the 
year  for  a new  total  of  $690,698.92  and  the  sur- 
gical-medical reserve  increased  by  $100,602.68  for 
a new  high  of  $425,049.85. 

Investments  increased  from  $1,297,793.97  to 
$2,032,012.72  or  an  increase  of  over  $834,000.00. 
Accrual  accounts  for  unpaid  surgical,  medical  and 
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Members  of 

Providence  Medical  Association 

and 

Rhode  Island  Medical  Society 

are  eligible  to  apply  for  the  special  advantages 
of  THEIR  OWN  LOCAL  GROUP  PLAN  of 
DISABILITY  INSURANCE. 

Members  under  age  61  may  apply  for  as  much 
as  $100  weekly  benefits. 

ACCIDENT  — LIFETIME 
SICKNESS  — SEVEN  YEARS 

Literature  supplied  on  request  by 
the  office  of  the  Executive  Secretary 
or 

R.  A.  Derosier  Agency 
32  Custom  House  Street 
Providence  3,  Rhode  Island 
GAspee  1-1391 


Shoe  Last  designed 
to  the  shape 
of  average 
normal  foot* 


• Insole  extension  and  wedge  at  inner  corner  of 
heel  where  support  is  most  needed. 

• The  patented  arch  support  construction  is  guaran- 
teed not  to  break  down. 

• Innersoles  guaranteed  not  to  crack  or  collapse. 

dt  Foot-so-Port  lasts  designed  and  the  shoe  construc- 
tion engineered  with  orthopedic  advice. 

• Conductive  Shoes  for  surgical  and  operating  room 
personnel.  N.B.F.U.  specifications. 

• We  are  also  the  manufacturer  of  the  Gear-Action 
Shoe  designed  by  noted  orthopedic  surgeon. 

• We  make  more  shoes  for  polio,  club  feet  and  dis- 
abled feet  than  any  other  shoe  manufacturer. 

Send  for  free  booklet,  “ The  Preservation  of  the  Function  of  the 
Foot  Balancing  and  Synchronizing  the  Shoe  with  the  Foot." 

Write  for  details  or  contact  your  local  FOOT-SO-PORT 
Shoe  Agency.  Refer  to  your  Classified  D i rectory 

Foot-so-Port  Shoe  Company,  Oconomowoc,  Wis. 

A Division  of  Musebeek  Shoe  Company 


176 


maternity  increased  over  one  hundred  thousand 
dollars  to  a new  high  of  $945,454.00. 

In  conclusion,  I am  pleased  to  report  that  the 
stability  of  your  corporation  remains  on  a solid- 
foundation,  and  the  members  of  the  Rhode  Island 
Medical  Society  are  to  be  congratulated  for  their 
individual  and  collective  contribution  to  a plan 
that  gives  so  much  for  so  little. 

Respectfully  submitted, 

Orland  F.  Smith,  m.d..  Treasurer 


CONTINUED  PROGRESS  FOR 
PHYSICIANS  SERVICE 

concluded  from  page  172 

few  weeks  ago : “Today  there  is  greater  need  for 
a united,  forceful  and  informed  profession  than 
ever  before.  We  have  been  caught  in  the  throes 
of  a social  revolution  which  demands  something 
for  nothing.  Changes  have  been  taking  place  all 
around  us  and  medicine  has  not  escaped  un- 
scathed.” 

Two  of  these  changes  are  ( 1 ) Medicare  and  (2 ) 
self-financed  plans  for  both  basic  coverage  and 
extended  coverage  by  labor  groups  and  unions. 

It  is  quite  obvious  that  we  are  bound  to  lose 
to  Medicare  since  individuals  such  as  an  employed 
spouse  of  an  enlisted  man  might  have  Physicians 
Service  with  Blue  Cross  furnished  by  the  employer, 
and  if  paid  for  in  full,  might  keep  it  to  offset  the 
deductible  feature  written  into  Public  Law  569. 
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But,  if  the  cost  is  going  to  be  shared  even  in 
part  by  the  subscriber,  the  chances  of  cancellation 
are  great.  Some  study  bv  our  legal  and  administra- 
tive departments  is  already  under  way,  because 
if  the  present  Congress  should  amend  the  law  to 
include  greater  numbers,  our  present  security  with 
a half  million  members  becomes  very  vulnerable. 

As  to  the  union  labor  situation,  it  is  still  in  the 
planning  stage,  but  we  are  informed  that  it  ap- 
pears inevitable  and  may  make  devastating  inroads 
upon  Blue  Shield,  Blue  Cross  and  all  similar  plans. 

Some  caution  must  be  taken,  but  until  the  many 
points  in  dispute  are  settled  in  both  government 
and  labor,  nothing  in  definite  contract  form  can  be 
expected  to  emerge. 

The  administration  has  proposed  major  medical 
expense  insurance  as  a rider  to  its  group  life  pro- 
gram for  federal  civilian  employees,  but  a segment 
of  the  employees  would  prefer  this  added  to  a 
basic  coverage  contract  rather  than  to  a life 
program. 

It  is  apparent  that  similar  problems  will  have  to  . 
lie  resolved  by  labor,  but  if  and  when  they  are,  a t, 
plan  like  Physicians  Service  or  Blue  Cross  will  be 
subjected  to  some  modification,  the  extent  of  which 
is  not  now  measurable. 

However,  we  can  with  confidence,  continue  our 
efforts  toward  procuring  better  health  for  more 
people,  an  objective  worthy  of  a profession  dedi- 
cated as  it  is,  to  that  unrelenting  service  to 
humanity,  the  care  of  the  sick. 


Rhode  Island  Medical  Society  Physicians  Service 


Comparison  of  Statistics — Years  1955  & 1956 


1955 

1956 

Increase  or 
( Decrease  ) 

Subscribers  

469,147 

502,747 

33,600 

Number  of  Firms  Buying  Physicians  Service 

776 

803 

27 

Number  of  Participating  Physicians 

835 

883 

48 

Claims  Paid  to  Physicians 

$4,378,012 

$5,587,950 

$1,209,938 

Total  Payments  to  Physicians  Since  Start  of  Plan 

$15,162,573 

$20,750,523 

$5,587,950 

Total  Assets  

$2,171,600 

$2,742,285 

$570,685 

Total  Income  

$4,890,222 

$6,341,009 

$1,450,787 

Total  Reserves  

$699,754 

$1,115,749 

$415,995 

Operating  Expenses  

$289,417 

$325,450 

$36,033 

Operating  Expense  — % 

5.9% 

5.1% 

(0.8%) 

Claims  — % 

89.5% 

88.2% 

(1.3%) 

Number  of  Cases: 

Surgical*  

64,800 

73,185 

8,385 

Assistants*  

11.586 

12,659 

1,073 

Anesthetists*  

23,811 

26,978 

3,167 

Medical 

10,300 

12,033 

1,733 

X-Rav  & EKG  

13,468 

75,112 

61,644 

TOTAL  

123,965 

199,967 

76,002 

*Maternity  Cases  (included  in  above) 

10,131 

10,633 

502 

Percentage  of  State  population  enrolled  — 61.76%.  This  ranks  second  in  the  nation,  Delaware  being  62.56%;  Wash- 
ington, D.  C.,  53.9% ; Michigan,  47.32% ; and  Connecticut  43.95%. 


Rhode  Island’s  operating  expense  ratio  of  5.1%  is  the  lowest  among  Blue  Shield  Plans.  For  9 months  of  1956,  Wilming- 
ton's ratio  was  7.17%  ; Massachusetts  — 7.34% ; New  Hampshire  — 7.58%  ; Michigan  — 7.71%  ; Washington,  I).  C.  — 
9.28%  ; and  Connecticut  10.94%. 
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M D.:  Mr.  R.  A.  has  left  home! 

Gone  back  to  job;  arthritic  pain 
and  restriction  of  activity  im- 
proved. Feeling  tops.Thanksto 
wonderful  medicine  youRx d. 
- Gratefully,  WIFE. 


Sterane 

brand  of  prednisolone 

Most  active  anti-rheumatic,  anti-allergic,  anti-inflammatory 
corticoid.  White,  scored  5 mg.  tablets  (bottles  of  20  and  100) 
and  pink,  scored  1 mg.  tablets  (bottles  of  100). 

Pfizer)  PFIZER  LABORATORIES  Division,  Chas.  Pfizer  & Co.,  Inc.  Brooklyn  6,  New  York 
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DISTRICT  MEDICAL  SOCIETY  MEETINGS 


WASHINGTON  COUNTY  SOCIETY 

The  annual  meeting  of  the  Washington  County 
Medical  Society  was  held  at  the  Westerly  Nurses’ 
Home,  Westerly,  Rhode  Island,  January  9,  1957. 
The  meeting  was  called  to  order  at  11  :40  a.m.  by 
the  president,  Doctor  Martin  O'Brien. 

The  minutes  of  the  previous  meeting  were  read 
and  approved. 

UNFINISHED  BUSINESS:  Dr.  Nathans 
made  a motion  that  the  Washington  County 
Medical  Society  do  not  take  a definite  stand  in 
the  setting  of  physicians’  fees  in  this  area,  rather 
that  this  be  taken  care  of  by  the  physicians  in  the 
individual  areas  in  the  county.  The  motion  was 
seconded  by  Doctor  Ruisi  and  passed. 

COMMUNICATIONS:  Various  portions  of 
the  weekly  Secretary's  Letters  were  read. 

Letters  from  Jacob  Warren  and  Norman  Gar- 
rison, M.D.  announcing  their  resignation  from  the 
Washington  County  Medical  Society.  Each  has 
moved  from  Washington  County. 


Mildred  I.  Robinson,  m.d. 
President,  1957 

Washington  County  Medical  Society 


MEMBERS  PRESENT:  Doctors  Agnelli, 
Capalbo,  Celestino,  Cerrito,  Chimento,  Eckel, 
Farago,  Gale,  Gongaware,  Grainger.  Jones,  Man- 
ganaro,  McGrath.  Morone,  Nathans,  O’Brien, 
Robinson,  Ruisi,  Spicer,  Tatum,  Walsh,  DeWees, 
Tang,  Johnson.  Excused:  Doctors  Potter  and 
Hathaway. 

TREASURER’S  REPORT:  The  treasurer’s 
annual  report  was  read  by  Doctor  Gale.  Doctor 
Nathans  moved  and  Doctor  Manganaro  seconded 
that  the  report  he  accepted.  The  motion  was 
passed. 


DEPENDENTS  MEDICAL  CARE  PRO- 
GRAM: Doctor  Nathans  reviewed  the  situation 
regarding  the  federal  dependents  medical  care 
plan  in  Rhode  Island.  There  was  general  discus- 
sion of  the  program. 


NEW  BUSINESS:  Doctor  Jones  made  a mo- 
tion that  a special  joint  meeting  be  held  in  March 
at  which  the  film  on  The  Medical  Witness  could 
he  shown  to  members  of  the  Washington  County 
Medical  Society,  the  Washington  Bar  Association 
and  the  Washington  Dental  Society. 

Doctor  Spicer  presented  a booklet  called  Diet 
or  Die  which  is  for  sale  to  the  public  and  which 
claims  cancer  can  he  cured  by  diet  alone. 

Doctor  Agnelli  moved  that  this  booklet  be  re- 
ferred by  Doctor  Gongaware  to  the  Rhode  Island 
Cancer  Society  for  appropriate  action. 


ELECTION  OF  OFFICERS:  Doctor  Nathans 
moved  that  Doctor  Tatum  he  elected  treasurer  and 
financial  advisor  for  the  Society.  Seconded  by 
Doctor  Jones  and  passed. 

The  officers  for  the  ensuing  year,  nominated 


ana  eiecteci  ny  a unanimi 
President 

First  Vice-presiden 
Second  Vice-presidi 
Secretary 
Treasurer 
Councillor  (’56  & ’5 
Alternate  (’56  & '5/ 
Delegates  ( to  1 958 ) 

(to  1959) 

( to  1 960  ) 

Censors 


s vote,  were  as  iouows: 
Mildred  Robinson,  M.D. 
Fred  Eckels,  M.D. 
James  McGrath,  M.D. 
E.  T.  Gale,  M.D. 
Julianna  R.  Tatum,  M.D. 
Samuel  Nathans,  M.D. 

Joseph  Ruisi,  M.D. 
Thomas  Nestor,  M.D. 
Hartford  Gongaware,  M.D. 
James  McGrath,  M.D. 
A.  E.  Manganaro,  M.D. 
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Bruno  Agnelli,  M.D. 

William  Tully,  M.D. 
Auditor  Henry  Potter,  M.D. 

Upon  motion  of  Dr.  Agnelli,  Dr.  O’Brien  was 
given  a unanimous  vote  of  appreciation  for  his 
term  of  presidential  guidance. 

The  meeting  was  adjourned  at  1 :30  p.m.,  after 
which  a luncheon  was  held  in  the  hospital  dining 
room. 

Respectfully  submitted, 

E.  T.  Gale,  m.d. 


of  dependent  care  by  the  services  and  the  impor- 
tance of  keeping  trained  personnel  in  the  services 
by  this  fringe  benefit.  He  reviewed  the  history  of 
the  writing  and  passage  of  the  bill.  He  said  that 
the  service  was  attempting  to  get  the  same  bene- 
fits for  its  personnel  that  industry  has.  He  dis- 
cussed the  nature  of  the  act  and  its  administration. 
There  was  a considerable  question  and  answer 
period. 

Meeting  adjourned  at  9:30  p.m. 

Respectfully  submitted, 

Donald  B.  Fletcher,  m.d.,  Secretary 


NEWPORT  COUNTY  SOCIETY 


A meeting  of  the  Newport  County  Medical  So- 
ciety was  held  at  the  Hotel  Viking  on  January  30, 
1957.  The  meeting  was  called  to  order  at  8:15 
p.m.  Dr.  John  Malone,  president,  presiding.  The 
reading  of  the  minutes  of  the  previous  meeting 
was  dispensed  with.  Dr.  Adelson  reported  for  the 
Council  and  discussed  the  Council’s  attitude  on 
Medicare  and  the  associated  fee  schedule.  He  also 
asked  for  volunteers  to  serve  on  specific  commit- 
tees of  the  state  society.  Dr.  Brownell  reported 
that  there  had  been  no  meeting  of  the  Delegates 
since  September  1956. 

Under  new  business  the  annual  election  of 
officers  was  held.  All  of  the  previous  officers  were 
returned  to  office  for  a second  year  as  follows  : 


President 

First  Vice  President 
Second  Vice  President 
Secretary 
Treasurer 

Councillor  

Delegates 

Censors 


John  M.  Malone,  M.D. 
C.  Barrus  Ceppi,  M.D. 
Jose  Ramons,  M.D. 
Donald  B.  Fletcher,  M.D. 
Edward  Zamil,  M.D. 
Samuel  Adelson,  M.D. 
(Henry  W.  Brownell,  M.D. 
\ Charles  Serbst,  M.D. 
(Norman  MacLeod,  M.D. 
| Daniel  Smith,  M.D. 


The  question  of  fee  schedule  was  raised  and  it 
was  pointed  out  that  nothing  had  been  heard  from 
the  State  Committee  to  make  recommendations  re- 
garding fees.  A motion  made  by  Dr.  Bestoso  and 
seconded  by  Dr.  McAllister  to  raise  office  fees  to 
a minimum  of  $4.00  and  house  calls  to  a minimum 
of  $6.00  was  tabled  by  vote.  A motion  made  by 
Dr.  Dotterer  and  seconded  by  Dr.  Ciarla  to  ap- 
point a committee  to  investigate  fees  throughout 
the  state  and  bring  back  recommendations  to  the 
next  meeting  was  also  tabled  by  vote. 

1 he  speaker  of  the  evening  was  Captain  Milton 
Worthlin,  Commanding  Officer  of  the  Newport 
Naval  Hospital.  He  was  introduced  by  Dr.  John 
Carey.  1 he  speaker  discussed  various  aspects  of 
. Medicare.  Among  other  things  he  pointed  out  that 
all  service  dependents  should  receive  the  care  that 
a few  had  been  getting.  He  discussed  the  history 


PAWTUCKET  MEDICAL  ASSOCIATION 

A dinner  meeting  of  the  Pawtucket  Medical 
Society  was  held  at  the  Lindsey  Tavern  at  6:30 
p.m.  on  Thursday,  January  17,  1957.  Dr.  Raymond 
T.  Stevens  presided. 

The  following  members  were  present : Drs. 
Gordon,  Forgiel,  Jeremiah,  F.  Hanley,  Czekanski, 
Mara,  Morris,  Senseman,  R.  T.  Stevens,  Lappin, 
Kelley,  Bleyer,  Farrell,  Sonkin,  Zolmian,  Fussier, 
Fortin,  Lovering,  E.  Gaudet,  Billings.  Hennessey, 
H.  Turner,  Webster,  Metcalf,  Pauli.  Gorfine, 
Hecker,  R.  Jaworski,  Damargian,  Sprague,  H. 
Hanley,  Ruggles,  Cunningham,  Pinault,  Chapman, 
Stapans,  and  Mathewson. 

The  minutes  for  the  previous  meeting  were  read 
and  approved. 

Dr.  Stevens  made  several  suggestions  for  safe- 
guarding Doctors’  bags  in  view  of  the  recent  theft 
of  bags. 

He  also  named  the  nominating  committee  which 
included  Dr.  Kelley  as  chairman  and  Drs.  F. 
Hanley,  Zolmian,  Woodcome  and  Sonkin. 

Communications  were  read  and  included  the 
following  : 

1. )  Application  for  admission  to  the  society  by 
Dr.  John  Mulvaney. 

2. )  Application  for  associate  membership  by  Dr. 
Stanley  Simon. 

concluded  on  next  page 


Experienced 

Typists-Receptionists-Secretaries 
FOR  THE  DOCTOR’S  OFFICE 

Call  UNion  1-6200 
Professional  - Commercial  Placement 
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Some  Pointers  for 
Figuring  Your  1956 
Federal  Income  Tax 

DEDUCTIONS:  If  you  own 

common  stocks,  remember  . . .your 
first  $50  of  dividend  income  ($100 
for  husband  and  wife  under  certain 
circumstances)  is  completely  tax- 
free.  And  you  can  take  4 /«  of  your 
remaining  dividend  income  and  de- 
duct it  from  your  total  tax. 

missing  anything?  If 

you've  misplaced  any  dividend  rec- 
ords you  need  to  figure  your  income, 
don't  hesitate  to  ask  us  for  help.  We 
may  be  able  to  supply  them.  No 
charge,  of  course.  Just  telephone 
GAspee  1-7100. 

ESTIMATING  FOR  1957:  If 
any  puzzles  arise  in  estimating  your 
dividend  income  for  1957,  we  will  — 
again  — be  very  glad  to  assist  you, 
without  obligation. 

1957  TAX  PROSPECTS:  If 

you  size  up  your  1957  income  and 
feel  you  might  be  taking  too  much 
of  a tax  licking  ...  why  not  look  into 
tax-exempt  securities?  We'll  gladly 
give  you  details,  by  mail  or  personal 
conference. 


Dav  i s & Dav  i s 

Members  Hew  York  Slock  Exchange 

GROUND  FLOOR,  TURKS  HEAD  BLDG. 

Providence,  R.  L - GAspee  W100 

Market  Summaries:  GAspee  1-60 


3. )  Letter  from  Dr.  Forgiel  in  which  he  request- 
ed that  he  he  transferred  from  associate  member- 
ship to  active  membership. 

4. )  Letter  from  the  Grievance  Committee  of  the 
Spatula  Club. 

Following  dinner,  Dr.  Senseman  spoke  on  his 
recent  trip  to  the  Near  East  and  Europe.  His  talk 
was  illustrated  with  beautiful  colored  slides.  It  was 
received  with  general  applause. 

The  business  aspect  of  the  meeting  continued. 
Dr.  F.  Hanley  reported  that  the  committee  had 
completed  its  revision  of  the  by-laws  and  that  the 
revision  was  ready  for  the  press. 

Dr.  Olga  Koropey’s  application  for  admission 
to  the  society  was  voted  upon  and  passed  on  writ- 
ten ballot.  Dr.  Peter  Chudolij's  application  for  ad- 
mission to  the  society  was  voted  upon  and  passed 
on  written  ballot. 

Dr.  Hennessey  next  discussed  the  function  of 
the  standing  committee  in  regard  to  new  members’ 
applications. 

Dr.  Kelley  made  a motion  that  the  letter  from 
the  Grievance  Committee  of  the  Spatula  Club  be 
acknowledged  and  that  this  letter  state  that  the 
application  of  one  of  the  doctors  mentioned  is  now 
pending  before  the  society  and  that  the  society 
would  like  to  have  specific  instances  of  proof  of 
the  allegations  and  that  this  proof  be  turned  over 
to  the  standing  committee.  Dr.  Farrell  seconded 
the  motion  and  it  was  carried. 

The  meeting  adjourned  at  10:15  p.m. 
Respectfully  submitted, 

Nathan  Sonkin,  m.d.,  Secretary 


Wednesday  — June  12 
Annual  Golf  Tournament  and  Dinner 
of  the 

Providence  Medical  Association 


MAGAZINE  SUBSCRIPTIONS 

Subscriptions  for  all  types  of  magazines 
including  medical  journals,  also  renewals 
of  subscriptions,  arranged  for  your  home 
and  office. 

RICHARD  K.  WHIPPLE,  M.D. 

25  Algonquin  Rd.  Rumford  16,  R.  I. 
Tel.  EAst  Providence  1-2505 
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MILK  COMMISSION  REPORT  — PROVIDENCE  MEDICAL  ASSOCIATION,  1956 


Certified  milk  in  Providence  during  1956  was 
obtained  from  the  following  farms:  Cherry 
Hill  Farm,  North  Beverly,  Mass. ; Hampshire 
Hills  Farm,  Wilton,  N.  H. ; Hillside  Farm,  Cran- 
i ston,  R.  1. 

Through  the  courtesy  and  cooperation  of  the 
Boston  Commission  we  have  accepted  their  certi- 
fication of  one  farm  from  Massachusetts  and  one 
from  New  Hampshire. 

Bacteriological  and  chemical  examinations  of 
certified  milk  are  made  in  the  laboratories  of  Brown 
i University  under  the  supervision  of  Professor 
Charles  Stuart.  During  the  past  year  approxi- 
mately 315  samples  have  been  tested  and  we  have 
found  three  bacteria  counts  above  the  legal  stand- 
ard among  this  group. 

All  of  the  herds  are  under  State  and  Federal 
j supervision  and  are  free  from  Tuberculosis  and 
Brucella  abortus  infections. 

The  Commission,  four  years  ago,  discontinued 
the  sale  of  Raw  Certified  Milk  in  the  Providence 
market  to  conform  with  the  standards  in  most  of 
the  larger  cities.  The  legal  standard  for  Pasteur- 
' ized  Certified  milk  is  still  500  colonies  per  ml.  and 
the  actual  count  on  all  samples  examined  by  this 
\ Commission  the  past  year  was  34  colonies  per  ml. 
The  prepasteurized  count  on  this  milk  must  be 
under  10,000  and  actual  count  was  880  colonies 
per  ml. 

Vitamin  D Certified  Milk  is  defined  as  whole 
Certified  Milk  rendered  antirachitic  by  irradiation 
or  by  the  addition  of  a concentrate  and  shall  be  of 
■ sufficient  vitamin  potency  to  show,  by  biological 
assay,  a content  of  at  least  400  U.S.P.  units  per 
quart. 

The  W isconsin  Alumni  Research  Foundation  of 
Madison,  Wisconsin,  is  doing  the  assaying  of 
Vitamin  D from  Hillside  Farm  and  the  results 
have  been  entirely  satisfactory.  Two  tests  per  year 


are  required  by  this  Commission. 

Certified  Fat-free  (Skim)  Milk,  containing  not 
more  than  0.05  per  cent  butter  fat,  and  with  Vita- 
min A added  has  conformed  to  the  standards  set 
by  the  American  Association  of  Medical  Milk 
Commissions. 

One  of  the  farms  had  some  difficulty  with 
spores  which  were  present  in  small  numbers  and 
these  were  non-pathogenic.  It  was  found  that  the 
most  probable  cause  was  dust  from  dry  ensilage. 

During  the  coming  year  we  hope  to  see  installed 
at  one  farm  an  apparatus  which  coats  the  outside 
of  the  bottles  with  Silicone  spray.  This  improves 
the  appearance  of  the  glass  and  makes  a better 
looking  package.  This  spray  is  applied  to  the  out- 
side of  the  bottle  only  and  since  the  material  is 
inert  the  health  hazard  is  practically  nil. 

The  American  Association  of  Medical  Milk 
Commission  in  their  Methods  and  Standards  for 
the  Production  of  Certified  Milk,  require  that  each 
producer  shall  make  or  have  made,  once  per  month, 
a titration  of  Brucella  agglutinins  in  the  whey  of 
the  milk,  whether  the  milk  is  raw  or  pasteurized. 
All  titrations  on  the  whey  of  the  milk  obtained 
from  raw  milk  from  Hillside  Farm  during  the  past 
year  have  been  negative. 

The  Commission  is  indebted  to  Professor  Stuart 
of  Brown  University  for  his  continued  cooperation 
in  supervising  our  laboratory  work  at  Brown 
University. 

Frank  I.  Matteo,  m.d.,  Chairman 

John  T.  Barrett,  m.d. 

D.  William  Bell,  m.d. 

George  E.  Bowles,  m.d. 

Bertram  H.  Buxton,  Jr.,  m.d. 

Harold  G.  Calder,  m.d. 

John  E.  Farley,  Jr.,  m.d. 

John  P.  Grady,  m.d. 

Henry  E.  Utter,  m.d. 

Reuben  C.  Bates,  m.d.,  Secretary 


MONTHLY  AVERAGES  OF  CERTIFIED  MILK  FOR  1956 


CHERRY  HILL 
H.  P.  HOOD 

HAMPSHIRE 

HILLS 

HILLSIDE  FARM 

Pasteurized 

Bac- 

teria 

per 

B.F.  T.S.  C.C. 

Skimmed 
with  Vit.  A & D 

Ba9- 

teri? 

per 

B.F.  T.S.  C.C 

B.F. 

Raw 

T.S. 

Bac- 

teria 

per 

C.C. 

Pasteurized 

Bac- 

teria 

per 

B.F.  T.S.  C.C. 

Pasteurized 

Bac- 

teria 

per 

B.F.  T.S.  C.C. 

January 

4.1 

12.56 

3 

4.1 

12.75 

14 

4.1 

12.97 

9 

0.1 

8.10 

6 

3.5 

11.55 

700 

February 

4.0 

12.57 

6 

4.3 

13.21 

7 

4.0 

12.53 

5 

0.1 

8.13 

5 

March 

3 9 

1?  33 

7 

4 ? 

12  97 

14 

4 2 

12  80 

4 

0 1 

8 39 

5 

April 

TO 

12.42 

7 

4.1 

12.88 

8 

4.2 

12.74 

3 

0.1 

8.16 

3 

May 

3.9 

12.29 

9 

4.2 

12.69 

17 

4.2 

12.75 

5 

0.1 

8.24 

3 

3.5 

11.65 

420 

lune 

3.9 

12.28 

4 

3.9 

12.45 

22 

4.2 

12.80 

8 

0.1 

8.38 

4 

4.7 

14.49 

July 

3.9 

12.15 

6 

4.0 

12.26 

90 

4.2 

12.83 

10 

0.1 

8.34 

7 

3.8 

12.04 

1 550 

August  

4.0 

12.24 

8 

3.9 

12.35 

67 

4.4 

, 12.89 

10 

0.1 

8.14 

9 

3.5 

12.15 

850 

September 

3.9 

12.30 

23 

4.0 

12.51 

29 

4.2 

12.64 

9 

0.1 

8.06 

12 

October 

3.9 

12.27 

2 

4.1 

12.60 

243 

4.1 

12.37 

71 

0.1 

8.00 

41 

November 

4.0 

12.46 

9 

4.0 

12.49 

198 

4.0 

12.30 

25 

0.1 

8.16 

38 

December 

4.0 

12.23 

3 

4.0 

12.60 

500 

4.0 

12.24 

7 

0.1 

8.0 

7 

Yearly  Average 

4.0 

12.34 

7 

4.1 

12.64 

101 

4.1 

12.65 

14 

0.1 

8.20 

12 

3.8 

12.37 

880 
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HOUSE  OF  DELEGATES 

of  the 

RHODE  ISLAND  MEDICAL  SOCIETY 

Report  of  Meeting  held  on  January  30,  1937 


A meeting  of  the  House  of  Delegates  of  the 
^ Rhode  Island  Medical  Society  was  held  at 
the  Medical  Library  on  Wednesday,  January  30, 
1957.  The  meeting  was  called  to  order  by  the 
President,  Doctor  Charles  L.  Farrell,  at  8 p.m. 
The  following  delegates  were  in  attendance : 

Kent  County:  Russell  P.  Hager,  M.D. ; Peter  C. 
Erinakes,  M.D. ; Edmund  Hackman,  M.D.  Pazv- 
tucket  District:  Robert  C.  Hayes,  M.D. ; Hrad  A. 
Zolmian,  M.D.  Washington  Countv:  Thomas  A. 
Nestor,  M.D.  Woonsocket  District:  Henri  E. 
Gauthier,  M.D. : Thomas  J.  Lalor,  M.D.  Officers 
of  the  RIMS:  Charles  L.  Farrell.  M.D. ; John  A. 
Dillon,  M.D. ; George  W.  Waterman,  M.D. ; 
Thomas  Perry,  Jr.,  M.D.  Immediate  Past  Presi- 
dent of  RIMS : Frank  B.  Cutts,  M.D.  Providence 
Medical  Association:  Charles  J.  Ashworth,  M.D. ; 
Robert  R.  Baldridge,  M.D. ; Irving  A.  Beck,  M.D. ; 
Alex  M.  Burgess,  Jr.,  M.D. ; Bertram  H.  Buxton, 
Jr.,  M.D. ; Wilfred  I.  Carney,  M.D. ; William  B. 
Cohen,  M.D. ; Michael  DiMaio,  M.D. ; William  J. 
H.  Fischer,  Jr.,  M.D. ; J.  Merrill  Gibson,  M.D. ; 
Seebert  J.  Goldowsky,  M.D. ; Stanley  Grzebien, 
M.D. ; John  C.  Ham,  M.D. ; Joseph  Hindle,  M.D. ; 
Walter  S.  Jones,  M.D. ; Ernest  K.  Landsteiner. 
M.D. ; Joseph  G.  McW  illiams,  M.D. ; William  S. 
Nerone,  M.D. ; Arnold  Porter.  M.D. ; William  A. 
Reid,  M.D. ; Louis  A.  Sage.  M.D. ; William  J. 
Schwab,  M.D. ; James  J.  Sheridan,  M.D. 

Also  in  attendance  were : Arthur  E.  O’Dea, 
M.D.,  chairman  of  the  Highway  Safety  Commit- 
tee; Francis  B.  Sargent,  M.D.,  chairman  of  the 
Medical  Defense  and  Grievance  Committee ; Rich- 
ard P.  Sexton,  M.D.,  chairman  of  the  Veterans 
Affairs  Committee;  Orland  F.  Smith,  M.D.,  treas- 
urer of  the  Rhode  Island  Medical  Society  Phy- 
sicians Service;  and  John  E.  Farrell,  Sc.D., 
executive  secretary. 

REPORT  OF  THE  SECRETARY 

I he  Council  has  held  two  meetings  since  the 
last  session  of  the  House  of  Delegates.  Among  the 
actions  taken  were  the  following: 

1.  It  approved  the  formation  of  a Medical  Advisory 
Committee  of  the  Registrar  of  Motor  Vehicles  of  Rhode 
Island,  and  it  authorized  Doctor  Arthur  E.  O’Dea,  chair- 
man of  the  Society’s  Highway  Safety  Committee,  to  sub- 


mit names  of  members  of  the  Society  to  serve  on  such  a 
committee  for  one  year  terms. 

2.  It  approved  of  the  suggestion  of  the  chairman  of 
the  Highway  Safety  Committee  that  a conference  with 
police  officials  of  the  state  be  held  by  his  committee. 

3.  It  reviewed  a report  from  the  Committee  on  Mental 
Health  on  important  phases  of  the  study  report  com- 
piled by  the  American  Psychiatric  Association  acting  as 
consultant  to  the  Butler  Hospital  Board  of  Trustees. 

4.  It  authorized  the  president  of  the  Society  to  act  for 
the  Society  to  negotiate,  execute  and  deliver  for  it  such 
contracts  or  other  agreements  as  might  be  necessary  or 
proper  in  his  opinion  to  aid  in  the  fulfillment  of  the 
Dependents  Medical  Care  Act  for  Rhode  Island,  and  it  , 
expressed  the  opinion  that  no  general  revision  of  the  ( 
proposed  fee  schedule  for  this  program  should  be  made 

if  this  phase  of  the  subject  were  opposed  by  the  govern- 
ment officials. 

5.  It  reviewed  and,  after  amendment,  approved  the 
Report  of  the  Committee  on  State  Institutions  relative 
to  the  utilization  of  the  State  Sanatorium  for  the  care 
of  other  than  tuberculous  patients. 

6.  It  continued  membership  in  the  Council  of  the 
New  England  State  Medical  Societies  for  1956-1957,  and 
appointed  official  delegates  to  this  Council. 

7.  It  authorized  the  president  to  name  Doctor  Richard 
P.  Sexton  as  the  Society’s  official  delegate  to  a meeting 
of  the  chairmen  of  Veterans  Affairs  Committees  to  be 
held  in  Chicago,  January  26-27,  and  Doctor  John  T. 
Barrett  to  be  the  Society’s  delegate  to  a national  confer- 
ence on  polio  vaccine  distribution  called  by  the  American 
Medical  Association  for  January  26  in  Chicago. 

8.  It  authorized  the  issuance  in  mimeographed  form 
by  the  executive  office  of  a list  of  the  more  common  pro- 
cedures for  which  indemnities  will  be  paid  under  the 
Dependents  Medical  Care  Program,  said  list  to  be  sent 
to  the  members  of  the  House  of  Delegates,  the  Council, 
and  the  Secretary  of  each  District  Society. 

9.  It  approved  of  the  proposal  of  the  president  to  sub- 
mit to  the  House  of  Delegates  the  schedule  of  prevailing 
fees  proposed  by  the  Fee  Study  Committee. 

19.  It  appointed  a Nominating  Committee  to  prepare 
a list  of  candidates  for  officers  and  standing  committees 
in  1957-1958. 

11.  It  appointed  Doctors  Arthur  E.  Hardy,  Charles 
J.  Ashworth,  and  Samuel  Nathans  as  the  Society’s  repre- 
sentatives on  the  Rhode  Island  Joint  Commission  for  the 
Improvement  and  Care  of  the  Patient. 

12.  It  authorized  the  president  to  meet  with  repre- 
sentatives of  the  Rhode  Island  Osteopathic  Society  in 
response  to  a request  for  a meeting  from  that  organization. 

13.  It  referred  to  the  Committee  on  Hospital  and  Pro- 
fessional Relations  the  report  of  the  Iowa  Medical  Society 
on  the  hospital-physician  controversy  in  that  State. 

14.  It  endorsed  uniform  claim  forms  proposed  by  the 
Health  Insurance  Council  of  the  Life  Insurance  Associ- 
ation of  America. 

continued  on  page  1 84 
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Trasentlne-Phenobarbital 

integrated  relief . . . 
mild  sedation 

C 1 B A visceral  spasmolysis 

Summit,  N.  J.  mucosal  analgesia 


TABLETS  (yellow,  coated),  each  containing 
50  mg.  Trasentine®  hydrochloride  (adiphenine 
hydrochloride  CIBA)  and  20  mg.  phenobarbital. 
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FOR  PAIN 

Percodari 

t . ’ ' i 

TABLETS 


BETTER  THAN 
CODEINE  PLUS  APC 


controls  pain  faster 

. . . usually  within  15  minutes 

controls  pain  longer 

. . . usually  for  6 hours 

seldom  constipates 

Adult  Dosage:  1 PERCODAN*  Tablet  q.  6 h. 
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15.  It  authorized  legal  counsel  to  attend  as  the  Society’s 
- official  delegate  an  American  Medical  Association  regional 

meeting  on  medical-legal  problems  to  he  held  in  Phila- 
delphia in  March. 

16.  It  voted  that  the  Society  award  three  prizes  in  the 
senior  high  division,  and  three  in  the  junior  high  division, 
of  the  Rhode  Island  Science  Fair  for  high  school  students. 

17.  It  referred  to  the  Committee  on  Scientific  Work 
and  Annual  Meeting  an  invitation  to  hold  the  1958  Annual 
Meeting  in  Newport,  Rhode  Island. 

Doctor  Thomas  Perry  read  his  report  of  the 
actions  taken  by  the  Council  since  the  last  meeting 
of  the  House  of  Delegates,  copy  of  which  had  been 
submitted  in  typed  form  to  each  member  of  the 
House  and  is  made  part  of  the  official  minutes  of 
the  meeting. 

Doctor  Charles  L.  Farrell  commented  on  the 
report  of  the  Committee  on  State  Institutions  and 
the  developments  regarding  the  program  for 
Dependents’  Medical  Care. 

Action:  It  was  moved  that  the  report  of  the 
secretary  he  received,  approved,  and  placed  on 
file.  The  motion  was  seconded  and  adopted. 

Recommendations  from  the  Council 

The  secretary  reported  that  the  Council  offers 
the  following  recommendations  to  the  House  of 
Delegates : 

1 . That  the  Society’s  official  representatives  on 
the  Board  of  Directors  of  the  Hospital  Service 
Corporation  for  1957  he  Doctors  Charles  J.  Ash- 
worth and  Charles  L.  Farrell. 

Action:  It  was  moved  that  the  recommendation 
he  adopted.  The  motion  was  seconded  and  passed. 

2.  That  the  date  for  the  1957  Interim  Meeting 
of  the  Society  he  Wednesday,  October  23.  and 
that  the  1958  Annual  Meeting  dates  he  Wednes- 
day, April  30,  and  Thursday,  May  1. 

Action:  It  was  moved  that  the  recommendation 
he  adopted.  The  motion  was  seconded  and  passed. 

Annual  Report  of  the  Treasurer 

Doctor  John  A.  Dillon  reviewed  his  financial 
report  for  1956  and  submitted  to  each  member  of 
the  House  a summary  of  the  financial  statement 
and  he  reported  that  the  detailed  financial  report 
was  available  for  any  delegate  to  review.  He  report- 
ed that  the  statement  of  finances  for  the  year  had 
been  carefully  reviewed  by  the  Council. 

Action:  It  was  moved  that  the  Annual  Report 
for  1956  of  the  treasurer  he  approved  and  placed 
on  file.  The  motion  was  seconded  and  adopted. 
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ENDO  LABORATORIES  INC. 

Richmond  Hill  18,  New  York 


*11. S Pat.  2,628,185;  PERCODAN  contains  salts 
of  dihydrohydroxycodemone  and  homatropine, 
plus  APC.  May  be  habit-forming. 


Nominations  for  Board  of  Directors 
of  Physicians  Service 

The  president  called  to  the  attention  of  the 
House  that  the  by-laws  of  Physicians  Service  pro- 
vided that  four  members  shall  he  nominated  by 
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the  House  for  three-year  terms  as  members  of  the 
Board  of  Directors  of  Physicians  Service.  He 
noted  that  the  terms  expiring  as  of  this  date  were 
those  of  Doctors  Rocco  Abbate,  Frank  B.  Cutts, 
Orland  F.  Smith,  and  Earl  J.  Mara. 

The  secretary  reported  that  he  was  in  receipt  of 
a communication  from  Doctor  Cutts  requesting 
that  he  not  be  re-nominated  to  serve  on  the  Board. 

The  following  members  were  placed  in  nomina- 
tion to  serve  as  members  of  the  Board  of  Directors 
of  Physicians  Service  until  January,  1960:  Wil- 
liam J.  H.  Fischer,  Jr.,  M.D.  (Providence); 
Edmund  T.  Hackman,  M.D.  (Kent);  Earl  J. 
Mara,  M.D.  (Pawtucket)  ; and  Orland  F.  Smith. 
M.D.  (Providence). 

Action:  It  was  moved  that  the  list  of  nomina- 
tions be  closed.  The  motion  was  seconded  and 
adopted. 

It  was  moved  that  the  physicians  placed  in  nomi- 
nation be  the  nominees  of  the  House  of  Delegates 
to  the  Corporation  of  Physicians  Service  for 
three-year  terms  as  members  of  the  Board  of 
Directors  of  the  Physicians  Service  Corporation. 
The  motion  was  seconded  and  adopted. 

Tribute  to  Directors 

Doctor  Charles  L.  Farrell  moved  that  the  House 
of  Delegates  add  its  commendation  of  Doctors 
Frank  B.  Cutts,  Rocco  Abbate,  and  Mr.  Emil 
Fachon  for  their  outstanding  service  to  the  medical 
profession  as  members  of  the  Physicians  Service 
Board  of  Directors.  The  motion  was  seconded  and 
unanimously  adopted. 

Recess 

The  House  recessed  at  8:35  p.m.  for  the  eighth 
Annual  Meeting  of  the  Corporation  of  the  Rhode 
Island  Medical  Society  Physicians  Service  and  re- 
convened after  the  meeting  of  the  Corporation  at 
9 :05  p.m. 

* * * 

Report  of  National  Conference 
on  the  Polio  Vaccine  Program 

Doctor  John  T.  Barrett,  chairman  of  the  Child- 
School  Health  Committee  of  the  Society  and  the 
Society’s  delegate  to  a National  Conference  called 
by  the  American  Medical  Association  on  January 
26  in  Chicago,  reported  on  the  plans  nationally  to 
stimulate  interest  in  polio  vaccination  for  teenagers 
and  adults  of  all  ages.  He  submitted  a summary 
report  of  the  highlights  of  the  Chicago  conference 
and  presented  suggested  approaches  to  the  problem 
if  the  Society  decided  to  participate  in  it  locally. 

The  entire  problem  was  discussed  at  length  hy 
members  of  the  House  of  Delegates  after  which  the 
following  policy  was  adopted  : 

1.  The  Society  recognizes  the  importance  that 
all  persons  in  Rhode  Island  obtain  at  least 

continued,  on  next  page 
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two  inoculations  of  Salk  Vaccine  before  the 
summer  of  1957,  but  feels  that  it  is  the  re- 
sponsibility of  the  individual  to  avail  himself 
and  his  family  of  the  opportunity  of  obtain- 
ing the  inoculation. 

2.  The  Societv,  however,  through  its  member- 
ship. shares  in  this  responsibility  to  the  extent 
of  making  the  vaccination  available. 

3.  The  Society  recommends  that  the  period  from 
February  1 1 to  April  11  he  designated  for  an 
All  Out-All  Ages — Polio  Elimination  Cam- 
paign. 

4.  The  Society  maintains  that  every  physician’s 
office  in  Rhode  Island  should  he  an  immuniza- 
tion center  and  that  a concerted  effort  should 
he  made  to  get  everyone  to  see  his  own  private 
physician,  or  any  physician  in  the  Society 
regardless  of  his  specialty,  for  the  immuniza- 
tions. 

5.  The  Society  recommends  that  the  fee  for 
each  polio  vaccination  including  the  vaccine, 
he  reduced  to  $3  during  this  campaign  period 
from  February  1 1 to  April  11,  when  the  visit 
does  not  include  a general  physical  examina- 
tion. 

6.  The  Society  contends  that  where  private  or- 
ganizations whether  industrial  concerns  or 
other  groups,  purchase  vaccine  for  their  mem- 
bers, the  inoculations  should  he  performed 
under  the  direction  of  a private  physician  on 
a fee  for  service  basis.  Physicians  employed 
on  a part-time  basis  as  industrial  physicians 
would  he  considered  private  physicians  for 
the  purpose  of  this  program.  Organizations 
without  physicians  can  contract  with  a So- 
ciety physician  on  a fee  for  service  basis. 

7.  The  Society  maintains  that  the  use  of  public 
tax  funds  for  either  the  purchase  of  vaccine 
or  for  the  vaccinations,  or  both,  be  restricted 
to  those  who  are  unable  to  pay  for  the  service. 
The  Society  urges  all  health  departments  to 
set  up  plans  to  cope  with  this  problem. 
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8.  The  Society  urges  all  hospitals  to  inoculate 
their  outpatient  cases  and  their  own  em-  i p 
ployees. 

9.  The  Society  requests  its  members  to  give  their 
complete  support  to  this  special  polio  cam-  ' 
paign,  and  it  approves  of  individual  doctors, 
or  groups  of  doctors,  undertaking  or  partici- 
pating in  mass  inoculations  during  this  speci- 
fied period,  with  due  regard  to  the  policies  : (l» 
stated  above. 


* * * 

The  House,  in  approving  the  report  of  Doctor 
Barrett,  expressed  its  commendation  for  his  out- 
standing work  in  supervising  the  polio  vaccine  dis- 
tribution during  1956,  and  for  his  work  in  connec- 
tion with  the  newly  proposed  program  for  adult 
vaccinations. 
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* * * 

The  House  moved  that  the  president  be  author- 
ized to  appoint  a special  committee  to  supervise 
for  the  Society  the  proposed  All  Out-All  Ages — 
Polio  Elimination  Campaign.  The  motion  was  sec- 
onded and  adopted. 

The  president  announced  that  he  would  appoint 
Doctor  Barrett  as  chairman  of  the  Committee  and 
would  authorize  him  to  suggest  the  members  to 
serve  with  him. 

* * * 


It  was  moved  that  the  policy  regarding  this  polio 
program  be  prepared  in  letter  form  and  sent  to 
each  member  of  the  Society  on  January  31.  and 
that  the  release  of  information  to  the  public  re- 
garding the  program  he  made  for  Friday  after- 
noon. February  1.  The  motion  was  seconded  and 
adopted. 


Fee  Schedules 

The  president  suggested  the  report  of  the  Com- 
mittee on  Medical  Economics,  the  resolution  from 
the  Providence  Medical  Association  relative  to  the 
advisability  of  a state-wide  fee  schedule,  and  the 
report  of  the  special  fee  committee  which  initially 
worked  on  the  schedule  for  the  Dependents'  Medi- 
cal Care  program,  be  considered  as  a whole. 

A copy  of  the  report  of  the  Committee  on  Medi- 
cal Economics  together  with  the  result  of  its  poll 
of  the  component  district  societies  was  submitted 
in  mimeographed  form  to  the  House  and  is  made 
part  of  the  official  minutes  of  this  meeting.  A gal- 
ley proof  of  the  schedule  of  fees  recommended  for 
possible  use  for  the  Society  was  also  submitted  in 
printed  form  at  the  request  of  the  president.  This 
schedule  based  on  the  work  of  the  special  fee  com- 
mittee that  reviewed  the  government’s  medicare 
program  was  submitted  in  advance  of  the  meeting 
to  each  member  of  the  House. 

There  was  lengthy  discussion  of  all  phases  of 
the  various  reports. 
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Action:  It  was  moved  to  receive  the  report  of 
the  Committee  on  Medical  Economics  and  place  it 
on  hie,  omitting  publication  of  it  other  than  in  the 
official  records  of  the  House  of  Delegates  meeting. 
The  motion  was  seconded  and  adopted. 

* * * 

It  was  moved  and  seconded  that  the  schedule  of 
fees  as  submitted  to  the  House  in  galley  proof  form 
(printed)  be  accepted  as  a guide  for  use  by  doc- 
tors in  Rhode  Island,  and  that  distribution  of  it  be 
restricted  to  one  copy  to  each  member  of  the  So- 
ciety ; that  the  guide  be  revised  annually  and  that 
the  cover  be  re-worded  to  carry  out  the  intention 
of  the  House  of  Delegates.  On  a division  vote  the 
motion  was  adopted. 

Air  Pollution  Abatement  Committee 

The  report  of  the  Air  Pollution  Abatement  Com- 
mittee was  submitted  in  mimeographed  form  to 
the  members  of  the  House  in  advance  of  the 
meeting. 

Action:  It  was  moved  that  the  report  he  received 
and  placed  on  file.  The  motion  was  seconded  and 
adopted. 

Blood  Bank 

The  report  of  the  Blood  Bank  Committee  was 
submitted  in  mimeographed  form  to  the  members 
of  the  House  in  advance  of  the  meeting. 

Action:  It  was  moved  that  the  report  he  received 


and  placed  on  file,  and  that  the  recommendation 
he  approved.  The  motion  was  seconded  and 
adopted. 

Child-School  Health  Cotnmittee 
The  report  of  the  Child-School  Health  Comit- 
tee  was  submitted  in  mimeographed  form  to  the 
members  of  the  House  in  advance  of  the  meeting. 

Action:  It  was  moved  that  the  report  he  received 
and  placed  on  file.  The  motion  was  seconded  and 
adopted. 

Committee  on  Chronic  Illness 
The  report  of  the  Committe  on  Chronic  Illness 
was  submitted  in  mimeographed  form  to  the  mem- 
bers of  the  House  in  advance  of  the  meeting. 

Action:  It  was  moved  that  the  report  be  received 
and  placed  on  file.  The  motion  was  seconded  and 
adopted. 

Committee  on  Federal  Medical  Service 
The  report  of  the  Committee  on  Federal  Medical 
Service  was  submitted  in  mimeographed  form  to 
the  members  of  the  House  in  advance  of  the 
meeting. 

Action:  It  was  moved  that  the  report  he  received 
and  placed  on  file,  and  the  recommendation  ap- 
proved. The  motion  was  seconded  and  adopted. 

Medical  Defense  and  Grievance  Committee 
The  brief  report  of  the  committee  submitted  in 

continued  on  next  page 


in  dysmenorrhea 


Pa va trine  with  Phenebarbital 

125  mg.  15  mg. 

• relaxes  the  hypertonic  uterus  thus  relieving  pain 

• furnishes  gentle  sedation 

Dosage;  one  tablet  three  times  a day  beginning  three  to  five  days  before  onset 
of  menstruation. 


SEARLE 


188 


EVERY  WOMAN 

WHO  SUFFERS 

IN  THE 

MENOPAUSE 

DESERVES 

"PREMARINI 

widely  used 
*/ 

natural,  oral 
estrogen 


AYERST  LABORATORIES 
New  York,  N.  Y.  • Montreal,  Canada 
5645 


RHODE  ISLAND  MEDICAL  JOURNAL 

advance  to  the  House  was  approved  and  placed 
on  file. 

Doctor  Francis  B.  Sargent,  chairman  of  the 
Committee,  discussed  the  by-law  regulation  es- 
tablishing the  committee,  pointing  out  that  the 
assignment  on  a geographical  and  specialty  basis 
has  not  proved  completely  satisfactory.  The  prob- 
lem was  briefly  discussed  and  it  was  voted  to  refer 
it  to  the  Council  for  further  study.  The  president 
discussed  the  fine  work  of  the  Committee  on 
Medical  Defense  and  Grievance  and  paid  tribute 
to  the  outstanding  service  that  Doctor  Sargent  had 
rendered  to  the  Society  as  chairman  of  this  very 
important  committee. 

Highway  Safety  Committee 
Doctor  Arthur  E.  O’Dea,  chairman  of  the  Com- 
mittee on  Highway  Safety,  reported  on  the  work 
of  his  committee  relative  to  possible  legislation 
providing  for  the  use  of  chemical  tests  by  the  Police 
Departments  checking  motorists  alleged  to  he  driv- 
ing vehicles  while  under  the  influence  of  narcotics 
or  intoxicating  liquors.  He  submitted  to  each  mem- 
ber of  the  House  a draft  of  a proposed  statute  for 
Rhode  Island  prepared  by  the  Governor’s  High- 
way Safety  Council.  He  reported  that  the  Society’s 
Committee  was  working  closely  with  the  Council 
on  this  legislation. 

The  House  also  received  a report  from  legal 
counsel,  Mr.  Charles  P.  Williamson,  on  the  pro- 
posed amendment  to  the  statute.  Several  questions 
were  raised  regarding  the  interpretation  of  the 
legislation  as  set  forth. 

Action:  It  was  moved  that  the  House  approve 
in  principle  the  legislation  for  chemical  testing  of 
motorists  driving  while  under  the  influence  of 
narcotics  or  intoxicating  liquors,  and  that  the 
Highway  Safety  Committee  of  the  Society  con- 
tinue its  conferences  with  the  legal  counsel  of  the 
Society  and  with  the  Governor’s  Highway  Safety 
Council  to  develop  the  best  possible  legislation  for 
introduction  to  the  Rhode  Island  General  As- 
sembly. The  motion  was  seconded  and  adopted. 

Industrial  Health  Committee 
The  report  of  the  Industrial  Health  Committee 
was  submitted  in  mimeographed  form  to  the  mem- 
bers of  the  House  in  advance  of  the  meeting. 

Action:  It  was  moved  that  the  report  he  received 
and  placed  on  file.  The  motion  was  seconded  and 
adopted. 

Scientific  Work  and  Annual  Meeting  Com?nittee 
The  report  of  the  Committee  was  submitted  in 
advance  of  the  meeting  to  the  members  of  the 
House  and  was  received  and  placed  on  file. 

Committee  on  Veterans  Affairs 
Doctor  Richard  P.  Sexton  briefly  reported  on 
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Who  watched  his  securities  today? 


The  doctor  above  has  spent  his  day  working.  No 
one  would  expect  him  to  take  even  an  hour  out  of  his 
schedule  to  devote  to  his  securities.  Because  today’s 
investment  picture  is  many  times  more  complex  than 
it  was  even  five  years  ago,  he’d  need  much  more  time 
than  that  in  order  to  do  a thorough  job. 

That’s  why  our  Supervisory  Investment  Service  is 
enjoying  a growing  popularity  with  busy  doctors.  By 
utilizing  our  services,  a doctor  frees  himself  from  all 
investment  duties  and  responsibilities.  By  having  the 
bank  act  as  agent,  he  enlists  the  services  of  a pro- 
fessional staff  of  investment  men.  They  follow  the 
market  fluctuations  for  him  — read  financial  reports 
and  analyze  business  cycles.  They  collect  dividends 
and  interest,  watch  tor  called  securities,  collect  and 


remit  income  to  his  account.  In  short,  the  bank’s  staff 
acts  as  a full-time  financial  secretary  for  him. 

If  you  feel  your  securities  may  be  suffering,  or  if 
you  simply  want  to  be  relieved  of  growing  financial 
work,  why  not  talk  to  one  of  our  trust  officers  or  the 
manager  of  your  nearest  branch  office.  He’ll  be  glad 
to  explain  our  services  in  detail.  The  fee  is  moderate, 
and  is  deductible  from  your  taxable  income. 
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Member  Federal  Reserve  System  • Federal  Deposit  Insurance  Corporation 
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the  National  Meeting  held  in  Chicago  in  January 
to  discuss  problems  involving  legislation  and  bene- 
fits for  veterans  of  the  armed  forces. 

Miscellaneous  Business 
Kent  County  Medical  Society  Resolution 
Doctor  Peter  Erinakes,  delegate  from  Kent 
County,  submitted  to  the  House  of  Delegates  the 
following  resolution : 

IV  H ERE  AS  silver  nitrate  is  the  cause  of  many 
cases  of  chemical  conjunctivitis  in  the  newborn, 
the  Kent  County  Medical  Society  respectfully 
requests  that,  first,  a study  be  made  to  select  one 
or  more  substitutes  for  the  silver  nitrate  used 
prophylactically  in  the  eyes  of  the  newborn,  and 
second,  that  the  matter  be  referred  to  the  proper 
committee  to  affect  a change  in  the  law. 

Action:  It  was  moved  to  adopt  the  resolution. 
The  motion  was  seconded  and  passed. 

It  was  moved  that  the  President  be  authorized 
to  appoint  a committee  consisting  of  at  least  one 
general  practitioner,  one  pediatrician,  one  obstetri- 
cian. and  one  ophthalmologist  to  make  the  study 
requested  by  the  resolution,  and  further,  that  when 
the  committee  has  completed  its  report  it  is  author- 
ized to  ask  the  State  Department  of  Health  to 
submit  the  proper  legislation  to  the  Rhode  Island 
General  Assembly  to  carry  out  its  recommendation. 
The  motion  was  seconded  and  adopted. 

Adjournment 

The  meeting  adjourned  at  1 1 :0 7 p.m. 
Respectfully  submitted, 

Thomas  Perry,  Jr.,  m.d.,  Secretary 

RHODE  ISLAND  MEDICAL  SOCIETY 
Financial  Report,  1956 


Summary 

Cash  balance,  Checking  Account, 

Industrial  National  Bank, 

January  1,  1956  $ 9,719.06 

Receipts,  1956  (Exhibit  A)  58,096.22 

TOTAL  67,815.28 

Expenses,  1956  (Exhibit  B)  57,858.04 


Cash  balance,  Checking  Account, 

Industrial  National  Bank, 

January  1,  1957  $ 9,957.24 

Less 

Cash  balance.  Checking  Account, 
credited  to  Special  Fund  of  the 
Society,  January  1,  1957  — 242.13 
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Cash  balance,  Checking  Account, 

Industrial  National  Bank,  for 
Operating  Expense,  Januarv  1. 

1957  $9,715.11 

;Jc  5fc 

Total  Cash  and  Invested  Assets,  January  1,  1957 : 

Cash  balance,  Checking  Account, 

Industrial  National  Bank  $ 9,957.24 

Investments,  Pooled  Funds,  Trust 
Dept.,  Industrial  National  Bank, 
and  Uninvested  Principal  Cash  47,826.00 

Suspense  Account  for  Investment — - 

H.  G.  Partridge  Fund  1,000.00 

General  Society  Account  730.86 


TOTAL  $59,514.10 

John  A.  Dillon,  m.d.,  Treasurer 


AIR  POLLUTION  ABATEMENT 
COMMITTEE 

It  came  to  the  attention  of  the  chairman  of  this 
committee  that  the  Air  Pollution  Ordinance  in  the  '' 
City  of  Providence  was  going  to  be  amended, 
which  in  our  opinion,  might  materially  weaken  the 
ordinance  that  is  now  in  effect.  Doctor  Edward 
S.  Cameron,  and  also  a member  of  the  League  of 
Women  Voters  of  Rhode  Island,  notified  the 
chairman  of  this  pending  action. 

The  ordinance  was  reviewed  and  a letter  was  -I 
sent  to  the  Honorable  Walter  M.  Reynolds,  Mayor 
of  Providence,  to  the  effect  that  great  thought 
should  be  given  before  any  changes  be  made  in  an 
otherwise  excellent  piece  of  legislation.  Mayor 
Reynolds  replied  stating  that  any  changes  would 
not  weaken  the  structure  of  this  ordinance. 

Inasmuch  as  this  Committee  did  not  meet  with 
its  members,  an  individual  letter  was  written  to 
each  of  the  members  outlining  this  piece  of  busi- 
ness and  soliciting  the  help  or  thoughts  that  they 
might  have  on  the  subject. 

The  Committee  has  noted  with  pleasure  that  the 
town  of  East  Providence  has  officially  enacted  an 
Air  Pollution  Abatement  Ordinance.  This  action 
received  support  from  the  committee  during  the 
time  of  its  drafting. 

Freeman  B.  Agnelli,  m.d.,  Chairman 

BLOOD  BANK 

The  Blood  Bank  Committee  of  the  Rhode  Island 
Medical  Society  has  met  in  joint  session  with  the 
Rhode  Island  Blood  Bank  Directors’  Association 
and  the  Blood  Bank  Committee  of  the  Rhode  Island 
Hospital  Association  on  several  occasions  in  the 
past  year.  Information  has  been  obtained  about 
the  blood  banks  of  the  state  by  questionnaires  and 
this  information  has  been  tabulated  and  sent  to  all 


191 


MARCH,  1957 


the  blood  banks  in  the  state.  It  is  hoped  that  by 
means  of  such  a study,  uniformity  of  procedures 
may  be  developed. 

We  also  have  had  a meeting  to  study  the  North- 
east District  Clearing  House  program.  Doctor 
Enold  Dahlquist,  assistant  director  of  the  Rhode 
Island  Hospital  blood  bank,  has  attended  the  or- 
ganizational meeting,  and  blood  banks  of  the  state 
are  working  out  arrangements  whereby  they  may 
participate  in  the  program.  By  means  of  this  clear- 
ing house  it  is  hoped  to  be  able  to  facilitate  the 
transmittal  of  credit  for  blood  transfusions  in  all 
parts  of  the  country  with  a minimum  of  actual 
u shipments  of  blood  and  with  the  arrangements 
accepted  readily  by  the  hospitals  of  the  country. 
Up  to  the  present,  it  has  been  most  difficult  to  ship 
blood  across  state  lines  since  so  few  blood  banks 
have  been  licensed  for  interstate  shipment.  In  addi- 
tion, most  hospitals  in  the  past  have  been  reluctant 
to  accept  blood  from  blood  banks  not  known  to 
them ; therefore,  by  means  of  this  clearing  pro- 
gram  a great  step  has  been  made  to  facilitate  an 
. occasionally  necessary  procedure. 

The  local  telephone  exchange  program  has  been 
. in  operation  for  over  a year.  It  is  used  with  vary- 
ing frequency  by  member  blood  banks  and  efforts 
are  being  made  to  encourage  more  extensive  parti- 
! cipation  in  this  program. 

The  blood  bank  directors  and  hospital  adminis- 


trators of  the  state  are  working  in  close  conjunc- 
tion to  develop  a blood  bank  program  which  will 
fit  our  needs  as  they  change  over  the  years.  It  is 
with  this  in  mind  that  we  have  had  several  meet- 
ings and  contemplate  additional  ones  in  the  coming 
year. 

It  would  he  desirable  for  the  composition  of  the 
Blood  Bank  Committee  of  the  Rhode  Island  Medi- 
cal Society  to  consist  of  the  blood  bank  directors 
of  the  state  of  Rhode  Island.  They,  for  the  most 
part,  are  pathologists  who  have  the  proper  back- 
ground for  blood  bank  facilities  and  who  are  inti- 
mately involved  with  blood  bank  operation.  In  the 
past,  the  Blood  Bank  Committee  has  been  com- 
posed of  doctors  with  a varying  background  insofar 
as  blood  banking  was  concerned.  It  is  for  this 
reason  that  the  two  organizations  have  existed — 
the  Blood  Bank  Committee  of  the  Medical  Society 
and  the  Rhode  Island  Blood  Bank  Directors’ 
Association.  It  is  recommended  that  this  matter 
be  rectified  by  the  appointment  of  the  medical 
directors  of  the  blood  banks  of  the  state  to  the 
Rhode  Island  Blood  Bank  Committee  of  the 
Rhode  Island  Medical  Society. 

Herbert  Fanger,  m.d.,  Chairman 

CHILD-SCHOOL  HEALTH 

The  Committee  plans  to  deal  with  accident  pre- 
vention and  poison  control  this  year  with  the  hope 

continued  on  next  page 
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that  it  can  interest  Society  members  to  spearhead 
a drive  to  familiarize  people  with  the  hazards  of 
these  major  preventable  causes  of  death. 

A panel  of  nationally  recognized  authorities  dis= 
cussing  juvenile  delinquency  has  been  suggested 
as  a project  for  the  year.  This  conference  would  be 
directed  primarily  at  professional  people  and  not 
the  laity.  It  was  felt  that  this  might  he  a joint 
project  of  the  Rhode  Island  Medical  Society,  the 
American  Academy  of  Pediatrics  (Rhode  Island 
Section)  and  possibly  the  State  of  Rhode  Island. 
We  recognize  that  much  has  been  said  about  this 
problem  but  the  committee  feels  that  the  impetus 
for  doing  something  might  come  from  professional 
people. 

The  Committee  has  hopes  that  the  membership 
of  the  Society,  in  every  possible  way  they  can,  will 
encourage  and  stimulate  the  general  public,  especial- 
ly up  to  forty  years  of  age,  to  be  inoculated  with 
poliomyelitis  vaccine.  The  efficacy  of  the  vaccine 
has  been  proven  and  the  vaccine  is  available  in 
quantities  that  ensure  enough  for  all  who  wish  it. 
As  a corollary  to  this  we  feel  all  members  of  the 
Society  should  themselves  to  inoculated.  What 
could  he  more  convincing  to  the  public  than  to 
learn  that  the  Rhode  Island  Medical  Society  mem- 
bers themselves  have  been  protected  because  of 
their  confidence  in  the  vaccine  and  because  of  their 
respect  for  poliomyelitis. 

John  T.  Barrett,  m.d.,  Chairman 

CHRONIC  ILLNESS 

I wish  to  report  that  as  chairman  of  the  Chronic 
Illness  Committee,  I attended  a conference  on  the 
Health  of  the  Aged,  as  a delegate  of  the  Rhode 
Island  Medical  Society.  This  was  held  on  Decem- 
ber 7.  1956,  at  the  New  York  Regional  Office  of 
the  Department  of  Health,  Education  and  Welfare, 
42  Broadway,  New  York,  New  York. 

At  this  meeting  I met  with  members  of  the 
New  England  and  adjoining  state  medical  societies 
and  discussed  primarily  what  some  of  the  states 
are  doing  for  the  health  of  the  aged  and  recent 
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developments  in  the  Federal  Government  regard- 
ing this  problem.  The  subjects  of  rehabilitation,  j 
nursing  and  nutritional  problems  and  preventive  I 
medicine  in  the  groups  over  sixty-five  were  I 
reviewed. 

In  the  near  future  I will  appoint  members  of 
my  Committee  as  representatives  of  the  Society  I 
to  the  Rhode  Island  Committee  on  Aging;  a Com- 
mittee group  interested  in  this  problem. 

Raymond  E.  Moffitt,  m.d.,  Chairman 

FEDERAL  MEDICAL  SERVICES 

The  Committee  on  Legislation  of  the  American  I 
Medical  Association  recentlv  adopted  a new  legis-  I 
lative  program  which  was  approved  by  the  Board  ] 
of  Trustees  of  that  Association. 

Under  this  new  program  each  state  society  is 
urged  to  set  up  a legislative  committee.  We  have  I 
an  established  Committee  on  Public  Laws,  and  in 
addition  a Committee  on  Federal  Medical  Services.  I 

Of  immediate  importance  to  us,  however,  is  the  i 
proposal  that  each  state  nominate  a panel  of  in- 
dividuals from  whom  one  or  more  might  be  ap-  J 
pointed  by  the  American  Medical  Association’s 
Board  of  Trustees  for  a definite  term  of  sufficient 
duration  to  insure  effectiveness  and  continuity  of 
service.  The  individuals  involved  would  be  given 
adequate  recognition  as  an  important  part  of  the 
A.M.A.’s  program  in  each  state,  and  their  legis- 
lative expenses  borne  by  the  Association.  These  in- 
dividuals would  be  responsible  to  each  correspond- 
ing regional  member  of  the  Committee  on  Legis- 
lation. (Doctor  Deering  Smith,  of  Nashua,  New 
Hampshire,  is  the  New  England  regional  member 
of  the  A.M.A.  Committee  on  Legislation  at  this 
time. ) 

In  the  opinion  of  our  Committee  one  physician, 
with  possibly  an  alternate,  might  be  named  as  I 
candidate  to  the  A.M.A.  for  this  new  assignment,  j 
We  recommend  for  the  position  Doctor  William 
A.  Reid  of  Providence,  who  has  had  legislative 
experience  as  a member  of  the  Rhode  Island  i 
General  Assembly. 

Arthur  E.  Hardy,  m.d.,  Chairman 

MEDICAL  DEFENSE  AND  GRIEVANCE 

During  the  past  year  the  Committee  has  handled 
eleven  cases  of  grievance.  As  no  further  corre- 
spondence was  necessary  after  our  findings  were 
reported  to  the  complainants,  the  Committee  as- 
sumes that  its  efforts  were  successful  in  each  case.  I 

Only  three  cases  of  threatened  court  action  came  1 
before  the  Committee  in  the  past  twelve  months. 

Francis  B.  Sargent,  m.d.,  Chairman 

INDUSTRIAL  HEALTH 

The  Committee  on  Industrial  Health  has  held 
several  meetings  during  1956.  Among  the  major 
problems  considered  bv  the  Committee  were  the 
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Equipment  Available  for  Cardiac  Patients 

The  Rhode  Island  Heart  Association,  100  Lock- 
wood  Street,  Providence,  now  has  available  a limit- 
ed number  of  wheel  chairs  and  hospital  beds  for 
the  home  use  of  cardiac  patients,  who  cannot  afford 
to  purchase  or  rent  such  equipment  for  themselves. 
The  equipment  will  be  made  available  to  patients 
in  the  light  of  the  following  considerations: 

( 1 ) That  the  purchase  or  rental  of  such  equip- 
ment would  constitute  an  economic  strain 
upon  the  family ; 

(2)  That  the  family  will,  except  in  cases  of  ex- 
treme hardship,  plan  to  meet  the  cost  of 
trucking  of  the  equipment  to  the  home ; 

(3)  That  beds  and  wheel  chairs  will  be  made 
available  for  a period  of  two  months,  at 
which  time  a review  of  the  continued  need 
for  such  equipment  will  be  made. 

The  wheel  chairs  are  folding,  have  adjustable 
footrests  and  brakes.  The  beds  are  adjustable  as  to 
height  and  have  the  customary  mechanism  to 
elevate  knees  and  head,  manually  operated. 

Applications  for  the  use  of  this  equipment  should 
he  accompanied  by  a statement  on  the  part  of  the 
agency  concerning  the  need  of  the  patient  and  the 
recommendation  of  the  patient’s  physician. 

Hospital  Bed  Total  Still  Increasing 

As  the  Health  Information  Foundation  notes 
that  the  number  of  hospital  beds  in  the  United 
States  increased  200  per  cent  from  1909  to  1955, 
now  providing  4.2  beds  for  every  1,000  persons  in 
the  nation,  the  American  Hospital  Association,  in 
a January  report  in  its  publication,  lists  a rise  in 
hospital  construction  work  during  1957  to  an  esti- 
mated $775  million.  The  probable  1946  total  for 
construction  costs  has  been  listed  as  $640  million. 
Yet,  according  to  Doctor  John  J.  Cronin,  assistant 
surgeon  general  of  the  U.  S.  Public  Health  Service, 
author  of  the  article  in  Hospitals,  this  stepped  up 
construction  rate  “is  not  sufficient  to  eliminate 
hospital  needs  in  the  nation.” 

A study  of  the  number  of  hospital  beds  per  1 ,000 
population  by  regions  for  1955,  showed  that  the 


Xew  England  area  ranked  fifty  of  the  nine  regions, 
with  a 4.2  per  cent. 

And  while  all  the  construction  continues  un- 
abated the  hospital  room  rates  continue  to  rise. 
The  annual  survey  of  hospital  rates  by  the  Ameri- 
can Hospital  Association  indicates  that  the  rates 
in  general  hospitals  had  risen  about  6 per  cent  in 
the  past  year. 

R.  /.  Shares  Grant  for  Mentally  Retarded 

Grants  to  eight  states  totaling  nearly  $300,000 
for  mentally  retarded  children  have  been  announced 
by  the  Children's  Bureau  of  the  U.  S.  Department 
of  Health,  Education  and  Welfare.  The  Rhode 
Island  project  is: 

Rhode  Island  : $17,460  to  help  finance  the  first 
year  of  a long-range  program  with  special  em- 
phasis on  infants  and  preschool  children  who  are 
mentally  retarded.  The  program  will  include 
finding  the  children,  evaluating  their  abilities, 
diagnosing  their  conditions,  parent  counseling, 
home  training  with  the  help  of  public  health 
nurses,  and  work  with  community  agencies  in 
providing  needed  services  for  the  children. 
The  program  will  be  carried  out  at  the  Charles 
V.  Chapin  Hospital  Outpatient  Department  in 
Providence. 

The  program  was  started  on  February  18  at 
Chapin  hospital.  Special  emphasis  is  being  placed 
on  the  medical  aspects  of  retardation.  All  Rhode 
Island  children  on  whom  a diagnosis  of  mental 
retardation  is  obvious  or  suspected  may  he  referred 
to  the  clinic.  Referrals  may  be  sent  by  a physician, 
clinic  or  local  health  unit  acting  in  the  name  of  a 
physician.  Address  inquiries  to:  Rhode  Island 
Retarded  Children’s  Program,  Outpatient  Depart- 
ment, Charles  V.  Chapin  Hospital. 

When  You  Need  Clerical  Help 

Doctors  searching  for  experienced  clerical  help 
will  he  interested  to  know  that  the  Professional- 
Commercial  office  of  the  Rhode  Island  State  Em- 
ployment Service  has  typists,  secretaries  and  re- 
ceptionists available  to  accept  positions  in  phy- 
sicians’ offices. 
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These  applicants  have  formerly  been  employed 
in  hospitals  or  doctors’  offices  and  desire  to  remain* 
in  the  same  type  of  work. 

When  you  register  your  job  orders  with  the 
Professional-Commercial  Placement  office,  quali- 
fications of  applicants  are  carefully  matched  with 
your  job  specifications. 

The  number  to  call  is  UNion  1-6200.  The  ad- 
dress: 130  West  Exchange  Street,  Providence. 
This  placement  service  is  free  of  charge. 

INDUSTRIAL  HEALTH 
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following : 

1.  It  reviewed  the  report  of  the  chairman  on 
the  Industrial  Congress  of  the  American 
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Medical  Association,  and  also  the  meeting 
of  the  Industrial  Medical  Association. 

2.  It  discussed  and  endeavored  to  establish  a 
guide  for  physical  examinations  of  executives. 

3.  It  proposed  a joint  meeting  with  industrial 
nurses  to  discuss  Employment  Criteria  for 
Industrial  Nurses  submitted  to  the  Commit- 
tee for  its  approval.  When  a decision  is  made 
on  this  study,  the  action  of  the  Committee 
will  be  reported  to  the  House  of  Delegates. 

4.  It  endeavored  to  activate  that  part  of  the 
Workmen’s  Compensation  Law  relating  to 
examinations  for  hack  injuries. 

5.  It  noted  that  the  chairman  has  been  named 
by  the  Governor  as  a member  for  industrial 
medicine  on  the  Committee  on  the  Employ- 
ment of  the  Physically  Handicapped. 

Stanley  Sprague,  m.d.,  Chairman 
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(Dihydrocodeinone  with  Homatropine  Methylbromide) 


Relieves  cough  quickly  and  thoroughly  ■ Effect 
lasts  up  to  six  hours  permitting  a comfortable 
night’s  sleep  ■ Controls  useless  cough  without  im- 
pairing expectoration  ■ Rarely  causes  constipation 
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Successful  appetite  control 
begins  in  the  supermarket 

If  your  overweight  patient  can  resist 
the  temptation  to  buy  high  calorie 
snacks,  he's  well  on  the  road  to  suc- 
cessful weight  reduction.  You  will 
find  that  one  Dexedrine*  Spansuiet 
sustained  release  capsule  taken  in 
the  morning  controls  appetite  all  day 
long— both  at  mealtimes  and  in  the 
supermarket. 

*T.M.  Reg.  U.S.  Pat.  Off.  for  dextro  amphetamine  sulfate, 
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COMBATS  MOST  CLINICALLY  IMPORTANT  PATHOGENS 


Despite  increasing  resistance  of  pathogenic  popu- 
lations, even  to  recently  introduced  antibiotics,1-3 
CHLOROMYCETIN  (chloramphenicol,  Parke-Davis) 
continues  to  demonstrate  high  antimicrobial  effi- 
cacy.3-12 Sensitivity  of  a wide  variety  of  clinically 
important  pathogens  of  gram-negative  and  gram- 
positive types  to  CHLOROMYCETIN,3-12  coupled  with 
limited  tendency  for  development  of  bacterial  resist- 
ance in  sensitive  strains,3-12  permits  enhanced  clinical 
response,  often  in  patients  in  whom  other  antibiotics 
have  failed. 

ii 

CHLOROMYCETIN  is  a potent  therapeutic  agent  and,  because 
certain  blood  dyscrasias  have  been  associated  with  its  administra- 
tion, it  should  not  be  used  indiscriminately  or  for  minor  infections. 

Furthermore,  as  with  certain  other  drugs,  adequate  blood  studies 
should  be  made  when  the  patient  requires  prolonged  or  inter- 
mittent therapy. 
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TERIAL  EFFICACY 

SENSITIVITY  OF  4 CLINICALLY  IMPORTANT  PATHOGENS 
TO  CHLOROMYCETIN  AND  TO  OTHER  MAJOR  ANTIBIOTIC  AGENTS* 


EULYTIC 
TIOCCUS 
R NS 


ANTIBIOTIC  A 58.0%  j 


ANTIBIOTIC  B 78.0% 


ANTIBIOTIC  C 92.0% 


CHLOROMYCETIN  94.2% 


ncoccus 

I 

WINS 


ANTIBIOTIC  A 48.3%  L 

ANTIBIOTIC  B 18.2% 

CHLOROMYCETIN  45.1% 


;s  GROUP 

WINS 


ANTIBIOTIC  A 51.2% 


ANTIBIOTIC  B 0% 


ANTIBIOTIC  C 3.6% 


CHIA  COLI 

:AINS 


CHLOROMYCETIN  65.9% 

ANTIBIOTIC  A 59.2%|  | 
ANTIBIOTIC  C 60.5% 


* This  graph  is  adapted  from  Rantz  and  Rantz.4  It  is  based  on  in  vitro 
studies  of  bacteria  freshly  isolated  from  clinical  materials. 
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THE  WOMAN’S  AUXILIARY 


Plans  for  34tb  Annual  Meeting  of  Woman's  Auxiliary  to  the  A.M.A. 


New  York  State  is  serving  as  host  to  the 
American  Medical  Association  and  its 
Woman’s  Auxiliary,  the  latter,  the  parent  body  of 
all  state  and  county  auxiliaries. 

Mrs.  Harry  F.  Pohlmann  of  Middletown,  New 
York,  a past  president  of  the  Woman’s  Auxiliary 
to  the  Medical  Society  of  the  State  of  New  York, 
and  past  chairman  of  several  committees  of  the 
A.M.A.  Auxiliary,  has  been  named  convention 
chairman  for  this  meeting  by  the  National  presi- 
dent, Mrs.  Robert  Flanders  of  Manchester,  New 
Hampshire. 

Headquarters  for  the  Auxiliary’s  meeting  will 
be  the  Hotel  Roosevelt  at  Madison  Avenue  and 
45th  Street.  New  York  City,  from  June  3 to  7. 
1957.  The  Roosevelt  is  within  walking  distance  of 
the  Waldorf-Astoria  Hotel,  where  the  A.M.A.’s 
House  of  Delegates  meet,  and  in  proximity  to  Fifth 
Ave.  and  Madison  Ave.  shops,  theaters  and  in- 
numerable points  of  interest  make  the  location  of 
headquarters  ideal. 

Registration  will  open  on  Sunday,  June  2 at 
1 1 :30  a.m.,  continuing  to  4 :00  p.m.,  and  all  through 
Thursday.  On  Monday,  June  3,  and  Wednesday 
afternoon,  June  5,  there  will  be  round-table  discus- 
sions of  interest  and  educational  value  to  all  phy- 
sicians’ wives.  Members  and  guests  are  cordially 
invited.  The  general  meeting  will  be  held  Tuesday, 
Wednesday,  and  Thursday  until  noon,  and  a Board 
of  Directors’  meeting  at  one  o’clock  on  Thursday, 
and  a Post-Convention  Workshop  for  state  presi- 
dents. presidents-elect  and  National  committee 
chairmen  on  Friday,  June  7. 

Social  activities  include:  Monday,  June  3 — a 
tea,  honoring  president  and  president-elect. 

Tuesday,  June  4th  — Luncheon  in  honor  of  the 
National  past  presidents,  at  which  Doctor  Howard 
Rusk,  director  of  the  Institute  of  Physical  Medi- 
cine and  Rehabilitation  of  the  N.  Y.  U.  Bellevue 
Medical  Center,  will  be  the  guest  speaker. 

IV ednesday,  June  5 — Luncheon  in  honor  of  the 
National  president  and  president-elect.  Doctor 
Dwight  H.  Murray,  president  of  the  American 
Medical  Association,  will  he  the  guest  speaker. 

Thursday,  June  6 — Annual  Dinner  for  Auxil- 
iary members,  husbands  and  guests,  at  which  the 
guest  speaker  will  be  Professor  Allen  Richard 


Foley  of  Dartmouth  College. 

It  is  hoped  that  each  state  and  county  Auxiliary 
and  the  territorial  Auxiliaries  will  he  well  repre- 
sented. A warm  welcome  awaits  everyone,  and  a 
profitable  meeting  and  many  hours  of  pleasure  will 
make  your  visit  a memorable  one. 


Save  Saturday , October  19 
Annual  Auxiliary  Dance 
at  the 

Sheraton-Biltniore  Hotel 


The  Gear  Action  Shoe* 
with  pivot  arch 
synchronizing 
with  the 
foot  in 
action 


• Insole  extension  and  wedge  at  inner  corner  of 
heel  where  support  is  most  needed. 

• The  patented  arch  support  construction  is  guaran- 
teed not  to  break  down. 

• Innersoles  guaranteed  not  to  crack  or  collapse. 

• Foot-so-Port  lasts  designed  and  the  shoe  construc- 
tion engineered  with  orthopedic  advice. 

• Conductive  Shoes  for  surgical  and  operating  room 
personnel.  N.B.F.U.  specifications. 

★ We  are  also  the  manufacturer  of  the  Gear-Action 
Shoe  designed  by  noted  orthopedic  surgeon. 

• We  make  more  shoes  for  polio,  club  feet  and  dis- 
abled feet  than  any  other  shoe  manufacturer. 

Send  for  free  booklet,  “The  Preservation  of  the  Function  of  the 
Foot  Balancing  and  Synchronizing  the  Shoe  with  the  Foot.“ 

Write  for  details  or  contact  your  local  FOOT-SO-PORT 
Shoe  Agency.  Refer  to  your  Classified  Directory 

Foot-so-Port  Shoe  Company,  Oconomowoc,  Wis. 

A Division  of  Musebeck  Shoe  Company 
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/JwaJ  Even  Greater 
Effectiveness 

UL  EAR  CANAL 
THERAPY 


Qtmui o 

V E Jl  H * Rl  H A & RArTFPirinAi 


EAR'  DROPS  BACTERICIDAL 


b- 


OTITIS  EXTERNA 

Anti-allergic  • Anti-inflammatory 

OTOMYCOSIS 
OTITIS  MEDIA 


FUNGICIDAL 

ANALGESIC 

HYGROSCOPIC 


Excellent  Topical  Tolerance  • No  Systemic  Effects 

The  addition  of  hydrocortisone  to  the  Otamylon  formu- 
lation greatly  enhances  its  effectiveness  against  infectious 
processes  involving  the  ear  canal  and  ear  drum.  Exudation, 
erythema,  itching  and  sensation  of  fulness  subside  rapidly. 

Otamylon  with  Hydrocortisone  is  effective  against  all 
commonly  encountered  ear  pathogens. 


Otamylon  with  Hydrocortisone  is  a clear,  odor- 
less, sterile,  viscid  liquid  containing: 

Sulfamylon®  HCI  5% 

Benzocaine  5% 

Hydrocortisone  0.02% 

Anhydrous  glycol  q.s.  100 

Manner  of  Use:  2 or  3 drops  or  moistened 
wick  applied  three  or  four  times  daily. 

Supplied:  Combination  package  with  drop- 
per: Otamylon  (13.4  cc.)  and  hydrocortisone 
solution  (2  cc.)  to  be  mixed  prior  to  dispensing. 


Also  available  for  highly  effective  topical  chemotherapy 
on  skin,  mucous  membranes,  etc.,  and  in  peritoneal  cavity: 

Sulfamylon  5%  solution  (1  fl.  oz.  and  8 fl.  oz.) 

Sulfamylon  with  Streptomycin— 5%  solution  (100  cc.) 
with  streptomycin  20  mg.  (20,000  units). 


LABORATORIES 

EW  YORK  18,  N.  Y. 


Otamylon  and  Sulfamylon  (brand  of  mafenide), 
trademarks  reg.  U.S.  Pat.  Off. 
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ShiPm  STRONG 


EDWARD  J.  BURRELL 


THOMAS  HEEL 

S/toed 


Advised  by  many  doctors 
when  they  feel  children’s 
feet  will  benefit  from: 

EXTRA  strong  steel 
shanks,  EXTRA  firm  in- 
ner counters,  EXTRA 
height  and  firmness  at 
the  arch. 

We  have  many  attractive 
boy  and  girl  styles;  and 
we  fit  them  according  to 
doctors’  orders. 


All  prescription  fittings 
supervised  by  Mr. 
Edward  Burrell  or  Mr. 
William  Burrell.  Call 
GAspee  1-70^0  for  furth- 
er information.  Fitting 
prescription  pads  fur- 
nished on  request. 

GkjJ  ALITY  FOOTWEAR 
SINCE  1812 

206  WESTMINSTER  ST.  PROVIDENCE 


E.  WILLIAM  BURRELL 


Thirst,  too. 
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ointment 


promotes  (t early , clean  and  healthy  healing ” 

• traumatic  and  infectious  wounds 

• burns  (first,  second,  third  degree) 

• abdominal  fistulae  and  wounds 

• pressure  sores  and  ulcers 

• pilonidal  cysts  and  sinuses 

0 ano-rectal  wounds  0 chest  wounds 


Jem 


This  confirms  previous  findings  regarding  the 
efficacy  of  soothing,  protective,  non-irritant  Desitin 
Ointment — rich  in  cod  liver  oil — to  accelerate  healing 
in  many  other  skin  conditions  . . . diaper  rash, 
ulcers  (decubitus,  varicose,  diabetic),  etc. 

samples  and  new  reprint 1 on  request. 

DESITIN  CHEMICAL  COMPANY 

812  Branch  Ave.,  Providence  4,  R.  I. 

1.  Grayzel,  H.  G.,  and  Schapiro,  S.:  Western  J.  Surgery,  Obstet.  & Gyn.,  Oct.  1956. 


KYNEX  is  an  entirely  new,  readily  soluble,  single  sulfonamide  exhibiting  excellent  antibacterial  action  at  radically 
reduced  dosage. 

KYNEX  offers  desirable  clinical  advantages  hitherto  not  obtained  by  any  related  drug  — 

LOW  DOSAGE:  a total  maintenance  dose  of  only  2 tablets  daily. 

HIGH  SOLUBILITY:  prompt  absorption,  adequate  diffusion  into  body  fluid  and  tissue. 

PROLONGED  ACTION:  therapeutic  blood  levels  within  the  hour,  blood  concentration  peaks  within  2 hours— 5-10  mg. 
per  cent  blood  levels  persist  24  hours  after  single  oral  dose  of  1 Gm. 


BROAD-RANGE  EFFECTIVENESS:  kynex  is  particularly  efficient  in  urinary  tract  infections  due  to  sulfonamide-sensitive 

organisms,  including  E.  coli,  Aerobacter  aerogenes,  paracolon  bacilli,  streptococci,  staphylococci,  Gram-negative  rods, 

diphtheroids  and  Gram-positive  cocci. 

SAFETY:  kynex  offers  a margin  of  clinical  safety  based  on  low  required  dosage,  solubility,  slow  excretion  rate. 
Although  kynex  Sulfamethoxypyridazine  is  a sulfonamide  derivative  and  the  usual  precautions  regarding  such  drugs 
should  be  observed,  the  low  daily  dose  of  1.0  Gm.  is  all  that  is  required  for  the  therapeutic  blood  levels.  No  increase  in 
dosage  is  recommended. 

CONVENIENCE:  The  low  dose  of  1 Gm.  (2  tablets)  per  day  offers  optimal  convenience  and  acceptance  to  patients. 
EACH  TABLET  CONTAINS:  sulfamethoxypyridazine  0.5  Gm.  (7  Vi  grains).  AVAILABLE:  Bottles  of  24  and  100  Tablets. 

LEDERLE  LABORATORIES  DIVISION,  AMERICAN  CYANAMID  COMPANY.  PEARL  RIVER.  NEW  YORK 

*Peg.  U.S.  Pol.  Off. 
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in  dysmenorrhea 


Pavatrine®  with  Phenobarbital 

125  mg.  15  mg. 

• relaxes  the  hypertonic  uterus  thus  relieving  pain 

• furnishes  gentle  sedation 

Dosage:  one  tablet  three  times  a day  beginning  three  to  five  days  before  onset 


of  menstruation. 


YOU  CAN’T  SLEEP  INCORRECTLY  ON  IT! 

Sealy 

Posturepedic 
with  COMFORT-GARD 


AVOID  THE  "SLUMBER-SAG” 
MATTRESS!  It  promises  to  "con- 
form” to  your  body  but  merely  lets 
you  down  into  an  8-hour  slumber- 
sag  with  vital  muscles  strained  all 
night  long! 


AVOID  THE  "SLUMBER-SLAB” 
MATTRESS!  It  claims  "firmness” 
but  is  really  only  "hardened  up”  . . . 
aggravates  and  distorts  your  body 
so  you  can’t  relax! 

CHOOSE  SEALY  POSTURE-PERFECT 
SLEEP!  Exclusive  Sealy  Comfort- 
Gard  automatically  adjusts  your 
body  to  comfortably-correct  sleeping 
posture!  . . . Proves  Sleeping  on  a 
Sealy  Is  Like  Sleeping  on  a Cloud! 


Automatically  adjusts  your  body  to  com- 
fortably-correct sleeping  posture! 


No  Buttons,  No  Bumps, 


No  shifting  of 


Button-free  top!  . 

No  Lumps! 

Life-line  construction! 
mattress  padding! 

Designed  in  cooperation  with  leading 
Orthopedic  surgeons,  so  you  can't  sleep 
incorrectly!  copyright  sealy,  inc.  1955 


PROFESSIONAL  DISCOUNT 


To  acquaint  physicians  everywhere  with  the  exclusive  features  of 
this  mattress,  Sealy  offers  a special  discount  on  the  purchase  of  the 
Sealy  Posturepedic  for  the  doctor’s  personal  use  only.  Now  doctors 
may  discover  for  themselves,  at  substantial  savincs  the  luxu- 
rious comfort  of  a Sealy  Posturepedic. 

Sealy  has  free  reprints  of  the  booklets  named  in  the  coupon 
and  will  be  happy  to  forward  quantities  for  use  in  your  office. 


SEALY  MATTRESS  CO.  • 79  Benedict  St.  • Waterbury,  Conn. 

Gentlemen:  Please  send  me  without  charge: 

{Copies  of  "The  Orthopedic  Surgeon  Looks  ot  Your  Bedding' 

Copies  of  "The  Effect  of  Bedding  on  Posture,  Heolth,  Appeoronce 
ond  Sleeping  Comfort." 

Free  Information  on  Professional  Discount. 


NAME. 


ADDRESS. 
CITY 


„Z0NE_ 


.STATE. 
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THE  WASHINGTON  SCENE 

A summary  of  Washington  news  prepared  by  the 
Washington  Office  of  the  American  Medical  Association 


Ti  any  large-scale  health  and  medical  program  is 

to  be  pushed  through  Congress  this  year,  most 
of  the  pushing  will  he  done  by  the  Democrats,  who, 
in  control  on  Capitol  Hill,  can  get  what  they  want, 
in  theory  at  least. 

Announcing  that  the  idea  of  a special  presiden- 
tial health  message  had  been  dropped  for  this  year. 
Secretary  Folsom  also  said  the  Republican  admin- 
istration would  press  for  only  three  major  health- 
medical  hills.  All  three,  incidentally,  were  before 
Congress  last  year  but  were  not  acted  upon.  They 
are : 

1.  Federal  assistance  to  medical,  dental,  and 
public  health  schools  to  help  them  build  and  equip 
new  teaching  facilities  or  improve  and  expand 
existing  classrooms  or  labs. 

2.  W aiver  of  the  anti-monopoly  laws  to  permit 
small  companies  (none  doing  more  than  one  per 
cent  of  the  total  business)  to  pool  some  of  their 
funds  for  experimental  work  in  expanding  volun- 
tary health  insurance. 

3.  Authorization  for  construction  of  sanitary 
facilities  on  Indian  reservations. 

In  outlining  these  legislative  objectives  of  the 
administration,  the  Secretary  took  the  opportunity 
to  make  clear  he  doesn't  think  much  of  one  hill  that 
has  the  ardent  support  of  some  Democrats  and  of 
some  labor  leaders.  It  would  have  the  U.S.  pay  for 
60  days’  free  hospitalization  annually  for  persons 
age  65  and  over  who  are  under  social  security,  and 
their  dependents  if  also  over  65. 

Mr.  Folsom  said  the  social  security  administra- 
tion has  all  it  can  do  administratively  to  put  into 
effect  the  major  amendments  passed  last  year,  and 
that  besides  the  “hospitalization  at  65”  plan  skirts 
so  close  to  the  area  of  compulsory  health  insurance 
that  it  should  be  regarded  cautiously. 

The  Medicare  Program 

The  Army’s  Office  of  Dependent  Medical  Care, 
handling  the  new  program  that  offers  private  med- 
ical care  to  service  families,  is  working  on  some 
long-  and  some  short-range  plans  of  importance  to 
state  societies. 

To  meet  a problem  coming  up  in  the  next  few 
months,  the  office  is  notifying  states  that  contracts 
for  physicians’  services,  negotiated  through  the 


state  societies  last  fall,  will  be  extended  automat- 
ically when  their  expiration  date  of  July  1 arrives. 
However,  there  is  no  definite  time  period  set  for 
any  of  the  extensions;  each  contract  will  be  con- 
tinued in  effect  until  that  particular  state’s  agree- 
ment has  been  renegotiated. 

When  the  contract  is  extended,  according  to 
Maj.  Gen.  Paul  I.  Robinson,  head  of  the  Office  of 
Dependent  Medical  Care,  it  will  he  possible  to  make 
necessary  adjustments,  but  he  hopes  not  too  many 
changes  will  he  asked  at  that  time. 

Then,  after  July  1,  each  state  will  be  given  60  1 

days’  notification  before  Defense  Department 
makes  its  final  audit  covering  the  period  from 
December  7,  1956,  when  the  program  went  into 
effect,  through  June  30,  1957.  This  audit  has  been 
promised  in  each  state  before  renegotiation  starts. 

Both  the  state  fiscal  agents  and  Gen.  Robinson’s 
staff  should  be  well  prepared  for  renegotiations 
when  the  time  arrives.  No  renegotiations  will  be 
undertaken  until  January,  1958.  They  will  continue 
for  most  of  next  year,  on  a tentative  schedule  that 
calls  for  handling  about  five  contracts  per  month. 

Notes 

A House  committee,  making  a survey  of  the 
cost  of  veterans’  programs,  has  been  asked  by  VA 
Administrator  Harvey  Higley  to  ponder  this  ques- 
tion : Should  more  VA  hospitals  be  constructed 
when  we  know  beyond  doubt  that  they  will  be 
largely  for  the  benefit  of  non-service-connected 
cases  ? 

* * * 

As  anticipated,  pressure  already  is  on  Congress 
to  drop  or  lower  the  age  50  limit  for  OAST  pay- 
ments because  of  disability.  Many  hills  have  been 
introduced  on  the  subject. 

* * * 

Congressmen  are  hearing  again  from  the  friends 
of  the  “Hoxsey  cancer  cure,”  which  has  been  under 
constant  attack  by  Food  and  Drug  Administration 
hut  still  manages  to  stay  in  business.  Form  cards, 
carrying  space  for  a name  and  address,  are  being 
received  on  Capitol  Hill,  each  asking  Congress  to 
investigate  FDA  for  the  way  that  agency  has  pres- 
sured the  Hoxsey  people. 


you  can  vary  diuretic  rate 
to  meet  the  needs  of  each 
cardiac  patient 


YOUR  PATIENT  NEEDS  AN  ORGANOME RCURIAL 

Diuresis  produced  by  “therapeutic”  acidosis  is  limited  by  fixed-dosage,  once-a-day 
schedules,  or  every-other-day  administration,  to  avoid  refractoriness. 

Dosage  of  the  organomercurial  diuretics  need  not  be  limited  for  these  reasons,  and 
may  be  varied  to  meet  the  changing  needs  of  each  patient. 

TABLET  ® 

NEOHYDRIN 

BRAND  OF  CH  LORM  ERODR1  N (is. 3 mg.  of  3-chloromercuri-2-methoxy-propylurea 

EQUIVALENT  TO  10  MG.  OF  NON-IONIC  MERCURY  IN  EACH  TABLET) 


a standard  for  initial  control  of  severe  failure 

MERCUHYDRIN®  SODIUM 

BRAND  OF  MERALLURIDE  INJECTION 


LAKESI  DE 


02256 
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ASTERIC  ADVANCES  ASPIRIN 

Greatly  advances  usefulness 
of  aspirin  for  sustained  relief 
of  prolonged  severe  pain 


Enteric-coated  Aspirin 


MUCH  GREATER  DOSAGE  POSSIBLE 

The  system's  capacity  for  aspirin  is  usually  far  greater 
than  the  stomach's. 

Brewer  research  originated  and  perfected  the  Enteric 
Coating,  providing  for  the  first  time  a coated  aspirin 
that  passes  intact  through  the  stomach  and  disinte- 
grates as  it  reaches  the  small  intestine.  By  transcending 
stomach  limitations,  ASTERIC  for  the  first  time  made 
it  possible  to  prescribe  MUCH  MORE  EFFECTIVE 
ASPIRIN  DOSAGE. 

Prescription  of  6()  to  80  grains  per  24  hours  is  not 
uncommon  . . . yielding  effective,  low-cost  relief 
through  daytime  and  sleeping  hours  as  well,  from 
severe  pain,  e.g.  arthritic  and  rheumatic  disorders. 

Clinically  Proven 

Talkov,  R.  H.,  Ropes,  M.  W.,  and  Bauer,  W.:  The  Value  of 
Enteric  Coated  Aspirin,  N.  E.  J.  Med.  242:19  (Jan.  5)  1950. 


REASONABLE  IN  PRICE 


EST.  ! 852 


BREWER  & COMPANY,  INC. 

Pharmaceutical  Chemists 
67  UNION  ST.,  WORCESTER,  MASS. 


Doctor,  send  for 
free  Clinical  Supply.  Mail 
us  your  Rx  blank  marked 

“7 — AS — 4,” 
or  request 
Clinical  Reprint. 


PROTEIN  PREVIEWS 


Knox  “Choice  of  Foods”  Diet  Can  Help  Your 
CARDIAC  Patients  Lose  Weight  Successfully 


1.  Color-coded  diets  of  1200,  1600  and  1800  calories  are 
based  on  nutritionally-sound  Food  Exchanges.1 

2.  Easy-to-use  Food  Exchanges  (referred  to  in  the  Knox 
booklet  as  Choices)  eliminate  calorie  counting  by  patient. 

3.  Diets  promote  accurate  adjustment  of  caloric  levels  to 
the  special  needs  of  the  patient  yet  allow  each  individual 
considerable  latitude  in  the  choice  of  foods. 


Chas.  B.  Knox  Gelatine  Co.,  Inc. 

Professional  Service  Dept.  RM-24 
Johnstown,  N.  Y. 

Please  send  me  dozen  copies  of  the  new  illus- 

trated Knox  Reducing  booklet  based  on  Food  Exchanges. 

Your  Name  and  Address 


4.  More  than  six  dozen  appetizing,  low-calorie  recipes  are 
presented  on  the  last  14  pages  of  each  diet  booklet. 

1.  The  Food  Exchange  Lists  referred  to  are  based  on  material  in 
“Meal  Planning  with  Exchange  Lists”  prepared  by  Committees  of 
the  American  Diabetes  Association,  Inc.,  and  The  American  Dietetic 
Association  in  cooperation  with  the  Chronic  Disease  Program,  Public 
Health  Service,  Department  of  Health,  Education  and  Welfare. 
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for  faster  and  higher 
initial  tetracycline  blood  levels 

now... the  new  phosphate  complex  of  tetracycline 

SUMYCIN 

Squibb  Tetracycline  Phosphate  Complex 

the  broad  clinical  spectrum  of  sumycin  against  pathogenic  organisms 


Gram  Negative  Bacteria 

Gram  Positive  Bacteria 

large  Viruses 

Rickettsias 

P.otc.s 

Shigella 

Salmonella 

Coliforms 

Hemophilus 

Neisseria 

Streptococci 

Staphylococci 

Pneumococci 

Spirochetes 

Endamoeba 

histolytica 

Actinomyces 

SUMYCIN 

the  new  phosphate  complex  of  tetracycline 

SUMYCIN 

a single  antibacterial  antibiotic 

SUMYCIN 

a well  tolerated  antibiotic 

SUMYCIN 

a true  broad  spectrum  antibiotic 

Minimum  adult  dose:  1 capsule  q.i.d. 

Each  Sumycin  capsule  contains  the  equivalent 
of  250  mg.  tetracycline  hydrochloride. 

Bottles  of  16  and  100. 


Squibb  Quality —the  Priceless  Ingredient 


Squibb 


'SUMYCIN'  IS  A SQUIBS  TRADEMARK 


212 


RHODE  ISLAND  MEDICAL  JOURNAL 


Picture  of  a doctor 
not  thinking  about  his  investments 


His  securities  are  in  the  hands  of  a staff  of  special- 
ists at  the  Rhode  Island  Hospital  Trust  Company.  No 
matter  how  daily  market  fluctuations  change  the 
value  of  his  securities,  he  can  go  fishing  with  complete 
ease  of  mind. 

Many  medical  men  throughout  Rhode  Island  have 
found  that  a Personal  Agency  Account  at  Hospital 
Trust  enables  them  to  find  more  time  for  recreation. 

With  a Supervisory  Agency  Account  the  security 
holdings  are  analyzed  and  reviewed  regularly,  with 
specific  recommendations  made  when  and  if  they  are 
deemed  advisable.  The  bank  takes  over  the  task  of 
handling  all  details  — collects  and  remits  income, 
checks  on  called  securities,  rights,  stock  dividends,  etc., 


and  furnishes  detailed  principal  and  income  state- 
ments for  the  owner’s  tax  records. 

If  you  would  like  the  benefit  of  our  unbiased  advice 
and  would  like  to  save  you  and  your  secretary’s  time 
and  effort,  why  not  find  out  what  a Personal  Agency 
Account  could  do  for  you.  Get  in  touch  with  our  Trust 
Department,  or  the  manager  of  the  Hospital  Trust 
office  nearest  you. 


OFFICES  IN  PROVIDENCE  . CRANSTON  . EAST  GREENWICH  . EAST  PROVIDENCE  . NEWPORT  . PAWTUCKET  . WOONSOCKET 


Member  Federal  Reserve  System  • Federal  Deposit  1 nsurance  Corporation 
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symptomatic  relief. . . plus! 

ACHROCIDIN 

TETRACYCLINE- ANTI  HISTAMINE- AN  ALGESIC  COMPOUND 

tablets  and  syrup 


Achrocidin  provides  early  effective  therapy  for 
undifferentiated  upper  respiratory  infections,  espe- 
cially in  the  very  young  and  very  aged;  nephritics; 
susceptibles  to  recurrent  middle  ear  and  sinus  in- 
fections; those  with  diabetes,  chronic  pulmonary 
diseases,  bronchial  asthma  of  the  infectious  type, 
rheumatoid  or  rheumatic  disorders. 

In  addition  to  rapid  symptomatic  improvement, 
achrocidin  offers  prompt,  potent  control  of  the 
bacterial  component  frequently  responsible  for  com- 
plications leading  to  prolonged  disability  in  sus- 
ceptible individuals. 


Adult  dosage  for  achrocidin  Tablets  and  new, 
caffeine-free  achrocidin  Syrup  is  two  tablets  or 
teaspoonfuls  of  syrup  three  or  four  times  daily. 
Dosage  for  children  according  to  weight  and  age. 

Available  on  prescription  only 


Each  tablet  contains: 

Achromycin®  Tetracycline  125  mg. 

Phenacetin  120  mg. 

Caffeine  30  mg. 

Salicylamide  150  mg. 

Chlorothen  Citrate  25  mg. 

Trademark 


designed 


with 


lower  corticoi 


the  original  tranquilizer-corticoid 


* 


prednisolone  and  hydroxyzine 

provides  the  emotional  tranquilizer,  Atarax®  (hydroxyzine)  and  the  pre- 
ferred corticoid,  Sterane®  (prednisolone)  • control  of  emotional  factors 
by  tranquilization  enhances  response  to  the  corticoid  for  greater  clinical 
improvement  • often  permits  substantial  reductions  in  corticoid  dosage, 
accompanied  by  reduction  of  hormonal  side  effects  • confirmed  by  marked 
success  in  95%  of  1095  cases  of  varied  corticoid 

Ataraxoid  now  written  as 

5 mg.  prednisolone,  10  mg.  hydroxyzine  hydro- 
chloride, in  green,  scored  tablets.  Bottles  of  30 
and  100. 


and  now  available  as  NEW 


a7id  NEW 


2.5  mg.  prednisolone,  10  mg.  hydroxyzine 
hydrochloride,  in  blue,  scored  tablets.  Bottles 
of  30  and  100. 

Rtaraxold  in 

1.0  mg.  prednisolone,  10  mg.  hydroxyzine 
hydrochloride,  in  orchid,  scored  tablets.  Bottles 
of  100. 

advantages:  (1)  greater  flexibility  of  dosage 
(2)  effective  tranquilization  permits  lower 
corticoid  dosage 

1.  Personal  communications  *Trademark 


PFIZER  LABORATORIES  Division,  Chas.  Pfizer  & Co.,  Inc.  Brooklyn  6,  New  York  PflZGI* 
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EFFECT  OF  CIGARETTE  SMOKING  ON  EXCRETION  OF 
UROPEPSIN  AND  CONCENTRATION  OF  PLASMA  PEPSINOGEN* 

Philip  Cooper,  m.d.,  Harold  L.  Stein,  m.d., 

Goldwyn  F.  Moore,  b.s.  and  Harold  W.  Harrower,  m.d. 


The  Authors:  Philip  Cooper,  M.D.,  Associate  Pro- 
fessor of  Clinical  Surgery,  Boston  University  School 
of  Medicine,  Boston,  Mass.;  Chief,  Surgical  Service, 
and  Director,  Surgical  Research  Laboratory,  Veterans 
Administration  Hospital,  Providence,  Rhode  Island. 
Harold  L.  Stein,  M.D.,  formerly  Ward  Surgeon, 
Veterans  Administration  Hospital,  Providence,  Rhode 
Island. 

Goldwyn  P.  Moore,  B.S.,  Cardiopulmonary  function 
Technician,  Surgical  Research  Laboratory,  Veterans 
Administration  Hospital,  Providence,  Rhode  Island. 
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Boston  University  School  of  Medicine,  Boston, 
Mass.;  and  Asst.  Chief,  Surgical  Service,  Veterans 
Administration  Hospital,  Providence,  Rhode  Island. 

Introduction 

In  a study  conducted  at  this  laboratory  it  was 
found  that,  under  the  conditions  employed,  the 
smoking  of  cigarettes  by  patients  with  duodenal 
ulcer  did  not  produce  significant  changes  in  the 
volume,  pH,  “free  acid,”  peptic  concentration  or 
peptic  output  of  gastric  secretions.1  To  further 
evaluate  the  influence  of  cigarette  smoking,  the 
excretion  of  uropepsin  and  the  concentration  of 
pepsinogen  in  plasma  were  measured  in  a group 
of  habitual  smokers  during  and  after  a period  of 
abstinence.  The  concentration  of  plasma  pepsino- 
gen in  individual  subjects  is  fairly  constant  from 
day  to  day.  is  not  altered  significantly  by  usual 
variations  in  diet  or  activity,  and  its  laboratory 
determination  is  reliable.2'3  Since  pepsinogen  in 
plasma  is  a precursor  of  uropepsin,  dual  determina- 
tions were  accomplished  to  supplement  and  check 
one  another. 

Bornstein  and  Eichen4  reported  that  the  average 
excretion  of  urinary  pepsinogen  of  habitual  smok- 
ers is  43  per  cent  higher  than  that  of  nonsmokers. 

♦From  the  Department  of  Surgery,  Boston  University 
School  of  Medicine,  Boston,  Mass.,  and  the  Surgical 
Service  and  the  Surgical  Research  Laboratory,  Veterans 
Administration  Hospital,  Providence,  Rhode  Island. 
♦Supported  in  part  by  a grant  from  the  Tobacco  Industry 
Research  Committee. 


Clinical  Material 

The  study  group  consisted  of  twenty  adult  male 
volunteers,  all  patients  at  the  Providence  Veterans 
Administration  Hospital.  Patients  ranged  in  age 
from  twenty-two  to  sixty-five  years  ; average  34.1. 
All  patients  were  cigarette  smokers.  Patients  were 
in  the  hospital  for  a variety  of  general  surgical, 
orthopedic,  neurosurgical  and  neurological  condi- 
tions. Patients  accepted  for  study  were  free  of  any 
symptoms  or  signs  suggestive  of  gastrointestinal 
disease,  cardiac  decompensation,  or  urological  diffi- 
culties. Urinalyses  and  blood  urea  nitrogen  values 
were  normal  in  all  instances. 

Methods 

The  observation  period  was  thirteen  days. 
Patients  stopped  smoking  at  10:00  p.m.  on  the 
first  day  and  resumed  smoking  after  10:00  a.m. 
on  the  sixth  day.  Blood  pepsinogen  determinations 
were  performed  on  the  second,  third,  fourth,  and 
fifth  days  (nonsmoking),  and  on  the  ninth,  tenth, 
eleventh,  and  twelfth  days  (smoking).  All  blood 
specimens  were  drawn  at  10 :00  a.m.  The  excretion 
of  uropepsin  was  measured  in  twenty-four-hour 
urine  collections  (10:00  a.m.  to  10:00  a.m.)  on 
the  third,  fourth,  fifth,  and  sixth  days  (nonsmok- 
ing ),  and  on  the  tenth,  eleventh,  twelfth,  and  thir- 
teenth days  (smoking). 

During  the  period  of  the  study  no  effort  was 
made  to  regulate  diet  or  fluid  intake.  None  of  the 
patients  received  autonomic  or  steroid  drugs  or 
other  medications  which  could  affect  the  peptic 
activity  of  the  stomach  or  renal  excretion. 

From  the  sixth  to  the  thirteenth  day  of  the 
study  patients  smoked  at  their  usual  rate,  their 
own  brands  of  cigarettes.  They  were  instructed  to 
smoke  three  quarters  of  the  length  of  each  cigar- 
ette and  to  maintain  a record  of  the  number  of 
cigarettes  smoked  per  day.  The  average  daily 
number  was  22.3  cigarettes.  Most  patients  smoked 
regular  size  cigarettes,  and  only  two  smoked  the 
filter-tip  variety. 

Plasma  pepsinogen  levels  were  determined  by 
the  method  of  Mirsky  and  his  co-workers,''  as 

continued  on  next  page 
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modified  by  Spiro,  Ryan  and  Jones.2  Uropepsin 
excretion  was  determined  by  the  method  of  Anson,0 
Bucher,7  and  Mirsky,8  as  modified  by  Spiro  and 
his  associates.9 

Mean  values  for  plasma  pepsinogen  concentra- 
tion and  the  excretion  of  uropepsin  were  calcu- 
lated for  each  patient  during  the  nonsmoking  and 
smoking  periods,  respectively.  These  numerical 
data  were  subjected  to  statistical  analyses  bv  the 
determination  of  mean  differences  and  their  stand- 
ard errors.  The  “t”  test  of  Fisher  was  applied  and 
a P value  of  0.05  or  less  was  considered  significant. 

Results  and  Conclusions 

Mean  values  for  the  concentration  of  pepsinogen 
in  plasma  and  the  excretion  of  uropepsin.  and  the 
numerical  differences  between  these  values,  for 
each  patient,  nonsmoking  and  smoking,  are  shown 
in  Table  I. 

TABLE  I 

Average  daily  excretion  of  uropepsin  and  concentration 
of  plasma  pepsinogen  in  twenty  patients  during  a 
period  of  cigarette  smoking  (S)  and  during  a 
period  of  abstinence  (NS) 


Avcraae  PI  a; 

>77  m 

Patient 

Avei 

’age  u ropepsin 
Excretion 

Pepsinoycn 

Concentration 

rcptic 

L nits  per  24  hrs. 

Peptic  Units  per  cc. 

NS 

S 

Diff. 

NS 

S 

Diff. 

i 

5226 

5043 

- 183 

593 

616 

+23 

2 

2512 

2683 

+ FI 

696 

660 

-36 

3 

3283 

1657 

-1626 

472 

435 

-37 

4 

5336 

3635 

-1701 

492 

461 

-31 

5 

5124 

3090 

-2034 

421 

411 

-10 

6 

7288 

6771 

- 517 

737 

686 

-51 

7 

4565 

2991 

-1574 

437 

379 

-58 

8 

6529 

6815 

+ 286 

543 

547 

+ 4 

9 

2258 

4305 

+2047 

518 

484 

-34 

10 

6079 

2240 

-3839 

400 

414 

+ 14 

11 

1113 

3027 

+ 1914 

183 

179 

- 4 

12  1 

10508 

901 1 

-1497 

856 

841 

-15 

13 

5303 

8772 

+3469 

556 

498 

-58 

14 

9601 

8646 

- 955 

712 

722 

+ 10 

15 

4527 

3403 

-1124 

443 

445 

+ 2 

16 

3220 

2682 

- 538 

371 

342 

—29 

17 

8386 

7388 

- 998 

548 

533 

-15 

18 

3880 

4667 

+ 787 

494 

440 

— 54 

19 

912 

1286 

+ 374 

409 

396 

-13 

20 

5367 

4322 

-1045 

490 

499 

+ 9 

Mean  Diff. 

-429.15 

-19.15 

*S.E.  of M 

ean  Diff. 

367 

5.67 

Fisher  “t” 

3.377 

Probability 

' (P) 

0.003 

*S.E.  = Standard  Error 


The  mean  difference  in  the  excretion  of  uropep- 
sin during  the  nonsmoking  as  compared  with  the 
smoking  period  was  —429  ±377  units  and  obvi- 
ously does  not  represent  a statistically  significant 
change.  Indeed,  in  some  patients,  variations  in  the 
excretion  of  uropepsin  from  day  to  day  during 
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either  test  period  exceeded  this  amount.  Accord- 
ingly, no  conclusions  can  be  drawn  regarding  the 
effect  or  lack  of  effect  of  cigarette  smoking  on  the 
- excretion  of  uropepsin  under  the  conditions  of 
this  study. 

The  mean  difference  in  the  concentration  of 
pepsinogen  in  plasma  during  the  nonsmoking  as 
compared  with  the  smoking  period  was  — 19.15 
±5.67  units;  a small  but  statistically  significant 
decrease  (P  = 0.003)  in  the  pepsinogen  level  dur- 
ing the  smoking  period  ( Table  I ) . 

All  uropepsin  excretion  determinations  were 
plotted  against  corresponding  plasma  pepsinogen 
levels  for  the  nonsmoking  and  smoking  periods, 
respectively  (Figure  1 ).  Uropepsin  excretion  is 


Plasma  Pepsinogen-  Units  per  ml 

figure  1 

Daily  uropepsin  excretion  plotted  against  correspond- 
ing plasma  pepsinogen  concentration  for  twenty  patients 
during  a period  of  smoking  (four  days)  and  during  a 
period  of  abstinence  (four  days). 

expressed  as  units  per  hour,  and  plasma  pepsino- 
gen concentration  as  units  per  cc.  It  is  evident  that 
the  relationship  between  uropepsin  excretion  and 
plasma  pepsinogen  concentration  is  roughly  linear. 

SUMMARY 

In  a study  group  of  twenty  patients  without  evi- 
dence of  gastrointestinal,  cardiac,  or  renal  disease, 
it  was  found  that  cigarette  smoking  after  a period 
of  abstinence  produced  a statistically  significant 
decrease  in  the  concentration  of  plasma  pepsinogen. 

Uropepsin  excretion  determinations  in  this  study 
on  the  same  group  of  patients  varied  so  widely 
that  no  conclusions  relative  to  the  effect  or  lack  of 
effect  of  cigarette  smoking  could  be  drawn. 

Bibliography 

’Cooper,  P.,  and  Knight,  J.  B. : Effect  of  cigarette  smok- 
ing on  gastric  secretions  of  patients  with  duodenal  ulcer, 
New  England  J.  Med.  255  :17,  1956 
2Spiro,  H.  M. ; Ryan,  A.  E.,  and  Jones,  C.  M. : The  utility 
of  the  blood  pepsin  assay  in  clinical  medicine,  New  Eng- 
land J.  Med.  253:261.  1955 

3Hoar,  C.  S.,  Jr.,  and  Browning,  J.  R. : Plasma  pepsino- 
gen in  peptic  ulcer  disease  and  other  gastric  disorders, 
New  England  J.  Med.  255  :153,  1956 
4Bornstein,  S.,  and  Eichen,  S. : Influence  of  smoking  on 
urinary  pepsinogen  excretion,  Proc.  Soc.  for  Exper.  Biol. 
& Med.,  86:619,  1954 


concluded  on  page  251 


THE  DIAGNOSIS  IS  CANCER  — THE  DOCTOR  SPEAKS 


217 


TTTTTTTTTTTTTTTTTTY  T T T T T TTTTTTTTTTTTTT  TTTTTTTTTTTTTTT  TTTTTTTTTTTT  TTTTTTTTT 


THE  DIAGNOSIS  IS  CANCER  — THE  DOCTOR  SPEAKS* 


Thaddeus  A.  Krolicki,  M.D.,  f.a.c.s. 


The  Author.  Thaddeus  A.  Krolicki,  M.D.,  F.A.C.S., 
of  Providence,  Rhode  Island.  Surgeon,  Proctology, 
Department  of  Surgery,  the  Memorial  Hospital, 
Pawtucket,  Rhode  Island. 


A diagnosis  of  cancer,  once  announced,  has 
myriad  and  far-flung  consequences.  The 
psychological  impact  on  the  patient  of  the  very 
word  “cancer”  is  so  frightening  to  most  patients 
that  even  in  definitely  curable  cases  a harrier  is 
often  set  up  that  interferes  permanently  with 
satisfactory  rehabilitation. 

Many  physicians  themselves,  unfortunately,  seem 
to  share  with  their  patients  this  almost  superstiti- 
ous fear.  The  slightest  doubt,  the  tiniest  fear,  in 
the  physician’s  attitude  seeps  into  his  face  or  his 
voice  and  is  immediately  transmitted  to  the  patient, 
doing  irremediable  damage.  We  want  to  educate 
the  public  to  a respectful  awareness  of  cancer,  but 
not  to  an  unreasoning  dread  of  the  disease.  Let  us 
start  with  ourselves,  then,  and  wipe  doubt  and 
ignorance  and  dread  from  our  own  hearts.  It  is 
tragically  true  that  complete  cures  in  cancer  patients 
are  not  as  frequent  as  we  all  wish,  but  the  picture 
for  the  future  becomes  steadily  more  hopeful,  and 
it  is  this  hopefulness,  and  only  hopefulness,  that 
we  must  transmit  to  our  patients. 

No  patient  is  cured  if  his  physical  ailment  is 
nullified  and  his  cancer  removed  while  he  remains 
or  becomes  an  invalid  because  his  mental  attitude 
is  impossible  of  rehabilitation.  A patient  is  cured 
only  when  he  again  attains  his  original  level  of 
activity  and  personality.  Rehabilitation  is  con- 
cerned not  only  with  physical  repair,  but  also  with 
the  restoration  of  the  total  function  of  the  indi- 
vidual. I agree  with  Doctor  Arthur  M.  Suther- 
land1 of  the  Department  of  Rehabilitation  and 
Psychiatry  of  the  Memorial  Center  for  Cancer  and 
Allied  Diseases,  in  New  York  City,  when  he  states 
that  “unsuccessful  attempts  at  rehabilitation  of  the 
cancer  survivor  are  more  often  due  to  his  psycho- 
logic and  emotional  problems  than  to  physical  and 
environmental  factors.” 

The  survivor  of  cancer  who  fails  to  attain  his 
previous  level  of  activity  in  any  area.  work,  recre- 

*Read at  the  meeting  of  the  Providence  Surgical  Society, 
at  Providence,  Rhode  Island,  January  23,  1957. 


ation,  or  even  marriage,  is  insufficiently  or  unsuc- 
cessfully rehabilitated.  Doctor  Sutherland  believes 
that  when  work,  either  gainful  employment  for 
men  and  women,  or  housework  for  women,  is  re- 
stricted for  other  than  physical  reasons,  two  main 
sources  can  usually  be  identified  : 

1.  Hypochondriac  notions  of  body  injury  and 
fragility. 

2.  Fears  of  unacceptability  to  others. 

The  notion  of  body  injury  is  usually  accom- 
panied by  a sense  of  fragility:  “I  treat  myself  like 
a soft-boiled  egg,  liable  to  break  its  shell  at  any 
moment.”  There  is  also  a sense  of  loss  of  energy, 
or  lessened  clan  vital,  which  must  carefully  be 
husbanded  to  meet  the  inescapable  demands  of 
living.  The  sense  of  loss  of  energy  and  fragility 
is  accompanied  by  the  notion  that  the  body  has  been 
rendered  more  vulnerable  to  other  diseases,  and, 
notably,  to  recurrence  of  cancer.  This  attitude  is 
often  reinforced  by  beliefs  that  previous  hard  work 
or  energy  expenditure  has  been  responsible,  at 
least  in  part,  for  the  development  of  cancer. 
Patients  with  such  beliefs  are  reluctant  to  re-enter 
situations  perceived  as  dangerous.  Therefore,  the 
hypochondriac  response  is  frequently  signaled  by 
requests  for  part-time  work,  or  work  under  special 
conditions  that  serve  the  purpose  of  shielding  the 
individual  from  dangerous  expenditure  of  energy. 

The  sense  of  body  injury  is  supported  by  mis- 
conceptions of  the  physiologic  role  of  the  sacrificed 
organ  in  the  intact  body.  A number  of  patients  who 
have  undergone  a colostomy  state  that  the  loss  of 
the  rectum  must  inevitably  affect  their  digestive  or 
absorptive  powers,  or  that  irrigation  washes  out 
nourishment  as  well  as  feces. 

Loss  of  the  uterus  and  menstruation,  with  or 
without  oophorectomy  may  herald  old  age  and  de- 
pleted vitality  in  the  patient’s  mind.  Loss  of  the 
pectoral  muscles  and  axillary  contents  by  radical 
mastectomy  gives  rise  to  beliefs  of  injury  to  the 
subjacent  intrathoracic  contents,  notably  the  heart, 
after  left  mastectomy. 

Any  postoperative  complications,  such  as  phle- 
bothrombosis  or  bronchopneumonia,  may  also 
strongly  reinforce  beliefs  of  body  injury.  Wound 
dehiscence  after  mastectomy  rather  regularly  in- 
tensifies hypochondriac  responses.  Complications 

continued  on  next  page 
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are  sometimes  ascribed  to  uncontrolled  or  recur- 
rent cancer.  Somatic  responses  to  emotion,  such  as 
anorexia,  insomnia,  tachycardia  and  palpitation, 
commonly  seen  in  depressions  or  anxiety  states,  _ 
and  conversion  phenomena  may  also  he  misinter- 
preted as  evidence  of  debilitation  or  recurrent 
cancer. 

Beliefs  of  unacceptability  to  others,  predicated 
on  self-rejection,  limit  work  because  most  employ- 
ment requires  social  interaction.  Withdrawal  from 
others  realistically  limits  job  opportunities.  Rela- 
tions with  other  workers  and  the  employer  may  he 
strained  by  development  of  paranoid  trends.  Con- 
tinuing at  work  may  lead  to  anxiety  and  consequent 
psychosomatic  symptoms. 

Restriction  in  social  contacts  is  frequently  due 
to  a sense  of  unacceptability  to  others  who  are  not 
expected  to  accept  the  change  in  form,  as  after  mas- 
tectomy, or  the  possibility  of  uncontrolled  function, 
such  as  occurs  after  colostomy.  Should  any  un- 
toward event  take  place,  massive  rejection  and  con- 
demnation are  expected.  For  example,  patients 
who  have  undergone  a total  gastrectomy  fear  that 
intestinal  hypermotility  may  be  audible  and  cause 
embarrassing  symptoms.  Or,  frequently  weight 
loss  following  total  gastrectomy  leads  to  social 
withdrawal  because  one  is  unacceptable  if  one  looks 
sick. 

Decreases  in  sexual  activity  may  also  be  expres- 
sive of  emotional  disruptions.  In  men,  when  the 
hypochondriac  reaction  is  responsible  for  restric- 
tion of  sexual  function,  it  appears  shortly  after 
surgery  and  occasionally  in  anticipation  of  it.  It 
may  follow  operations  on  sites  far  removed  from 
the  genital  tract,  such  as  thoracotomy  or  laryngec- 
tomy, and  the  inhibition  cannot  conceivably  be  due 
to  anatomic  change.  It  may  amount  to  total  impo- 
tence, but,  more  frequently,  it  is  manifested  by  de- 
crease in  frequency.  The  individual  is  usually  quite 
frank  in  stating  that  he  regards  this  activity  as  too 
taxing  to  his  body,  or  that  it  was  followed  by  undue 
fatigue  and  hence  seemed  debilitating. 

Sexual  restriction  in  women  may  be  associated 
with  fears  of  injury  and  with  hypochondriasis  in 
these  women  who  have  been  frigid  or  who  have 
merely  tolerated  intercourse.  For  other  women 
habitually  frigid,  who  do  not  exhibit  the  hypo- 
chondriac response,  the  operation  and  experience 
of  illness  seem  justification  enough  for  cessation 
of  a disliked  activity. 

Sexual  activity  cannot  be  easily  abstracted  from 
the  quality  of  marriage,  determined  long  before 
illness.  In  warm  and  supportive  relationships, 
sexual  relations  tend  to  continue  or  else  there  is 
a mutual  agreement  on  cessation  for  reasons  of 
health,  or  otherwise.  In  ambivalent  or  hostile 
marriages,  especially  if  there  has  been  deteriora- 
tion of  economic  status  following  illness,  wives 
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withhold  marital  privileges  from  invalided  hus- 
bands. When  they  insistently  demand  sexual  re- 
lations, husbands  of  female  patients  in  such 
marriages  are  likely  to  reinforce  the  sense  of 
injury. 

The  role  of  the  physician  in  preventing  these 
crippling  beliefs  and  unnecessary  restrictions  of 
activity  cannot  he  overestimated.  From  the  very 
beginning,  from  the  initial  diagnostic  examinaton 
a warm,  friendly,  trusting,  intimate,  confident  re- 
lationship must  prevail  between  doctor  and  patient. 
How  does  one  establish  this  relationship?  Let  us 
consult  the  patient. 

In  an  interesting  survey,  Doctor  Otis  R.  Bowen 
of  Bremen,  Indiana2  consulted  nearly  500  persons 
on  this  subject  and  analyzed  the  results.  When 
asked  the  question,  “Would  you  like  to  he  told  if 
it  were  found  that  you  had  cancer?” 

A 34-year-old  businessman  and  a 50-year-old 
professional  lady  said:  “I  would  want  to  know 
in  order  to  better  understand  mv  illness.  It  is 
the  unknown  which  frightens  people  the  most.” 

I would  want  to  he  told  in  order  “to  relieve  the 
torturing  suspicion  and  fear.  Knowing  my  con- 
dition I can  seek  means  for  a possible  cure.  If 
incurable,  I shall  muster  courage  to  prepare  my- 
self for  the  inevitable.” 

A 39-year-old  businessman,  a 29-  and  a 61-year- 
old  laboring  man  answered  the  same  question 
with : “The  shock  of  knowing  wears  off  quicker 
than  the  uncertainty  of  continual  worry  and 
wonder.” 

“Who  wants  to  be  misled?  ...  a person  pays  for 
a doctor’s  services  just  the  same  as  one  pays  for 
a piece  of  merchandise — why  misrepresent  in 
either  case?  It  does  not  pay.  I would  like  to  know 
what  I am  doctoring  and  spending  hard  earned 
money  for.” 

A 53-year-old  businessman  stated,  “I  think  I 
would  know  it  or  he  so  suspicious  of  it  that  the 
doubt  would  be  more  harmful  than  definite 
knowledge.  If  I felt  I were  being  misled.  I think 
I would  lose  some  of  my  confidence  in  my 
doctor.” 

A 41 -year-old  minister  stated  that  his  “.  . . 
answers  are  from  a Christian  standpoint  . . . de- 
ception is  a lie  and  no  liar  has  access  to  the  king- 
dom of  heaven.  Moral  involvement  necessitates 
the  truth  . . . There  are  often  matters,  both 
temporal  and  spiritual,  that  need  adjustment  be- 
fore death  comes  . . . frankly,  I have  heard  the 
complaint  of  deception  lodged  against  doctors 
more  often  than  any  other  complaint  against  the 
medical  profession.” 

A 61 -year-old  laborer  stated.  “I  would  not  ask 
my  doctor  to  lie  to  me.” 
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A 50-year-old  housewife  stated.  “My  nature 
dislikes  anything  but  complete  frankness.  I be- 
lieve, aside  from  any  plans  I might  make.  I 
would  wish  to  leave  my  family  and  friends  the 
memory  of  a Mother,  brave,  sincere,  and  Chris- 
tian in  time  of  great  mental  and  physical 
tragedy.” 

A 27-year-old  businessman  said  . . . “To  know 
the  truth  and  if  it  were  bad  would  ease  my  mind 
more  than  to  be  constantly  wondering  and  be- 
cause there  may  possibly  be  some  spiritual  and 
material  arrangement  to  be  taken  care  of  in  the 
early  days  of  the  sickness  rather  than  when  life 
is  just  fading  away.” 

A businessman  who  neglected  to  give  his  age 
stated,  “.  . . . Understanding  that  I was  nearing 
the  end  would  enable  me  to  be  more  of  a comfort 
to  my  survivors.  Having  a false  opinion  that  I 
was  going  to  get  well  and  yet  feeling  worse  as 
time  passed  would  put  me  in  a mental  agony,  I 
believe,  an  agony  that  would  only  add  to  my 
distress.” 

Some  of  the  pertinent  and  interesting  results  of 
Doctor  Bowen’s  survey  are  most  informative  to 
the  physician  who  wonders  how  to  inform  a patient 
of  a cancer  diagnosis. 

1.  96.6%  of  all  persons  surveyed  desired  to 
know  if  they  had  cancer. 

2.  99.1%;  of  all  individuals  surveyed  between  the 
ages  of  18  and  35  (which  represents  48%  of 
those  who  answered  the  questionnaire)  de- 
sired the  truth  while  of  the  group  between 
66  and  90  years  of  age,  only  92.5%  desired 
to  be  told  if  they  had  cancer.  This  may  indi- 
cate that  the  younger  group  preferred  the 
total  truth  concerning  their  condition  more 
than  the  older  group. 

3.  There  was  a slightly  higher  percentage  of 
men  that  desired  the  truth  than  women. 

4.  88.6%  of  all  persons  surveyed  desired  that 
their  close  relative  be  informed  if  they  were 
afflicted  with  cancer.  It  is  interesting  to  note 
that  fewer  people  had  a definite  opinion  on 
this  question  than  on  the  first  question 
(94.3%  had  a definite  opinion  on  this  ques- 
tion in  contrast  to  99.8%  with  a definite 
opinion  when  the  answer  pertained  to  them- 
selves). 

5.  Only  12.3%  of  the  patients  surveyed  felt  that 
patients  could  be  fooled.  Fewer  women  than 
men  felt  that  a cancer  patient  could  be  fooled 
into  thinking  that  he  did  not  have  cancer.  The 
age  group  of  36-50  represents  the  most 
suspicious  age  group. 

6.  95.9%  (93.6%  males  and  97.9%  females)  of 
all  those  who  expressed  an  opinion  stated  the 
doctor  should  at  least  be  one  of  the  informers. 


219 

7.  1 .5%  stated  that  they  preferred  their  minister 
to  be  the  informer,  while  2.4%  choose  their 
preference  as  a close  relative.  2.6%  preferred 
a combination  of  their  doctor,  minister  and 
3.1%  preferred  a combination  of  close  rela- 
tive and  their  doctor.  No  one  chose  a combi- 
nation of  close  relative  and  minister. 

8.  According  to  age  group  and  sex  it  was  found 
that  the  age  group  18  to  35  seemed  to  look  to 
their  doctor  with  trust  and  confidence  in  this 
matter  more  than  any  age  group  and  that  those 
36  to  50  showed  less  tendency  to  trust  then- 
physician  in  this  matter  than  any  other  age 
group. 

Upon  consideration  of  every  facet  of  the  prob- 
lem it  becomes  apparent  that  the  cancer  patient 
should  be  told  the  truth,  not  only  because  be  wants 
to  know,  but  also  because  it  is  medically  and  moral- 
ly sound  to  do  so.  There  are,  of  course,  exceptions 
to  this  general  rule ; a patient  too  young  to  under- 
stand, or  to  incompetent  mentally,  obviously  should 
not  be  told.  Those  few  patients  who  have  previously 
expressed  their  desire  not  to  he  told  should  not 
have  the  knowledge  thrust  upon  them,  and  perhaps 
a few  of  the  very  aged  whose  malignancies  are 
known  to  be  slow-growing  and  unlikely  to  cause 
their  demise  should  be  spared  this  knowledge.  But 
by  and  large,  it  is  dangerous  to  withhold  the  truth  ; 
you  cannot  fool  the  patient  and  you  will  undermine 
the  all-important  doctor-patient  relationship  if  you 
try  to  fool  him. 

The  patient’s  own  desires,  the  doctor’s  own  con- 
science. and  good  sound  common  sense  all  dictate 
that  the  diagnosis  should  be  announced  by  the 
physician,  or  that  the  physician  at  least  be  present 
when  the  patient  is  told.  In  some  cases  it  is  advis- 
able or  helpful  to  have  the  patient’s  minister  or  a 
close  relative  present,  or  both,  hut  the  doctor  should 
always  be  there,  not  only  to  clarify  the  situation 
medically,  but  also  in  order  to  bolster  the  confi- 
dence and  the  hopefulness  of  the  patient. 

The  problem,  then,  of  how  to  inform  a patient 
that  he  has  cancer  is  squarely  up  to  the  physician. 
It  goes  without  saying  that  the  first  step  for  the 
doctor  is  to  be  very  positive  of  his  diagnosis  In- 
checking  and  rechecking  and  possibly  consultation. 
In  some  types  of  cancer,  of  course,  there  is  often 
a temporary  doubt  of  the  diagnosis  until  after  a 
biopsy  is  performed,  but  in  all  types  of  cancers  a 
positive  statement  is  required  of  the  physician  be- 
cause of  the  necessary  surgery.  The  patient  im- 
mediately thinks  of  cancer,  needs  reassurance  and 
hope,  and  the  imminence  of  surgery  may  immedi- 
ately start  the  vicious  cycle  of  depression,  hypo- 
chondriac notions,  and  misconceptions  which  can 
ultimately  result  in  the  permanent  disablement  of 
the  individual  without  any  physical  cause. 

concluded,  on  page  228 
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Whiplash  injury  is  the  term  which  lias  be- 
come applied  to  the  type  of  injury  which  is 
sustained  by  the  neck  when  a sudden  hyperexten- 
sion of  the  cervical  spine  takes  place.  It  was  Arthur 
G.  Davis  who  first  described  the  condition  in  his 
article  titled  Injuries  of  the  Cervical  Spine  which 
appeared  in  the  Journal  of  the  American  Med- 
ical Association  in  1945.  This  type  of  injury 
commonly  occurs  when  a person  in  a parked  car 
or  a person  in  a car  with  reduced  speed  has  his  neck 
suddenly  hyperextended  as  a result  of  the  car 
being  struck  from  behind.  These  types  of  injuries 
can  also  occur  when  an  unsuspecting  person  is 
slapped  hard  on  his  back,  or  the  car  in  which  a 
person  may  be  riding  stops  suddenly,  or  from  body 
blocking  and  clipping  during  a football  game. 

Because  of  the  ever-increasing  number  of  cars 
which  appear  on  the  highways  yearly,  the  whiplash 
type  of  injury  is  being  seen  by  the  orthopedist  and 
the  neurosurgeon  with  increasing  frequency. 

The  cervical  spine  consists  of  seven  vertebrae. 
It  is  generally  agreed  that  the  atlas  permits  flexion 
and  extension  whereas  the  axis  permits  rotation  at 
the  atlanto-axial  joint.  The  lower  five  cervical  ver- 
tebrae permit  motion  comparable  to  that  of  the 
lumbar  spine,  although  Jackson  has  stated  that 
most  of  the  stress  and  strain  of  hyperextension 
occurs  at  the  fourth  and  fifth  cervical  articulations, 
whereas  most  of  that  of  flexion  occurs  at  the  fifth 
and  sixth  cervical  articulations.  The  principal 
difference  between  the  cervical  vertebrae  and  the 
other  vertebrae  is  that  the  transverse  processes  of 
the  cervical  vertebrae  contain  a foramen  — a 
neural  foramen. 

The  joints  involved  in  the  articulation  of  each 
cervical  vertebra  consist  of  the  two  posterior  joints, 
the  lateral  intervertebral  joints  and  the  cartilag- 
inous joint  between  the  vertebral  bodies.  Of  these, 
the  lateral  intervertebral  joints  plav  the  most  im- 


portant part  in  neck  injuries  because  of  their 
proximity  to  the  intervertebral  foramina  through 
which  pass  the  nerve  roots.  Any  slight  displace- 
ment of  these  joints  can  produce  a reduction  in  the 
diameter  of  the  foramina  and  thereby  cause  nerve 
root  compression  and  pain.  James  Jr.,  and  Hamel 
in  their  paper  state  that  changes  in  the  antero- 
posterior diameter  of  the  foramina  are  greater  in 
posterior  subluxations  than  in  anterior  subluxa- 
tions. It  is  generally  agreed  that  the  nerve  root  in  a 
cervical  foramen  has  plenty  of  room  vertically  but 
anteroposteriorly  the  nerve  root  fits  rather  snugly 
and  therefore  any  injury  which  either  reduces  the 
space  of  the  nerve  root  foramen  or  causes  a swell- 
ing of  the  nerve  root  will  cause  the  first  symptoms 
to  arise  as  a result  of  anteroposterior  compression 
in  the  foramina. 

In  addition  to  the  bony  architecture  the  cervical 
vertebrae  have  a joint  cavity,  articular  capsule 
lined  with  synovial  strata,  ligamentnm  flavum,  in- 
terspinous  ligaments  and  the  complex  musculature 
of  the  neck. 

Another  important  anatomical  fact  is  that  most 
structures  of  the  cervical  spine  which  become 
injured  in  whiplash  injuries  receive  their  nerve 
supply  from  the  cervical  portion  of  the  spinal  cord. 

As  a result  of  the  whiplash  injury  varying  de- 
grees of  soft  tissue  injury  take  place.  It  is  also 
possible  for  fractures  to  come  about ; however,  the 
remarks  in  this  paper  will  lie  limited  to  soft  tissue 
injuries.  Any  one  or  any  combination  of  injuries  to 
the  various  capsular  tissues  or  to  the  supraspinous 
ligament,  the  anterior  and  posterior  longitudinal 
ligament  or  the  ligamentum  flavum  may  occur.  The 
intervertebral  disc  maybe  compressed.  The  stretch- 
ing or  tearing  of  the  soft  tissue  structures  may 
produce  subluxations,  and  hemorrhage  into  the  soft 
tissues  may  follow.  These  soft  tissue  injuries  are 
accompanied  by  muscle  spasm,  pain  and  limitation 
of  motion.  Pre-existing  osteophytes  and  narrowing 
of  the  intervertebral  space  are  complicated  by  the 
superimposed  soft  tissue  injuries,  and  thereby  the 
nerve  root  compression  is  increased. 

Adhesions  which  form  as  a result  of  hemorrhage 
may  come  to  play  a part  in  the  causation  of  pain 
because  of  the  pull  on  the  peripheral  nerve  tissues. 
I f muscles  are  torn  they  may  become  partially  re- 
placed with  fibrous  tissue  which  will  cause  long 
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drawn  out  pain.  Pain  following  whiplash  injuries 
then,  is  due,  in  most  cases,  to  adhesions,  replace- 
ment of  normal  muscular  or  tendon  tissue  by 
fibrotic  tissue,  narrowing  of  the  neural  foramina 
or  even  protrusion  of  the  intervertebral  disc. 

The  patient  who  has  sustained  a whiplash  injury 
may  complain  of  any  one  or  any  combination  of  the 
following  symptoms : 

1.  Headache.  The  headache  is  generally  located 
in  the  occipital  region,  in  the  area  of  the  occipital 
protruberance ; but  may  occur  anywhere  in  the 
patient’s  head.  Some  feel  that  it  is  possible  for  the 
patient  to  undergo  a mild  concussion  at  the  time  of 
the  injury,  which  is  responsible,  to  some  degree, 
for  the  headache.  This  may  explain  why  some 
patients  may  have  a short  period  of  unconscious- 
ness or  dizziness  following  the  injury. 

2.  Pain  in  back  of  the  neck.  This  pain  is  at  first 
located  in  the  back  of  the  neck,  but  later  on  may 
radiate  up  to  the  back  of  the  head  or  down  to  the 
shoulders. 

3.  Pain  in  the  upper  portion  of  the  chest,  par- 
ticularly at  the  costosternal  junction. 

4.  Limitation  of  the  motions  of  the  neck  asso- 
ciated with  pain  and  stiffness  in  varying  degrees. 

5.  Varying  degrees  of  paresthesia  in  the  neck, 
shoulders,  chest  and  upper  back. 

On  clinical  examination,  the  most  common  find- 
ing is  limitation  of  motion  associated  with  pain  and 
muscle  spasm  in  the  posterior  group  of  neck  mus- 
cles. Shoulder  motion  may  be  restricted,  particu- 
larly when  the  symptoms  have  been  of  long  dura- 
tion. In  these  cases  one  must  differentiate  the  neck 
injury  from  shoulder  injuries,  such  as  rotator  cuff 
injuries,  or  even  subdeltoid  bursitis.  A small  num- 


FIGURE  1 

Lateral  view.  Cervical  spine  in  extension.  No  ab- 
normalities demonstrated. 


ber  of  cases  may  develop  sensory  impairment  to 
pin-prick  and  stroking ; and  changes  in  reflexes 
may  occur. 

Exaggeration  of  symptoms  when  pressure  is 
applied  downward  on  the  head  is  of  significance. 
This  test  can  be  applied  with  the  head  in  flexion, 
extension  and  lateral  flexion.  Relief  of  symptoms 
by  upward  traction  on  the  head  is  also  of  signifi- 
cance. 

X-ray  Examination 

X rays  of  the  cervical  spine  should  be  taken  in 
many  positions.  Basically,  these  should  include 
anterior-posterior  views,  open-mouth  views  to 
show  the  odontoid  process  and  the  atlanto-axial 
articulation,  lateral  views  in  flexion,  neutral  and 
extension,  and  oblique  views.  The  most  common 
X-ray  finding  is  the  straightening  of  the  normal 
anterior,  or  lordotic,  curve  of  the  neck,  which  is 
thought  to  be  due  to  muscle  spasm.  X rays  can  also 
demonstrate  fractures,  dislocations,  subluxations, 
as  well  as  pre-existing  conditions,  such  as  narrowed 
intervertebral  spaces,  osteophytosis,  bone  destruc- 
tive diseases,  etc.  Figures  1,  2 and  3. 

In  a number  of  cases,  the  history  of  the  accident 
serves  as  the  most  important  factor  in  arriving  at  a 
diagnosis.  In  these  cases,  physical  examination  will 
be  completely  negative,  and  the  X rays  will  show- 
nothing  remarkable.  In  these  cases  the  patient’s 
complaints  are  out  of  all  proportion  to  the  objective 
findings. 

T reatment 

In  the  average  case,  treatment  is  directed  to  the 
relief  of  pain  and  spasm.  During  the  first  twenty- 
four  hours,  cold  applications  are  applied  to  the 
back  of  the  neck  to  reduce  swelling  and  hemor- 
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FIGURE  2 

Lateral  view.  Cervical  spine  in  neutral.  No  abnormali- 
ties demonstrated. 
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FIGURE  3 

Lateral  view.  Cervical  spine  in  flexion.  Shows  anterior 
subluxation  of  second  cervical  vertebra  on  the  third. 


rhage.  After  the  first  twenty-four  hours,  heat  in 
various  forms  may  be  used,  including  infrared  ; 
hot,  moist  packs  or  short  wave  diathermy.  If  the 
injury  is  severe  from  the  beginning,  hospitalization 
is  advised  so  that  cervical  traction  may  be  applied 
early.  In  the  early  stages  of  the  disorder  it  is  impor- 
tant that  the  patient  receive  pain  relieving  and 
muscle  relaxing  drugs.  After  the  acute  phase,  the 
patient  is  given  a cervical  collar  and  may  receive 
periodic  traction,  either  in  the  home  or  in  the  office. 
Each  patient  must  be  treated  according  to  his  indi- 
vidual needs.  Occasionally,  the  muscle  spasm  is  so 
severe  that  one  has  to  resort  to  the  administration 
of  the  Mephenesin  group.  Occasionally,  the  injec- 
tion of  Novocain  into  the  trigger  points  of  tender- 
ness proves  of  considerable  value. 

In  cases  with  prolonged  symptoms  of  nerve  root 
compression,  a cervical  myelogram  should  he  done 
in  order  to  assist  in  making  a more  definite  diag- 
nosis. If  filling  defects  are  noted,  cervical  laminec- 
tomy for  the  removal  of  the  ruptured  disc  may 
become  necessary. 

In  a certain  number  of  cases,  definite  psycho- 
neurotic tendencies  develop  and  in  these  cases,  one 
should  engage  the  services  of  a neuropsychiatrist. 

Prognosis 

By  and  large,  the  prognosis  in  cases  of  whiplash 
injury  is  good,  particularly  in  the  cases  where  treat- 
ment is  started  early.  However,  a given  number  of 
cases  remain  disabled  for  months,  and  even  years. 
In  many  of  the  latter  cases,  compensation  and  liti- 
gation may  have  some  bearing  on  the  patient’s 
recovery.  On  this  point,  Nicholas  Gotten,  of  Mem- 
phis, Tennessee,  recently  reported  a study  of  100 
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patients  with  previously  diagnosed  cervical  neck 
strain  following  auto  accidents,  whose  litigation  or 
compensation  claims  had  been  settled.  He  reported 
that  after  legal  claims  for  damage  had  been  com- 
pleted, 88  per  cent  of  these  patients  showed  recov- 
ery and  over  one  half  of  them  had  no  residual  com- 
plaints whatever.  Because  of  the  latter,  the  neuro- 
surgeon and  the  orthopedist  must  be  on  the  con- 
stant watch  for  the  one  who  misrepresents  or 
exaggerates  his  complaints  for  personal  gains. 

SUMMARY 

\\  hiplash  injuries  which  occur  most  frequently 
as  the  result  of  automobile  accidents  are  occurring 
at  an  increasing  rate,  because  of  the  large  number 
of  cars  on  the  American  highways.  This  type  of  an 
injury  takes  place  when  the  cervical  spine  is  sud- 
denly forced  into  acute  flexion  and  then  rebounds 
with  sudden  hyperextension.  As  a result  of  this 
mechanism,  the  patient  may  sustain  fractures,  dis- 
locations, subluxations,  hemorrhage  into  the  soft 
tissues,  as  well  as  tearing  or  stretching  of  any  of 
the  soft  tissue  components  of  the  cervical  spine. 
The  early  symptoms  include  pain  and  stiffness  in 
the  neck,  headache,  paresthesias,  limitation  of  mo- 
tions of  the  neck  and  shoulders  and  radicular  pain. 
X rays  are  generally  negative,  except  for  a straight- 
ening of  the  normal  anterior  curve.  Treatment 
should  he  started  early  and  should  include  cold 
applications  for  the  first  twenty- four  hours,  fol- 
lowed by  heat,  pain  relieving  and  muscle  relaxing 
drugs,  traction  and  later  cervical  supports  of  one 
kind  or  another.  Occasionally,  a myelogram  be- 
comes necessary  and  a small  percentage  of  those 
cases  which  have  a ruptured  disc  become  candi- 
dates for  excision  of  the  disc.  The  prognosis  is 
generally  good,  hut  a certain  number  of  cases 
become  malingerers  or  exaggerate  their  symptoms 
until  their  medicolegal  claim  is  satisfied. 
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npHis  report  concerns  a new  adjunct  in  tube 
feeding.  For  the  past  eighteen  months,  a food 
pump  which  was  designed  by  James  Barron,  m.d. 
at  the  Henry  Ford  Hospital,  in  conjunction  with 
Chrysler  Corporation  has  been  used  in  this  study. 
In  effect,  this  pump  transports  the  prepared  feed- 
ing mixture  from  a container  through  a tube  and 
by  alterations  of  a speed  control,  will  deliver  a fine 
mixture  at  desired  rates  so  that  it  is  acceptable  to 
the  G.  I.  tract.  Three  food  pumps  have  been  in 
operation  in  more  than  fifty  patients  with  various 
clinical  conditions.  A summary  of  the  results  in 
six  cases  is  recorded  below. 

A polyethylene  feeding  tube  of  less  than  2.5  mm. 
has  been  used  in  most  of  the  work.  It  has  the  advan- 
tage of  less  discomfort  to  the  patient  and  at  the 
same  time  will  transport  a well-strained  feeding 
mixture.  “While  primarily  designed  to  deliver 
liquefied  foods  at  a desired  rate,  this  pump  may  be 
readily  used  to  pass  such  materials  as  bile,  gastric 
juice,  pancreatic  juice,  electrolytes,  prepared  feed- 
ing formula,  water  soluble  drugs,  and  liquefied 
natural  foods.  Any  drug  or  chemical  which  is 
water-soluble  may  be  readily  added  to  the  feeding- 
bottle.”1 

Barron,  in  his  report  on  the  preparation  of  nat- 
ural foods  for  use  in  tube  feeding,  offers  a sample 
preparation  using  milk,  eggs,  strained  meat  and 
vegetables  as  follows : 

While  strained  baby  foods  may  be  utilized,  the 
use  of  mechanical  “blenders”  followed  by  fine 
straining  is  easily  accomplished.  At  the  Henry  Ford 
Hospital  colloid  Mills  have  been  used  on  a large 
scale  for  feeding  patients. 

This  machine  obviates  the  necessity  for  1.) 
Juggling  electrolytes.  Lost  secretions  can  be  re- 
turned in  most  instances  and  a balanced  diet  sup- 
plies essential  electrolytes.  2.)  Intravenous  alimen- 
tation. Fluid  is  supplied  by  pump.  3.)  Oral  admin- 

1 Literature  available  with  Tomac  Food  Pump. 
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istration  of  artificial  unpalatable  mixtures.  It  is  a 
more  natural  approach  for  handling  a feeding  prob- 
lem. 4.)  Strict  nursing  supervision.  The  patient 
can  he  taught  to  control  the  machine  and  in  many 
instances  can  take  a more  active  and  interested  part 
in  convalescence. 

The  indications  for  tube  feedings  with  natural 
foods  are  numerous  and  one  can  discover  new  ones 
in  everyday  practice.  The  following  categories  offer 
good  therapeutic  opportunities.  1.  ) The  debilitated 

continued  on  next  page 


FIGURE  2 
Food  Pump  in  Use 
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patient  who  cannot,  or  will  not  eat  (a)  psychiatric 
problems,  eg.  anorexia  nervosa,  (b  ) mental  depres- 
sion etc.  2.)  The  preparation  of  the  chronically  ill 
patient  for  an  extensive  surgical  procedure  and  as 
an  aid  in  post-operative  healing.  3. ) Neurological 
problems  where  the  sensorium  is  clouded  and 
where  there  is  difficulty  in  swallowing  such  as  in 
cerebro-vascular  accident,  brain  tumor,  poliomye- 
litis etc.  4.)  Protein  depletion  states  due  to  (a) 
burns,  (b)  liver  disease,  eg.  cirrhosis,  (c)  pro- 
longed diarrhea  eg.  ulcerative  colitis,  (d ) mal- 
absorption syndromes,  eg.  post-gastrectomy  states, 
hyperemesis  gravidarum. 

There  are  other  theoretical  considerations  such 
as  its  use  as  antacid  drip  therapy  in  chronic  gastri- 
tis, peptic  ulcer  and  in  the  anorexic  phase  of  hep- 
atitis, etc.  Careful  observation  is  advised  however, 
in  respect  to  high  protein  feedings  in  advanced  liver 
disease  because  of  the  risk  of  precipitating  hepatic 
coma. 

The  following  examples  of  the  use  of  this  food 
pump  in  certain  instances  illustrate  some  of  the 
above  categories. 

Case  No.  1 

J.  M.  was  admitted  to  St.  Joseph’s  Hospital 
February,  1956,  with  the  complaints  of  weight 
loss,  hoarseness,  difficulty  in  swallowing  for  eight 
weeks  prior  to  admission.  After  complete  work-up, 
laryngoscopy  revealed  a Grade  II  squamous  cell 
carcinoma  of  the  hypo-pharynx.  On  February  22, 
1956,  a total  laryngectomy  with  left  radical  neck 
dissection  was  performed.  Postoperatively,  poly- 
ethylene tube  feedings  were  begun  with  the  food 
pump.  On  March  18,  1956,  the  patient  was  receiv- 
ing five  quarts  of  a mixture  totaling  4500  calories 
daily.  Tube  feedings  were  discontinued  on  March 
28.  1956,  and  the  patient  was  started  on  a soft  diet. 
The  patient’s  weight  at  the  onset  of  tube  feedings 
was  100  pounds,  and  at  the  time  of  discharge  he 
weighed  120  pounds.  A small  pharyngo  fistula  de- 
veloped as  is  often  expected  in  this  type  of  case 
but  healed  before  discharge.  At  this  date,  patient 
has  improved  and  now  weighs  150  pounds  and  there 
is  no  gross  evidence  of  metastases. 

Case  No.  2 

M.  J.  was  admitted  to  St.  Joseph’s  Hospital 
December,  1955,  with  a complaint  of  hematemesis 
and  melena  three  hours  prior  to  admission.  The 
diagnosis  of  Laennec’s  cirrhosis  of  the  liver  had 
been  established  elsewhere  by  liver  biopsy.  Upper 
gastro-intestinal  series  after  stabilization  revealed 
a gastrectomy  performed  in  1947  for  adeno-carci- 
noma  of  the  transverse  colon  at  which  time  a por- 
tion of  the  jejunum  and  part  of  the  stomach  were 
removed.  Esophageal  varices  were  noted.  Labora- 
tory findings  were  as  follows:  hemoglobin  on  ad- 
mission was  6.5  grams,  red  blood  count,  1,520,000, 
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total  protein  5.6  grams,  albumin  4.2,  globulin  14, 
alkaline  phosphatase,  4 KA  units,  cephalin  floccu- 
lation 3-}-,  BSP  24.5%,  prothrombin  68%,  total 
cholesterol  88  mgs.%,  esters  45  mgs.%,  Vanden- 
berg  normal.  After  stabilization  of  the  patient’s 
condition  by  blood  transfusions,  a polyethylene  tube 
was  put  into  the  Blakemore  tube  and  the  food  pump 
was  started  on  January  11,  1956.  These  feedings 
were  continued  until  January  23,  when  the  total 
protein  was  8.1  grams,  albumin  4.8  grams,  globulin 
3.3,  BSP  was  10.7%,  prothrombin  was  100%,  all 
figures  representing  an  improvement  over  baseline 
liver  function  tests.  The  patient  had  a porto-caval 
shunt  performed  on  January  30,  1956,  had  a very 
uneventful  postoperative  course  and  was  dis- 
charged well  on  February  18,  1956.  Tube  feedings 
were  not  required  in  the  postoperative  phase. 

Case  No.  3 

S.  C.  a sixteen-year-old  white  female  admitted 
to  Our  Lady  of  Fatima  Hospital  with  a complaint 
of  intermittent  vomiting  for  ten  days.  She  had  a 
previous  history  of  vomiting  which  continued  for 
four  days,  requiring  hospitalization  and  intra- 
venous therapy.  The  mother  stated  that  the  child 
had  always  been  emotional  and  that  when  she  was 
at  school  she  had  episodes  of  psychogenic  vomiting 
which  occurred  when  she  was  not  doing  well.  Ini- 
tial impression  was  that  of  anorexia  nervosa  and 
gastritis.  On  admission,  she  was  a poorly  nourished 
female.  All  laboratory  tests  were  essentially  normal 
including  gastric  analysis.  X-ray  examination  of 
the  stomach  and  small  bowel  revealed  the  stomach 
to  be  elongated  and  emptied  rather  slowly.  The 
small  bowel  showed  some  dilatation  and  edema  of 
the  mucosa.  Gastroscopic  examination  was  carried 
out  and  showed  scattered  patchy  areas  of  atrophy. 
The  patient  was  placed  on  a high-vitamin  bland 
diet  and  was  given,  in  addition,  tube  feedings  with 
the  food  pump.  On  this  regime,  she  gained  approx- 
imately six  pounds  in  six  days.  She  was  discharged 
on  November  23,  1955,  clinically  improved.  It  was 
the  opinion  of  her  private  physician  that  previous 
episodes  of  vomiting  and  weight  loss  had  required 
a longer  period  of  hospital  care  and  other  measures 
which  were  not  required  when  the  food  pump 
was  employed. 

Case  No.  4 

J.  P.  a fifty-three-year-old  white  male  with  a 
history  of  ulcerative  colitis  over  a fifteen-year 
period  and  several  hospital  admissions.  Two 
months  prior  to  admission  he  had  a flare-up  and 
was  treated  with  transfusions,  ACTH  and  had  a 
remission.  Within  a matter  of  weeks,  he  was  re- 
admitted November  18,  1955,  at  the  Roger 
Williams  Hospital.  At  that  time  he  was  an  acutely 
ill,  depressed  patient  who  did  not  care  to  eat  or 
to  live.  He  was  febrile.  There  was  reversal  of  the 
A-G  ratio,  leucocytosis  and  anemia.  The  patient’s 
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weight  on  December  3,  1955,  was  112  pounds.  He 
was  started  on  tube  feedings  and  on  December  22, 
the  patient  weighed  122  at  which  time  he  was  tak- 
ing 5 quarts  of  tube  feedings  (4500  calories)  in 
addition  to  three  meals  daily.  Because  of  allergy  to 
milk,  Mullsoy  was  used.  Transfusions  and  ACTH 
were  also  employed.  On  December  17  hemoglobin 
was  13  grams,  RBC  4,250,000,  hematocrit  45,  total 
protein  7 grams,  albumin  3.6,  globulin  4.  While 
ACTH  and  transfusions  wereof  benefit,  tube  feed- 
ing was  certainly  of  definite  advantage.  The  patient 
lias  been  well  to  this  date,  one  year  later. 

Case  No.  5 

G.  W.  a fifty -one-year-old,  white  male  admitted 
to  the  acute  Medical  Service  of  Our  Lady  of 
Fatima  Hospital  on  March  2,  1956. 

On  the  day  of  admission,  the  patient  having 
suddenly  collapsed  at  work  was  brought  to  an 
LMD's  office  in  a semiconscious  state  with  marked 
paralysis  of  the  right  side.  The  positive  physical 
findings  were  sluggish  reaction  of  the  pupils  to 
light.  Lungs  revealed  stertorous  breathing.  Extremi- 
ties : complete  flaccid  paralysis  of  the  right  arm  and 
leg.  The  patient  was  placed  in  oxygen  and  at  4 :00 
p.  m.  on  the  day  of  admission  a left  stellate  ganglion 
block  was  performed  for  the  relief  of  pain.  The  day 
following  admission,  tube  feeding  with  the  food 
pump  was  commenced  and  this  was  continued  for 
a period  of  eight  days.  At  the  end  of  this  time,  the 
patient  began  to  show  definite  improvement  and 
was  taken  out  of  oxygen.  Physiotherapy  was  un- 
dertaken and  at  the  present  time,  the  patient  is 
under  a rehabilitation  program,  and  has  made  a 
gradual  recovery. 

Case  No.  6 

E.  T.  a forty-five-year-old  white  female  admitted 
to  Rhode  Island  Hospital  December  27,  1956,  with 
a problem  of  severe  malnutrition  following  subtotal 
gastrectomy  for  suspicious,  but  benign,  prepyloric 
ulcer  three  years  prior  to  admission.  Her  weight 
before  surgery  was  130  pounds.  A dumping  svn- 
drome  developed  and  in  August  1956,  a revision 
of  her  gastrojejunostomy  was  performed.  Her 
weight  at  that  time  was  81  pounds. 

Weight  loss  continued  and  at  the  above  admis- 
sion she  was  a severely  malnourished  white  female 
appearing  20  years  older  and  weighing  73  pounds. 

Laboratory  hemoglobin  11.8  grams/100  cc, 
hematocrit  38%,  blood  volume  4,795  cc’s,  plasma 
volume,  3,000  cc’s,  prothrombin  54%,  total  protein 
5.8  grams/100  cc’s,  albumin  3.3  grams/100  cc's, 
thymol  7 units,  alkaline  phosphatase  55.6  KA  units, 
calcium  5.1  mgs.%,  phosphorous  4 mgs.%. 

Course : Despite  a six-meal  high  protein,  high 
carbohydrate  regimentation  patient  lostfivepounds 
and  an  additional  two  pounds  on  intermittent  tube 


feedings  with  a standard  prepared  formula.  She 
developed  an  exacerbation  of  the  dumping  syn- 
drome and  hallucinations  and  disorientation  attrib- 
uted to  starvation  and  avitaminosis.  The  food 
pump  was  then  used  with  liquefied  natural  food 
high  in  fat  and  protein  and  low  in  carbohydrate. 
Sorlate  and  Entozvme  were  added  to  the  feeding. 
On  this  program,  her  mental  symptoms  cleared 
rapidly,  dumping  ceased  and  she  continued  to  eat 
three  meals  in  addition  to  the  2100  calories  supplied 
by  the  food  pump.  In  eighteen  days  she  gained  10 
pounds.  At  this  writing  she  has  gained  twenty 
additional  pounds. 

Follow-up  laboratory  data:  Hematocrit  43%, 
total  fecal  fat  9%  of  dry  weight  (normal  for  R.  I. 
Hospital  Laboratory).  Total  protein  6.2  grams 
with  albumin  4.0  grams,  thymol  4 units,  alkaline 
phosphatase  23.2,  prothrombin  92%. 

Conclusions 

A review  of  the  use  of  a food  pump  introduced 
by  Doctor  fames  Barron  of  the  Henry  Ford  Hos- 
pital, Surgical  Department,  has  demonstrated  very 
definite  advantages  in  a variety  of  instances  with 
generally  good  acceptance  by  the  patient.  This 
machine  provides  a powerful  therapeutic  tool 
in  many  fields  of  medical  endeavor  and  other 
indications  will  readily  suggest  themselves  with  a 
further  appreciation  of  its  value. 
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Located  on  Rt.  1 


South  Attleboro,  Massachusetts 

A modern  non-profit  hospital  for  the  care  and  treatment  of 
nervous  and  emotional  disorders  as  well  as  long  term  geriatric 
problems. 

Physical,  neurological,  psychiatric  and  psychological  exam- 
inations. 

Modern  recognized  psychiatric  therapies. 

A pleasant  homelike  atmosphere  in  a beautiful  and  conveni- 
ently located  institution. 

L.  A.  Senseman,  M.D.,  F.A.P.A.,  Medical  Director 
Edwin  Dunlop,  M.D.  Michael  G.  Touloumtzis,  M.A. 

Oliver  S.  Lindberg,  M.D.  William  H.  Dunn,  M.S.W. 

Referred  patients  are  seen  daily  (except  Saturdays)  9-12  A.M., 
and  by  appointment. 

R.  I.  Blue  Cross  Benefits  Tel.  Southgate  1-8500 

Special  Rates  for  Long-Term  Care 
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17th  ANNUAL  CONGRESS  ON  INDUSTRIAL  HEALTH 

A Summary  Report 

Issued  by  the  American  Medical  Association  on  the  Congress 
held  in  Los  Angeles,  California,  February  4-6,  1 957 


"D  emarkable  progress  in  reducing  health  haz- 
ards  and  a 30  per  cent  drop  in  accidental  deaths 
from  1940  to  1955  were  hailed  as  major  contribu- 
tions of  industrial  medicine,  during  the  17th  An- 
nual Congress  on  Industrial  Health  held  recently. 

This  progress  was  cited  in  a keynote  speech  by 
Doctor  Dwight  Id.  Murray,  Napa,  California,  pres- 
ident of  the  American  Medical  Association.  The 
Congress,  attended  by  some  750  persons,  was  spon- 
sored by  the  A.M.A.’s  Council  on  Industrial  Health 
and  six  other  cooperating  groups. 

During  the  Congress,  which  highlighted  burns, 
vision,  and  hearing,  the  annual  award  of  the  Presi- 
dent's Committee  on  Employment  of  the  Physically 
Handicapped  was  given  to  Doctor  Rufus  Baker 
Crain,  Rochester,  New  York.  Doctor  Crain,  68. 
was  chosen  because  of  his  valuable  advice  and 
assistance  in  the  fields  of  physical  demands  analysis 
and  rehabilitation  of  tbe  handicapped,  particularly 
those  with  heart  disease. 

In  the  first  day’s  session  on  vision,  Doctor  Frank- 
lin Foote,  New  York,  executive  director  of  the 
National  Society  for  the  Prevention  of  Blindness, 
pointed  out  that  more  than  90  per  cent  of  all  indus- 
trial eye  accidents  are  “needless  and  preventable.” 

He  also  said  that  many  cases  of  eye  disease  which 
can  cause  permanent  impairment  or  loss  of  vision 
can  be  caught  if  detected  early.  Four  testing  meth- 
ods have  been  developed  to  find  potential  cases  - 
visual  acuity  tests,  ophthalmoscopic  examination 
of  the  fundus,  tonometry,  and  screening  of  visual 
fields. 

Tonometry,  used  to  detect  chronic  simple  glau- 
coma, has  been  found  highly  efficient  in  industry- 
wide testing  programs.  Affecting  many  persons 
who  do  not  suspect  it,  this  disease  becomes  more 
important  with  age. 

“This  procedure  will  find  more  new  cases  of 
potentially  very  serious  disease  than  almost  any 
other  screening  test  such  as  chest  X rays,  and  there- 
fore is  worth  while  for  persons  over  40  years,”  he 
said.  Tests  to  show  possible  eye  impairment  from 
general  diseases  such  as  diabetes  and  hypertension, 
should  he  done  on  all  employees  periodically. 


Prevention  of  Eye  Injuries 

While  early  diagnosis  is  important  in  disease, 
prevention  is  needed  in  the  problem  of  accidental 
eye  injuries,  according  to  James  F.  O’Neill,  direc- 
tor of  tbe  Society’s  industrial  service. 

“.  . . the  task  of  wiping  the  safety  slate  clean  of 
eye  accidents  is  as  easy  as  rolling  off  the  proverbial 
log,”  he  said.  “And  the  excuses  still  being  offered 
as  a substitute  for  measurable  results  simply  won’t 
stand  close  examination.  . . . The  way  to  eliminate 
needless  eye  injury  and  loss  of  sight  is  to  eliminate 
what  is  known  as  job-selection  protection.  . . 

In  other  words,  safety  eyewear  should  not  he 
worn  just  by  those  working  in  known  hazardous 
areas.  It  should  be  provided  for  all  employees,  and 
for  visitors.  The  rules  must  be  mandatory,  and 
employees  must  be  educated  to  protect  themselves. 
O’Neill  said  that  “those  who  wear  eye  protection 
are  not  becoming  part  of  the  eye  injury  statistics.” 

He  suggested  that  medical,  management  and 
safety  personnel,  in  some  cases  key  supervisors, 
and  always  labor  representatives,  should  decide  to- 
gether on  a sight-saving  program  for  their  own 
situations. 

Eye  injuries  resulting  from  chemicals  can  he 
prevented  from  causing  serious  damage  if  prompt 
action  is  taken,  according  to  Doctor  Ralph  Ryan, 
Morgantown,  West  Virginia,  practicing  physician. 
He  said  the  first  treatment  for  a worker  injured  by 
chemicals  “must  he  at  or  near  his  place  of  work.” 

“The  loss  of  an  extra  minute  before  the  chemical 
is  washed  out  with  water  or  physiological  saline 
may  mean  loss  of  useful  vision  to  the  eye.  Water  is 
the  most  universally  available  irrigating  material. 

“Therefore  employees  exposed  to  harmful  chem- 
icals should  be  given  training  in  recognizing  the 
quickest  means  of  washing  an  injured  eye.” 

O’Neill  emphasized  that  the  lid  must  be  opened, 
which  can  lie  done  with  the  fingers,  and  that  plenty 
of  water  should  be  used.  The  eye  should  be  washed 
without  stopping  for  at  least  10  minutes.  Almost 
an}-  source  of  water  will  do,  hut  in  areas  where 
hazards  are  great  a bottle  of  sterile  physiological 
saline  or  water  with  a siphon  rubber  hose  may  be 
arranged  over  a bench  or  low  table  where  the  in- 
jured worker  may  be  laid  on  his  back  for  eye 
irrigation. 
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Color  Blindness 

Some  false  notions  about  color  blindness  and  its 
effect  on  a worker’s  job  ability  were  corrected  by 
Commander  Dean  Farnsworth,  of  the  U.S.  Naval 
Medical  Research  Laboratory,  New  London,  Con- 
necticut, Naval  Submarine  Base.  He  said : 

Ten  per  cent  of  American  men,  but  only  one  per 
cent  of  the  women  are  color  blind ; it  is  inherited, 
usually  from  a man’s  mother’s  father ; it  is  not 
curable  nor  can  it  be  remedied  ; it  can  not  be  acquired 
by  alcohol,  tobacco,  sickness,  or  any  other  means; 
color-blind  persons,  with  a few  rare  exceptions,  are 
not  insensitive  to  all  color. 

Commander  Farnsworth  explained  that  there  are 
three  types  of  color-blind  persons : protons,  or  red- 
green  confusors,  who  see  yellow  and  green  but  to 
whom  red  and  blue-green  appears  grey:  deutcins, 
who  see  yellow  and  blue  but  to  whom  greens  and 
red-purples  look  grey  : and  tritans,  who  see  red  and 
green  but  to  whom  yellow  and  blue  look  grey. 

Among  them  there  are  degrees  : the  mildly  color 
blind  person  gets  along  all  right  with  colors ; the 
moderately  color  blind  has  difficulties  with  colored 
insulation  on  wiring;  the  severely  color  blind  can- 
not handle  color  coding. 

His  laboratory  has  developed  a test  which  can 
detect  color  blindness  simply,  he  noted. 

Noise  Exposure 

Rapid  screening  with  a simplified  test,  and  better 
records,  were  noted  as  major  factors  in  the  prob- 
lem of  hearing  loss  due  to  noise  in  industry  or  to 
other  causes,  speakers  pointed  out  in  the  session  on 
this  topic. 

Doctor  Howard  House,  chairman  of  the  subcom- 
mittee on  noise  in  industry  of  the  American  Acad- 
emy of  Ophthalmology  and  Otolaryngology,  Los 
Angeles,  said  one  in  ten  persons  in  the  U.S.  has  a 
hearing  impairment.  Many  can  he  treated,  some  are 
permanent.  Many  are  reversible  if  they  are  found 
early,  and  others  are  preventable. 

“If  you  have  to  shout  to  be  heard’’  in  your  in- 
dustry, “you  have  a noise  problem.”  Doctor  House 
said.  He  recommended  these  steps  : 

Analysis  of  noise  exposure:  if  it  is  of  the  type 
and  intensity  to  produce  possible  hearing  damage 
then  the  noise  should  be  controlled  either  by  stop- 
ping it  at  the  source  with  isolation,  changes  in 
method  of  operation,  quieting  the  machinery,  or 
sound  treating  the  environment,  or  stopping  it  at 
the  individual  level  by  ear  protection  devices  in- 
cluding muffs  or  plugs  or  both. 

He  recommended  that  every  employee  he  given  a 
pre-employment  hearing  test  with  periodic  check- 
ups to  detect  changes.  This  can  be  done  in  a rapid 
screening  method  using  the  “single  frequency  test,” 
which  does  not  require  highly  trained  personnel  or 
soundproof  rooms. 


This  test,  plus  standard  data  forms  for  recording 
hearing  and  hearing  impairment  are  the  major  con- 
tributions to  hearing  conservation,  according  to 
Doctor  Aram  Glorig,  director  of  research  for  the 
same  committee. 

Doctor  Glorig  said  hearing  tests  are  “essential  in 
industry,”  and  must  be  part  of  the  pre-employment 
examination  and  later  followups.  He  noted  that 
four  major  factors  characterize  noise  exposure  in 
industry : the  over-all  noise  level,  the  frequency  or 
composition  of  the  noise,  the  duration  and  time  dis- 
tribution during  the  typical  work-day  and  work-life 
of  an  employee,  and  the  total  exposure  during 
work-life. 

He  noted  that  tests  among  jet  aircraft  mechanics 
and  glass  container  manufacturing  workers  showed 
that  the  jet  workers  had  less  hearing  impairment  at 
about  the  same  level  of  noise.  The  difference,  he 
believes,  is  that  the  jet  workers  were  exposed  less 
continuously  than  the  glass  factory  men.  Another 
factor,  he  said,  was  the  wider  use  of  ear  protection 
among  the  jet  workers. 

In  preserving  hearing,  Doctor  Walter  Rosenblith 
of  Massachusetts  Institute  of  Technology  said  that 
the  standards  must  be  based  on  “hearing  for 
speech,”  since  communication  is  the  major  need  for 
most  people. 

If  this  kind  of  hearing  can  be  protected  and 
preserved  among  older  people  it  would  accomplish 
two  important  goals,  he  said : it  will  make  it  easier 
for  them  to  adjust  psychologically  to  their  rapidly 
changing  environment,  and  it  will  lighten  the  load 
of  those  who  “produce  the  goods  and  provide  the 
services”  in  a nation  in  which  “the  proportion  of 
older  people  is  increasing  rapidly.” 

Treatment  of  Burns 

In  the  final  session  on  burns  speakers  agreed 
generally  that  the  “exposure  method”  is  best  for 
mass  casualty  situations.  A new  modification  of 
this  method  was  described  ; tests  show  that  it  could 
be  used  for  care  of  burned  children  at  home,  or  by 
the  burned  person  himself  in  event  of  atomic  attack 
when  medical  personnel  will  be  in  short  supply. 

Lt.  Col.  Robert  D.  Pillsbury,  director  of  the 
surgical  research  unit  at  Brooke  Army  Hospital, 
and  Cmdr.  George  T.  Van  Petten,  U.S.  Naval 
Hospital,  Newport,  R.  I.,  reported  on  their  use  of 
the  exposure  method  on  a mass  basis. 

Cmdr.  Van  Petten,  who  directed  a “serious-case” 
ward  after  the  disastrous  explosion  and  fire  on  the 
U.S.S.  Bennington  aircraft  carrier,  said  exposure 
is  the  only  “workable  method”  for  mass  burn  situa- 
tions like  the  Coconut  Grove.  Texas  City,  Hart- 
ford Circus  and  Bennington  disasters,  or  for 
atomic  attacks. 

“It  is  therefore  of  utmost  importance  that  work- 
ers in  all  phases  of  medicine,  first  aid,  nursing  and 
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associated  fields  not  only  have  a thorough  working- 
knowledge  of  the  general  management  of  burns 
hut  also  realize  the  advantages  and  peculiarities  of 
the  . . . exposure  technique,”  he  said. 

In  general,  in  this  method  burned  surfaces  are 
left  open  to  air  without  any  medication.  Loose  skin 
is  removed  and  the  area  washed  with  saline.  Blis- 
ters are  left  intact.  Further  skin  removal  is  done 
at  the  first  sign  of  infection  and  infected  blisters 
are  removed.  Later  skin  grafting  may  be  done. 

An  aluminum  powder  dusting  which  provides  a 
tough  hut  pliable  covering  for  burns  has  been  used 
successfully  at  the  Hospital  for  Sick  Children  in 
Toronto,  according  to  Doctor  M.  D.  Maxmen  of 
the  hospital  staff.  He  said  this  can  be  applied  so 
easily  that  parents  may  use  it  at  home  for  burned 
children,  and  that  600  such  cases  handled  this  way 
in  Toronto  showed  no  complications. 

In  large  casualty  situations  where  treatment 
would  he  in  the  hands  of  lesser  trained  persons  or 
the  victims  themselves,  treatment  with  aluminum 
powder  for  the  first  48  hours  could  he  done  “with 
a minimum  of  effort.”  he  said. 


THE  DIAGNOSIS  IS  CANCER  - 
THE  DOCTOR  SPEAKS 

concluded  front  page  219 

The  proper  method  of  telling  the  patient  varies, 
naturally,  with  the  particular  circumstances  and 
the  particular  personalities  involved,  but  by  and 
large  the  aims  to  keep  in  mind  are  truthfulness  (be 
positive  and  specific;  to  not  belittle  the  serious- 
ness of  the  situation),  warmth  (use  your  knowl- 
edge of  the  patient  as  an  individual  and  your  own 
personality  to  establish  a good,  trusting  relation- 
ship right  from  the  start),  and  hopefulness  (tell 
the  patient  of  other  cases  similar  to  his  and  of  the 
many  treatments  available). 

It  is  often,  in  fact  almost  always,  helpful  to 
bring  the  word  cancer  into  the  discussion  immedi- 
ately. It  clears  the  air,  since  no  matter  what  the 
voiced  complaint,  the  real  one  is  fear  of  cancer,  and 
it  opens  the  way  for  a frank  and  confiding  discus- 
sion of  any  superstitions  or  misconceptions  the 
patient  may  have  on  his  mind.  If  this  openness  is 
attained  in  the  first  conversation,  you  have  taken 
a big  step  toward  the  ultimate  rehabilitation  of  your 
patient. 

What  I tell  my  patients  sounds  something  like 
this : “You  have  a tumor  in  your  rectum.  At  this 
examination,  I cannot  label  the  type  of  tumor  defi- 
nitely ; therefore  I have  removed  pieces  of  it  for 
microscopic  examination. 

“I  know  what  you  are  thinking, — cancer.  To 
he  honest,  the  surface  does  not  look  good  because 
it  is  ulcerated.  It  is  on  the  surface,  however,  and 
just  as  a bruised  apple  rots  from  the  top  to  the 
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center,  so  a tumor  in  this  area  may  he  bad  only 
on  the  surface.  I will  know,  and  I will  tell  you 
positively  when  I receive  the  report. 

“Regardless  of  the  report,  I can  tell  you  now 
that  the  size  of  the  tumor  indicates  that  you  may 
need  a colostomy,  which  is  the  removal  of  the  rec- 
tum and  the  substitution  of  an  opening  in  the  side 
of  your  belly.  There  is  also  the  possibility  that  the 
tumor  may  be  removed  without  causing  any  nar- 
rowing of  the  rectum,  and  you  will  be  as  you  are 
now.  Whether  or  not  you  will  need  this  opening 
on  the  side  can  be  determined  only  at  operation. 

“This  is  a serious  operation,  and  as  in  all  oper- 
ations there  is  always  the  possibility  of  complica- 
tions. You  should  get  your  house  in  order  as  re- 
gards your  family,  your  will,  etc.,  so  that  we  can 
arrange  promptly  for  your  hospitalization.  This 
sounds  serious ; it  is  serious,  but  I have  faith  that 
you  will  survive  this  illness.  You  must  have  faith 
in  my  solemn  promise  that  I will  do  what  is  best 
for  your  cure.” 

I then  encourage  my  patient  to  ask  me  any 
questions  that  may  occur  to  him,  and  I answer 
them  as  specifically  and  as  honestly  as  possible.  I 
feel  that  this  mental  preparation  for  a serious  oper- 
ation is  most  desirable  in  that  it  allows  for  almost 
any  eventuality  and  yet  in  case  of  a palliative  pro- 
cedure with  metastasis,  the  patient  would  not  he 
cognizant  of  his  oncoming  terminal  status. 

\\  hatever  our  words  to  our  patients,  we  must 
first  of  all  wipe  fear,  doubt,  ignorance,  confusion 
from  our  faces.  Our  patients  pay  less  attention  to 
what  we  say  than  to  how  we  say  it,  more  attention 
to  our  facial  expression  than  to  our  words.  The 
facts  are  and  must  be  clear,  and  our  knowledge 
specific  and  unequivocal  when  we  examine  and  talk 
to  the  patient.3 

As  in  any  illness,  a warm  personal  relationship 
between  physician  and  patient  is  essential  to  diag- 
nosis, treatment  and  cure.  The  doctor  should  seem 
protective,  not  threatening,  and  should  encourage 
dependency,  especially  in  the  early  stages.  He 
should  draw  out  the  patient  in  order  to  combat  with 
facts  any  irrational  beliefs  or  misconceptions  the 
patient  may  entertain.  The  sense  of  trust  developed 
will  enable  both  doctor  and  patient  to  achieve  the 
complete  rehabilitation  which  is  their  common  aim. 
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TOBACCO  AND  LUNG  CANCER 


At  the  time  of  this  writing  word  has  just  been 
received  of  the  death  from  carcinoma  of  the 
lung  of  Doctor  Evarts  A.  Graham  of  St.  Louis. 
This  sad  event  gives  us  reason  to  take  pause.  Even 
though  Doctor  Graham  had  not  smoked  for  the  last 
ten  years  of  his  life,  he  had  been  a cigarette  smoker 
before  that. 

Although  Mueller  in  Germany  had  suggested  as 
early  as  1939  that  a relationship  between  lung  can- 
cer and  smoking  was  probable,  Graham  and 
Wynder  were  responsible  for  the  first  forceful  and 
significant  presentation  of  this  hypothesis  to  the 
American  medical  profession.  A report  of  the  stu- 
dies on  which  their  conclusions  were  based  was 
made  to  a national  cancer  conference  in  1949.  Since 
that  time  there  has  been  increasing  attention  given 
to  the  subject.  The  statistical  studies  of  Hammond 
and  Horn  for  the  American  Cancer  Society,  re- 
ported to  the  American  Medical  Association  in 
1954,  were  largely  responsible  for  the  widespread 
interest  of  the  laity  in  the  subject.  So  much  appre- 
hension, in  fact,  was  aroused  by  this  report  that  it 
was  followed  by  a substantial  fall  in  the  value  of 
tobacco  stocks  on  the  New  York  Stock  Exchange 
(they  have  since  recovered). 

There  has  been  much  space  devoted  to  the  sub- 


ject both  in  the  medical  literature  and  in  the  lay 
press.  The  reports  have  embraced  both  statistical 
and  experimental  studies,  the  latter  having  largely 
to  do  with  the  possible  presence  of  carcinogens  in 
tobacco  smoke.  The  validity  of  some  of  the  statis- 
tical conclusions  has  been  questioned  by  Berkson 
of  the  Mayo  Clinic  and  by  Hueper  of  the  National 
Cancer  Institute.  The  evidence  in  favor  of  a rela- 
tionship between  smoking  and  lung  cancer,  never- 
theless, seems  to  be  increasing. 

A review  of  this  now  large  subject  would  not  he 
appropriate  here.  The  interested  reader  is  referred 
to  an  excellent  and  comprehensive  editorial  review 
by  Paul  W.  Clough  titled,  The  Relationship  of 
Cigarette  Smoking  to  Bronchogenic  Carcinoma  in 
the  January  1957  issue  of  the  Annals  of  Inter- 
nal Medicine. 

As  doctors,  however,  we  are  constrained  to  note 
the  reports  from  Great  Britain  by  Doll  and  Hill, 
both  experts  in  medical  statistics,  on  mortality 
among  British  doctors.  From  their  massive  studies 
they  have  concluded  unequivocally  that  among  phy- 
sicians the  “rising  mortality  from  lung  cancer  in 
smokers  compared  with  non-smokers,  and  in  heavy 
smokers  compared  with  lighter  smokers  has  been  a 
feature  of  each  stage  of  life.” 


contimied  on  next  page 
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MORE  MEDICARE 


In  January  we  editorialized  on  The  Erosion  of 
Medical  Liberties  in  which  we  detailed  some  of  - 
the  basic  philosophy  concerning  the  Congressional 
action  in  expanding  governmental  medical  care 
through  the  Dependents  Medical  Care  Act. 

We  noted  that  the  Senate  and  House  conferees 
stated  that  after  the  plan  had  been  in  operation  for 
spouses  and  children  for  a period  of  time 

"it  may  be  possible  to  later  extend  the  law  to  the  other 
groups  that  would  have  been  included  under  the  House 
bill  . . 

And  further,  the  report  stated, 

"It  is  obvious  that  the  program  cannot  be  extended 
to  retired  members  and  other  groups  until  at  least  a cost 
and  experience  level  has  been  obtained  as  a result  of  the 
program  which  is  to  be  placed  in  operation  . . . 

The  Medicare  program  went  into  operation  on 
December  7,  1956. 

Two  weeks  after  the  85th  Congress  convened, 
Representative  Boggs (D  ) of  Louisiana  introduced 
a bill  to  amend  the  Medicare  act  to  provide  that 
certain  retired  members  of  the  uniformed  services 
should  get  the  same  benefits  as  certain  dependents 
of  members  of  the  uniformed  services. 

On  February  18,  Senator  Kefauver(D)  of  Ten- 
nessee, introduced  the  same  amendment  in  the 
Senate  as  Representative  Boggs  had  presented  to 
the  House. 

These  actions  clearly  indicate  how  quickly  is  the 
progress  of  the  “foot-in-the-door”  technique  in  the 
expansion  of  socialized  programs  stemming  out  of 
our  Congressional  chambers.  Once  certain  retired 
members  get  additional  benefits,  all  retired  mem- 
bers will  clamor  for  the  coverage.  If  ever  we  have 
had  a ‘‘dry  run”  in  the  making  of  a pattern  for  a 
socialized  medical  care  system  in  the  country,  it  is 
apparent  the  present  program  is  it. 

When  the  state  medical  societies  were  forced  to 
negotiate  individually  with  the  federal  authorities 
for  this  program,  little  did  they  apparently  realize 
that  the  divide  and  conquer  technique  was  in  oper- 
ation. A check  on  the  varied  schedules  of  allow- 
ances for  the  states  — especially  in  view  of  the  fact 
that  the  revised  schedule  for  Rhode  Island  was 
not  approved  — shows  the  confusion  that  was 
created. 

And  further  evidence  of  the  problem  is  high- 
lighted by  the  latest  action  of  the  federal  authorities 
in  refusing  to  renegotiate  any  state  programs  after 
six  months  of  operation,  as  originally  promised. 
Now  the  renegotiations  are  put  off  until  1958. 
Why? 

The  most  flagrant  abuse  of  the  medical  profes- 
sion that  has  come  to  our  attention  in  the  Medicare 
releases  is  that  made  in  the  Department  of  Defense 
pamphlet  (6-4)  titled  Medical  Care  for  Sendee 


Dependents  prepared  by  the  Office  of  Armed 
Forces  Information  and  Education.  Presumably 
every  serviceman,  or  his  spouse,  got  one  of  these 
propaganda  pamphlets.  Listen  to  this  opening  mes- 
sage in  the  pamphlet : 

"Assume  you’re  a Service  wife  in  trouble  . . . real 
trouble!  You  are  driving  across  the  country  with  your 
12-year  old  son,  Johnny,  when  suddenly  he  becomes  ill. 
Stopping  along  the  way,  you  take  him  to  a civilian  doctor 
who  advises  immediate  hospitalization. 

"You  shudder!  Your  husband  is  overseas  and  you  are 
a thousand  miles  from  home.  You  are  far  away  from 
Armed  Forces  or  Public  Health  Service  hospital,  and 
your  cash  is  running  low.  What  do  you  do?  . . .” 

What  a ridiculous  question  to  ask ! Who  would 
ever  think  of  asking  for  help  in  the  nearest  com- 
munity in  such  a case  in  this  great  country  of 
ours?  No  one,  of  course,  because  we  are  a callous, 
hard-hearted  people  who  like  to  see  children  suffer, 
mothers  in  distress,  and  everyone  in  trouble.  No 
community  hospital  would  ever  admit  the  patient 
described  above ; certainly  no  doctor  would  ever 
help  the  patient ! 

But,  says  our  propaganda  friend  in  Washing- 
ton . . . 

"You  don’t  have  to  worry  about  the  cost  of  hospital- 
ization or  treatment  in  a hospital  for  yourself  or  your 
children  in  most  cases.  There  are  some  exceptions  which 
will  be  discussed  later.  Generally,  though,  the  United 
States  Government  stands  behind  you  . . . ready  to  pay 
most  of  your  major  medical  expenses.” 

Run  up  the  flags  and  break  out  with  the  cheers, 
for  Uncle  Sam  has  come  to  the  rescue  with  Medi- 
care . . . (and  an  increase  in  taxes  that  is  never 
mentioned). 

But  doctors,  like  every  other  working  person, 
should  be  paid  for  their  services,  and  suppose  the 
government  allowance  isn't  sufficient  to  pay  the 
cost  of  the  service?  Then,  says  our  propaganda 
writer  (without  Congressional  authority)  . . . 

"When  you  seek  civilian  medical  care,  ask  the  doctor 
whether  he  has  agreed  to  accept  the  fee  stipulated  by  the 
Government  as  full  payment  in  your  case.  He  should 
expect  you  to  pay  no  fees  ( other  than  ones  authorized 
by  the  government).  IF  YOU  DO  PAY  MORE,  THE 
GOVERNMENT  WILL  PAY  NO  PORTION  OF  THE 
BILL.”  ( Capitals  ours. ) 

This  assumption,  based  on  no  Department  of 
Defense  directive  that  we  have  been  privileged  to 
read,  and  certainly  not  based  on  any  provision  in 
the  bill  enacted  by  the  Congress,  is  an  open  attempt 
to  discredit  every  American  physician  who  would 
disagree  with  the  schedule  of  allowances  that  the 
federal  government  would  establish  for  his  prac- 
tice, even  if  the  allowance  is  inadequate  for  the 
service  rendered,  or  below  the  customary  fee  for 
that  service  in  any  given  local  area. 

The  question  is  not  one  of  fees  or  allowances. 

The  question  is  one  of  principle.  The  American 
doctor,  in  our  opinion,  is  obligated  to  render  the 
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same  high  standard  of  medical  care  to  the  depend- 
ents of  the  armed  services  that  he  gives  to  every 
other  citizen,  and  he  is  entitled  to  set  his  own  fee 
for  his  services  on  the  basis  of  the  fair,  customary 
and  prevailing  charges  for  such  services  in  his  own 
community. 

When  we  cease  to  uphold  and  fight  for  honest 
American  principles  of  freedom,  we  are  ready  to 
yield  to  the  socialists.  In  Rhode  Island,  at  least,  we 
will  never  yield. 

STRESS 

In  clinical  discussions  and  considerations  of  the 
patho-physiology  of  disease,  injury  and  surgical 
operations,  no  word  is  more  often  repeated  than  the 
word  “stress.”  From  the  many  definitions  of  this 
key  word  that  are  found  in  dictionaries,  none  is 
completely  satisfactory,  but  the  concept  is  one  with 
which  physicians  generally  are  quite  familiar.  Per- 
haps, if  one  calls  it  severe  strain  on  the  structure 
and  functions  of  a person,  one  will  have  come  close 
to  defining  it : strain  on  the  whole  human  being,  his 
tissues,  his  emotions,  his  personality. 

Since  the  early  studies  of  Cannon  and  other 
physiologists  on  the  activity  of  the  adrenal  medulla 
and  sympathetic  nervous  system  in  the  preparation 
for  “fight  or  flight.”  much  additional  information 
has  been  added.  The  work  of  Bavliss,  Thorn,  Selye 
and  a host  of  others  have  shown  the  nature  and 
importance  of  the  reaction  to  stress,  with  particular 
emphasis  on  the  secretion  of  steroid  compounds  by 
the  adrenal  cortex,  a number  of  which  have  been 
isolated  and  studied.  Some  have  been  modified  and 
improved  by  the  magic  of  chemical  synthesis. 
Although  the  methods  available  for  the  measure- 
ment of  the  adrenocortical  steroids  produced  under 
stress  leave  much  to  be  desired,  still,  the  fact  that 
they  are  so  produced  is  definite. 

It  is  clear,  furthermore,  that  various  types  of 
stress  can  bring  about  the  defensive  reaction  which 
the  increase  in  the  production  of  these  substances 
represents.  Both  physical  and  emotional  stress  can 
produce  this  result,  and  this  reaction  is,  it  must  be 
remembered,  one  of  the  normal  functions  of  the 
body  — for  man  was  not  built  for  existence  in  a 
world  of  calm,  but  in  a world  of  danger  and 
anxiety. 

The  pathway  from  the  higher  centers  through 
the  hypothalamus  to  the  anterior  pituitary,  and  the 
resulting  increase  in  corticotropin,  which  stimu- 
lates the  adrenal  cortex,  is  a common  conception, 
and  yet  we  are  but  on  the  threshold  of  a real  under- 
standing of  the  whole  picture.  Further  knowledge 
will  be  obtained  in  two  ways : First,  and  most  im- 
portant, by  careful  and  painstaking  research  illumi- 
nated by  the  glow  of  constructive  imagination 
which  is  constantly  pointing  the  way  that  the  plod- 


ding steps  of  investigation  must  travel  - — just  such 
research  as  that  which  has  brought  us  to  the  point 
we  have  already  reached.  Second,  and  unfortu- 
nately, by  the  crude  system  of  trial  and  error  — 
error  which  is  bound  to  be  costly. 

That  the  steroids  derived  from  the  adrenal 
cortex  and  their  analogues  are  extremely  powerful 
materials  must  be  realized  by  all.  It  is,  however, 
equally  apparent  that  areas  left  vacant  bv  appre- 
hensive angels  do  not  remain  vacant  long.  Under 
the  seductive  influence  of  pharmaceutical  salesman- 
ship, and  the  demand  for  the  latest  “scientific” 
treatment  by  the  partly  informed  public,  the  prac- 
titioner is  tempted  to  the  free  use  of  powerful 
agents  such  as  these,  when,  in  many  instances,  those 
who  have  really  investigated  them  and  know  them 
best  are  using  them  with  caution  and  conservatism. 
The  more  we  know  of  the  real  nature  and  results 
of  stress,  and  the  more  we  can  find  out  about  these 
important  substances  with  which  our  bodies  react 
to  stress,  the  more  effective  will  be  our  care  of 
those  who  need  our  help  when  the  stress  bids  fair 
to  be  more  than  they  can  bear. 

NEW  YORK  IN  JUNE 

Once  again  the  “greatest  medical  show  on  earth” 
comes  to  the  Eastern  seaboard  when  the  American 
Medical  Association  holds  forth  in  its  106th  annual 
session  in  New  York  City,  June  3d  through  the  7th. 

Exhibits,  scientific  lectures,  medical  films  and 
color  television  programs  of  the  highest  order  will 
provide  the  incentives  for  more  than  twenty-thou- 
sand doctors  to  make  the  trip  to  New  York  for  a 
postgraduate  medical  education  course  that  is  with- 
out equal. 

Those  of  us  in  New  England  who  are  very  fami- 
liar with  the  nation’s  largest  city  will  look  forward 
(as  we  are  sure  visitors  from  all  states  will)  to 
participating  in  the  programs  at  the  new  Coliseum 
— New  York’s  four-storied  exhibition  hall  at 
Columbus  Circle.  This  new  edifice  will  permit  doc- 
tors to  attend  lectures,  visit  scientific  and  technical 
exhibits,  and  view  television  and  motion  picture 
programs  in  the  one  building. 

Escalators,  plus  high-speed  elevators,  air  condi- 
tioning, and  all  the  latest  features  for  the  comfort 
and  convenience  of  convention  registrants  should 
make  the  New  York  session  a pleasant  one  for  all. 
Certainly  more  Rhode  Islanders  than  ever  before 
should  plan  to  attend  this  year. 
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HIGHLIGHTS  OF  THE  53d  ANNUAL  CONGRESS 
ON  MEDICAL  EDUCATION  AND  LICENSURE 

Abstracted  from  the  Summary  Report  of  the 
American  Medical  Association  of  the  Meeting 
held  in  Chicago,  February  9-12,  1937 


The  Congress,  attended  by  almost  1,000,  is 
sponsored  by  the  American  Medical  Associa- 
tion's Council  on  Medical  Education  and  Hospitals. 

The  efforts  of  all  sectors  of  medical  education  in 
making  men  “fit”  to  practice  medicine  while  this 
expansion  continues  was  considered  from  several 
viewpoints. 

Setting  the  background  for  them  was  Doctor 
Herman  Weiskotten,  Skaneateles,  New  York,  re- 
tiring chairman  of  the  Council,  who  defended 
current  medical  education  while  pointing  out  future 
needs. 

Doctor  Weiskotten  said  critics  of  medical  schools 
generally  have  no  firsthand  information  and  are 
usually  persons  with  “special  interests”  in  socio- 
economic. psychological  or  public  health  fields. 

He  said  the  provision  of  full-time  competent 
faculties,  properly  equipped  laboratories,  and  the 
atmosphere  “of  untold  importance  in  the  scholarly 
growth  of  medical  students.” 

Doctor  Dwight  Murray,  Napa,  California, 
A.M.A.  president,  said  that  since  the  four  years  of 
expansion  of  research  in  schools  have  provided  an 
undergraduate  training  are  too  short  to  learn 
“everything,”  medical  education  must  continue 
throughout  the  doctor’s  life.  A major  need  today 
is  for  expansion  of  postgraduate  work  to  keep  the 
doctor  “a  truly  fit  practitioner.” 

By  "fit  to  practice”  Doctor  Murray  said  he  meant 
possessed  of  “a  sense  of  personal  dedication  to 
scientific  humanitarian  service,  a dedication  to  the 
ideas  of  the  medical  profession  . . . honesty  (intel- 
lectual as  well  as  moral)  and  an  over-all  high 
standard  of  personal  ethics,  the  willingness  to  work 
hard  and  continuously,  a lively  curiosity  about 
people  and  processes,  emotional  stability,  and  a 
sympathetic  personality.” 

Unfortunately,  the  “demanding  period  of  train- 
ing, with  its  inevitable  economic  strain,  has  become 
so  long  that  it  is  beginning  to  discourage  candidates 
from  entering  the  field  of  medicine,”  according  to 
Doctor  W.  Barry  Wood,  vice  president  of  the 
Johns  Hopkins  Medical  Institutions. 

Many  young  men  have  to  enter  private  practice 
immediately  on  graduation  because  they  can’t 


afford  hospital  residency  experience. 

“Such  shortcuts  to  practice  in  this  age  of  ex- 
panding science  deprives  society  of  the  maximal 
return  on  its  investment  in  medical  manpower,” 
he  said. 

Harvard's  Approach  to  Problem 

One  attempt  to  correct  this  is  the  long-range 
plan  at  Harvard  where  efforts  to  attract  talented 
students  to  medicine  are  based  on  two  factors : 
shortening  the  course  of  training  for  physicians  by 
two  years,  and  cutting  accordingly  the  now  almost 
prohibitive  costs  of  medical  education. 

The  objectives  are  to  break  down  “the  presently 
existing  barrier”  between  the  liberal  arts  and  the 
medical  sciences,  and  thus  not  only  liberalize  train- 
ing of  medical  students,  but  also  bring  the  school  of 
medicine  into  closer  collaboration  with  the  rest  of 
the  University;  to  add  strength  in  the  basic  science 
department  of  the  medical  school  “on  the  grounds 
that  these  departments  must,  in  the  final  analysis, 
serve  as  the  foundation  of  clinical  medicine  and 
public  health. ’’ 

The  notion  that  “scientific  training  dries  up  the 
milk  of  human  kindness”  was  attacked  by  Doctor 
Dana  W.  Atcblev,  professor  of  clinical  medicine 
at  Columbia  University  College  of  Physicians  and 
Surgeons. 

Self-Reliance  Vital 

Stating  that  a physician  must  be  “first  of  all  a 
scientist,”  Doctor  Atchley  said  that  educators  seek- 
ing to  produce  the  ideal  physician  should  try  to 
select  cultivated  men  and  women.  However,  they 
can  be  made  into  complete  physicians  capable  of 
coping  with  the  complex  and  changing  field  of 
medicine  in  only  one  way:  “by  establishing  an 
atmosphere  of  sound  critical  thinking,  in  an  envi- 
ronment dedicated  to  advancing  the  science  which 
is  the  physician’s  unique  contribution  to  man’s 
health  and  happiness.” 

Because  facts  become  outdated  so  quickly  today, 
a new  physician  must  rely  on  himself  to  evaluate 
new  knowledge.  His  scientific  growth  depends 
more  on  “how  he  learned  to  use  his  mind  rather 
than  on  what  he  was  able  to  store  in  it  during 
medical  school.” 


continued  on  page  23 6 
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Pro-Banthine®  Relieves  Pain, 

Accelerates  Peptic  Ulcer  Healing 


The  efficiency  of  Pro-BanthTne  (brand  of 
propantheline  bromide)  in  inhibiting  the 
chemical  substance  which  mediates  para- 
sympathetic gastric  activity  explains  the 
success  of  the  drug  in  ulcer  therapy.  Pro- 
BanthTne  blocks  acetylcholine  at  both  the 
ganglia  and  parasympathetic  effector 
sites.  This  dual  action  controls  excess 
neural  stimulation  of  both  gastric  secre- 
tion and  motility. 

The  therapeutic  benefits  of  this  anti- 


cholinergic blockade  consist,  as  many 
clinical  investigators  have  noted,  in 
prompt  relief  of  ulcer  pain  and  pro- 
nounced acceleration  of  ulcer  healing. 

The  suggested  initial  dosage  is  one  15- 
mg.  tablet  with  meals  and  two  tablets  at 
bedtime.  Two  or  more  tablets  four  times 
a day  may  be  indicated  in  severe  manifes- 
tations. G.  D.  Searle  & Co.,  Chicago  80, 
Illinois.  Research  in  the  Service  of 
Medicine. 
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. . . through  earlier  detection,  improved  surgery  and  the 
anti-tuberculosis  drugs.  These  advances  have  reduced 
tuberculosis  from  first  to  sixth  place  among  the  ten  lead- 
ing causes  of  death. 

Obviously,  the  job  is  far  from  ended.  Hospitals,  uni- 
versities and  research  laboratories  the  world  over  are 
searching  constantly  for  more  effective  medicines  of 
potential  value  in  treating  this  once-deadly  disease. 

As  a maker  of  medicines  prescribed  by  physicians, 
Parkc-Davis  is  proud  to  be  among  those  engaged  in  this 
great,  world-wide  fight  against  tuberculosis. 


Copyright  1957 — Parke,  Davis  & Company,  Dclroit  32.  Michigan 


Working  with  your  physician,  your  pharmacist 
and  your  hospital  to  make  modern  medical  care  one 
of  the  most  rewarding  investments  of  your  life . 


PARKE,  DAVIS  & COMPANY 


wmW. 


Six  months  ago,  when  Tom  came  down  with  tuber- 
culosis, his  friends  feared  that  he  would  disappear 
from  the  world  of  the  well  to  spend  years  in  a hospital. 

Those  fears  might  have  been  justified  some  time  ago. 
Now,  fortunately,  when  cases  like  Tom’s  are  discovered 
early,  doctors  can  often  restore  good  health  without  the 
long  stay  in  a hospital,  and  all  the  attendant  worries 
about  the  problems  of  finances,  family  and  future. 

Tuberculosis  is  still  a great  problem  when  diagnosis  is 
delayed  and  the  disease  has  progressed.  But  experts  agree 
that  medical  science  has  surely  gained  the  upper  hand 
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“Tom”  had  tuberculosis.  And  in  this  latest  Parke-Davis  message  on 
the  cost  of  medical  care,  "Tom’s  case”  is  used  as  a specific  example 
of  the  heartening  progress  being  made  against  sickness  and  disease. 

The  ad  points  out  that,  thanks  to  earlier  detection,  improved 
surgery  and  the  anti-tuberculosis  drugs,  tuberculosis  has  fallen  from 
first  to  sixth  place  among  the  ten  leading  causes  of  death. 

Unfortunately,  most  people  do  not  appreciate  the  priceless  value 
of  today’s  more  effective  medical  care  until  they  come  face  to  face 
with  a dread  disease — like  "Tom”.  And  that’s  why,  with  a colorful 
new  series  of  advertisements,*  Parke-Davis  is  helping  to  give  your 
patients  a new  and  clearer  understanding  of  what  modern  medical 
care  can  do  for  them — in  terms  of  getting  them  well  quicker,  back 
on  the  job  again,  and  even  saving  their  lives. 

In  short,  we’re  continuing  to  tell  your  patients  that  prompt  and 
proper  medical  care  may  well  turn  out  to  be  the  biggest  bargain 
ever  to  come  their  way. 
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“It  is  through  the  processes  of  science  that  mean- 
ing is  attached  to  otherwise  lifeless  data,”  he  said. 
“Science  transforms  the  static  into  the  dynamic  . . . 
and  adds  the  delightful  intellectual  savor  of  under- 
standing. The  joy  of  understanding  is  both  the 
closest  rival  to  the  joy  of  service  and  its  most  effec- 
tive partner.” 

Teaching  of  “basics”  with  interrelating  of  vari- 
ous subjects  was  also  emphasized  by  Doctor  Oliver 
Cope,  associate  professor  of  surgery  at  Harvard 
Medical  School. 

Three  separate  factors  today  “cry  for  revision 
of  our  present  approach  to  medical  education : the 
huge  body  of  knowledge  useful  to  medicine,  the 
birth  of  a well-founded  psychiatry,  and  the  threat- 
ening hoard  of  obsolete  modes  of  therapy,”  Doctor 
Cope  said. 

If  the  present  line  of  curriculum  extension 
should  continue  it  could  reach  the  “astonishing 
length  of  18  years”  of  training  by  1970,  he  said. 
No  concerted  effort  has  been  made  “to  discriminate 
between  those  facts  essential  to  medical  education 
and  those  less  likely  to  stand  the  test  of  time.” 

Group  teaching,  he  said,  offers  a ready  solution. 
Teachers  from  two  to  four  departments  joining  in 
lectures,  seminars  and  clinics,  automatically  limits 
the  areas  and  facts  being  taught,  while  free  discus- 
sion between  faculty  members  in  front  of  the  stu- 
dents “opens  less  worthwhile  material  to  criticism.” 

At  present  there  are  too  many  departments,  he 
said.  For  instance,  physiology,  pharmacology  and 
biochemistry  are  all  teaching  aspects  of  the  same 
subject.  It  could  be  effective  if  they  were  joined  as 
a division  of  physiologic  chemistry. 

These  methods  could  afford  a prompt  means  of 
pruning  the  facts  taught,  of  weaving  psychiatry 
into  other  branches,  and  of  ridding  the  curriculum 
of  obsolete  therapies,  he  concluded. 

In  the  graduate  field,  one  of  the  major  changes 
has  been  the  incorporation  of  the  medical  school 
within  a university,  according  to  E.  Hugh  Luckey, 
dean  of  Cornell  University  Medical  College. 

While  this  has  resulted  in  some  difficulties,  the 
university’s  influence  on  research  and  teaching 
methods  has  greatly  advanced  the  state  of  the 
nation’s  health,  he  said. 

“.  . . the  four  years  of  medical  school  should 
constitute  an  experience  that  is  the  best  possible 
preparation  for  all  types  of  professional  careers  in 
medicine,”  he  said.  “This  experience  should  pre- 
pare the  physician  for  any  kind  of  professional 
career ; it  should  not  be  directed  primarily  toward 
training  for  any  particular  type  of  practice." 
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Since  it  is  impossible  for  the  medical  student  to 
learn  all  the  things  he  will  need  to  know  in  practice, 
medical  school  education  “must  necessarilv  be  cen- 
tered around  the  acquisition  of  a reasonable  and 
balanced  portion  of  the  available  knowledge”  and 
must  also  develop  “the  ability  to  come  to  adequate 
conclusions  from  inadequate  evidence,”  he  said. 

Graduate  Training  for  General  Practice 

When  graduate  training  is  aimed  toward  general 
practice,  it  must  meet  certain  principles,  Doctor 
William  Hildebrand,  Menasha,  Wisconsin,  former 
president  of  the  American  Academy  of  General 
Practice,  said.  Among  them : 1 . the  first  vear 
should  he  a well-rounded  rotating  internship;  2. 
general  residency  should  be  a minimum  of  two 
years  with  an  optional  third  for  specialization;  3. 
residency  must  he  flexible  with  choice  of  service ; 
4.  the  first  year  of  residency  should  cover  all  gen- 
eral fields  hut  emphasize  medicine,  pediatrics,  psy- 
chiatry ; 5.  the  second  year  should  include  experi- 
ence to  allow  the  generalist  to  handle  average 
traumatic  problems ; 6.  obstetrical  training  should 
insure  that  the  physician  can  handle  normal  obstet- 
rics and  give  him  the  ability  to  recognize  and  handle 
major  emergencies  and  complications.  7.  the  third 
or  elective  year  should  be  available  for  further 
clinical  training  in  the  particular  field  of  choice ; 
8.  bedside  instruction  should  he  supplemented  by 
conferences,  seminars,  audio-visual  aids,  labo- 
ratory facilities  — both  pathological  and  clinical, 
an  adequate  library,  pathological  tissues  and  case 
records ; 9.  outpatient  or  home  service  should  he 
available  for  experience  in  managing  ambulatory 
patients ; 10.  the  director  of  the  resident  program 
should  he  selected  with  care  and  given  full  respon- 
sibility for  planning  and  administering ; 11.  faculty 
and  clinical  staff  should  be  of  unquestioned  ability 
and  experience;  12.  general  residents  must  not  be 
considered  inferior  but  given  the  same  dignity  and 
prestige  as  residents  in  any  other  field. 

Physicians  looking  at  graduate  training  for  gen- 
eral practice  from  the  standpoint  of  the  various 
specialties  agreed  in  general  that  this  training  can- 
not be  expected  to  give  the  physician  knowledge  he 
can  only  get  in  practice.  “We  cannot  teach  experi- 
ence,” one  speaker  said. 

Generally  their  remarks  agreed  with  that  made 
by  Doctor  Lawrence  M.  Randall,  Mayo  Clinic 
obstetrician,  who  said  schools  should  give  the  phy- 
sician “basic  experience  to  enable  him  to  evaluate 
the  patient  so  he  has  a broad  perspective  of  the 
problems  and  is  able  to  select  treatment,  some  of 
which  he  may  give  but  in  addition  be  able  to  recog- 
nize treatment  that  others  should  administer.” 

In  psychiatry,  this  means  sufficient  knowledge 
and  background  to  make  a differential  diagnosis 

continued  on  page  238 


APRIL,  1957 


237 


Trasenllne-Phenobarbiia 


integrated,  relief . . . 
mild  sedation 
visceral  spasmolysis 
mucosal  analgesia 


TABLETS  (yellow,  coated),  each  containing 
50  mg.  Trasentine®  hydrochloride  (adiphenine 
hydrochloride  CIBA)  and  20  mg.  phenobarbital. 


C 1 B A 

Summit,  N.  J. 


2/222  8M 


238 


RHODE  ISLAND  MEDICAL  JOURNAL 

53d  ANNUAL  CONGRESS  ON 
MEDICAL  EDUCATION  AND  LICENSURE 

continued  from  page  2}6 


It's  whole  milk  processed  so  that  the  fat  particles 
(butter-fat)  in  the  cream  are  broken  up  and  evenly 
distributed  throughout  the  milk.  Enjoy  its  smooth, 
delicious  flavor  . . . creamy-rich  to  the  last  drop! 

CALL  GE  8-4450  today  for  home  delivery. 

A.  B.  MUNROE  DAIRY  INC. 

151  Brow  Street 

A«SS«!ONy  EAST  PROVIDENCE,  R.  I. 


...  there’s  Cream 
in  every  drop! 


GRADE  A 

HOMOGENIZED  MILK 


in  view  of  the  dual  role  of  this  field  — personality 
function  and  psychophysiology,  according  to  Doc- 
tor M.  Ralph  Kaufman,  Columbia  University  Col- 
lege of  Physicians  and  Surgeons  and  chief  of 
psychiatry  at  Mount  Sinai  Hospital. 

He  also  suggested  that  psychiatric  teaching  staff 
members  should  spend  most  of  their  time  with 
other  members  of  the  faculty  rather  than  with 
students,  since  “psychiatry  must  he  demonstrated 
by  every  teacher  of  basic  science  and  every  clini- 
cian . . . and  in  terms  of  patients  seen  on  their  own 
wards  rather  than  those  selected  patients  on  psy- 
chiatric service.” 

Postgraduate  Education  Lifelong  Process 

Before  postgraduate  medical  education  can  “be- 
come of  age”  a number  of  challenges  must  he  met. 
Doctor  William  Sodeman  of  the  University  of 
Missouri  School  of  Medicine,  Columbia,  said. 

Keynoting  the  session  on  this  topic,  Doctor  Sode- 
man said  that  continuing  education  for  the  prac- 
ticing physician  has  not  yet  reached  the  level  of 
undergraduate  and  graduate  training,  mainly  be- 
cause its  problems  and  programs  have  not  been 
clearly  defined. 

One  of  the  major  problems  is  the  varied  needs 
and  interests  of  the  practicing  physician,  he  said. 

“In  undergraduate  and  graduate  education  the 
student  groups  involved  are  fairly  uniformly 
graded  and  the  programs  are  generally  full  time. 
In  the  postgraduate  field  these  features,  which  lead 
to  a relatively  easily  planned  program,  do  not  exist. 
Each  man’s  problems,  needs,  opportunities,  time, 
stimulus,  background  of  experience,  and  training 
vary  widely,”  he  said. 

Doctor  Victor  Johnson,  vice  chairman  of  the 
Council  and  a physician  at  the  Mayo  Foundation 
for  Education  and  Research,  agreed  that  postgrad- 
uate education  as  a lifelong  process  must  he  equal 
in  quality  to  undergraduate  education.  He  noted 
that  the  Council  has  become  more  concerned  with 
this  problem  since  World  V ar  II  and  is  beginning 
to  offer  suggestions  and  recommendations. 

Several  examples  of  postgraduate  education 
through  different  techniques  were  given  by  speak- 
ers connected  with  such  programs.  One  of  these, 
the  regional  hospital  — medical  school  affiliated 
program,  offers  the  practicing  physician  an  “un- 
equaled ‘do-it-yourself  potential.”  according  to 
Doctor  Harry  A.  Towsley,  University  of  Michigan 
Medical  School. 

Doctor  Towsley,  who  coordinates  the  Michigan 
postgraduate  program,  said  the  best  place  for  a 
physician  to  continue  his  education  is  within  his 
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own  hospital.  This  is  true,  however,  “only  as  long 
as  he  maintains  an  open,  inquiring,  critical  mind' 
and  a keen  interest  in  the  progress  of  the  science 
of  medicine.” 

Doctor  Towsley  said  the  major  feature  of  the 
Michigan  program  is  the  cooperation  of  the  prac- 
ticing physician  in  the  regional  hospital  training 
courses  supervised  by  the  medical  school.  Through 
teaching  of  undergraduate  and  graduate  students, 
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the  physician  himself  has  an  opportunity  for  edu- 
cational stimulation. 

“This  opportunity  is  greatly  enhanced  if  his  hos- 
pital is  charged  with  the  responsibility  of  providing 
a satisfactory  training  experience  for  interns  or 
medical  students,  particularly  if  that  obligation  is 
discharged  with  pride  in  the  product  of  its  efforts,” 
he  said. 

The  Kansas  program,  described  by  Doctor 
Mahlon  H.  Delp  of  the  University  of  Kansas 
School  of  Medicine,  is  the  prototype  of  postgrad- 
uate education  involving  a medical  school  and  a 
state  society.  The  chief  responsibility  is  in  the  Uni- 
versity and  its  department  of  postgraduate  medical 
education  of  the  School  of  Medicine.  The  Univer- 
sity’s recognition  of  this  department’s  prime  re- 
sponsibility was  a major  step,  but  most  important 
has  been  the  cooperation  and  association  of  the 
state  medical  society  — “the  program's  student 
body,”  he  said. 

Constant  participation  of  basic  science  along 
with  clinical  teachers  in  teams  both  on  “circuit” 
and  “short  course”  programs  has  done  much  to 
eliminate  “the  schism  between  basic  scientists  and 
practicing  physicians,”  he  noted. 

Outlining  the  experiment  at  the  Hunterdon  Med- 
ical Center,  Flemington,  New  Jersey,  was  Doctor 
Edmund  Pellegrino,  its  medical  director.  The  hos- 
pital was  planned  to  provide  “a  broad  spectrum  of 
medical  services  to  a rural  community  at  a level  of 
quality  equivalent  to  that  practiced  in  the  univer- 
sity medical  center.”  he  said. 

Its  most  important  aspect  — both  for  the  patient 
and  for  the  education  of  the  practicing  physician  — 
has  been  the  close  cooperative  effort  of  general 
practitioners  and  specialists.  Especially  valuable  is 
the  avoidance  of  isolating  the  general  practitioner 
from  the  medical  community,  bringing  him  into 
close  daily  contact  with  a staff  of  full-time  special- 
ists, he  said. 

Examination  Institute  Held 

Prior  to  the  opening  of  the  Congress  itself,  the 
Federation  of  State  Medical  Boards  of  the  United 
States  held  its  first  Examination  Institute,  cover- 
ing obstetrics  and  gynecology. 

The  purpose  of  the  institute  — which  is  expected 
to  he  held  periodically,  covering  a different  field 
each  time  — is  to  bring  licensing  board  members 
together  to  compare  notes  and  to  work  toward 
equalizing  licensure  among  the  states. 

“Our  schools  are  so  well  standardized  that  any 
graduate  of  an  American  or  Canadian  medical 
school  is  sufficiently  educated  to  practice  medicine 
in  any  state,”  according  to  Doctor  Joseph  J.  Combs, 
Raleigh,  North  Carolina,  president  of  the  Federa- 
tion. 
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DISTRICT  MEDICAL  SOCIETY  MEETINGS 


PROVIDENCE  MEDICAL  ASSOCIATION 

A meeting  of  the  Providence  Medical  Associa- 
tion held  jointly  with  the  Rhode  Island  Heart 
Association  was  held  at  the  Medical  Library  on 
Monday,  March  4,  1957.  The  meeting  was  called 
to  order  by  the  president.  Doctor  Thomas  L. 
Greason,  at  8:30  p.m. 

A motion  was  made,  seconded,  and  passed  that 
the  reading  of  the  minutes  of  the  previous  meeting 
of  the  Association  he  omitted. 

Report  of  the  Secretary 

The  Secretary  reported  as  follows : The  Execu- 
tive Committee  has  approved  of  the  plans  of  the 
Committee  on  entertainment  for  the  Annual  Din- 
ner and  Golf  Tournament  of  the  Association  to  be 
held  at  the  Rhode  Island  Country  Club  on  Wednes- 
day, June  12,  1957. 

The  Golf  Tournament  will  he  sponsored  this 
year  by  the  Charles  Pfizer  Company. 

Complete  details  regarding  this  annual  event  will 
he  sent  to  the  membership  by  the  Entertainment 
Committee  at  a later  date. 

Announcements  by  the  President 

The  president  made  the  following  announce- 
ments : that  the  Obituary  Committee  of  Doctors 
Walter  C.  Gordon  and  Frank  Jadosz  has  prepared 
the  Association’s  tribute  to  the  late  Doctor  Edmund 
D.  Chesehro  which  has  been  placed  on  permanent 
file. 

That  he  had  named  a committee  consisting  of 
Doctors  Louis  I.  Kramer  and  Banice  Feinberg  to 
prepare  the  Association’s  tribute  to  the  late  Doctor 
Perry  Bernstein. 

Election  of  New  Members 

The  secretary  reported  that  the  Executive  Com- 
mittee recommends  for  election  to  active  member- 
ship the  following:  J.  Wallace  Conklin,  M.D. ; 
Mario  Nicotra,  M.D. ; Wilson  Utter,  M.D.;  Gio- 
vannini  Petrocelli,  M.D. ; Harry  Sprung,  M.D. ; 
and  Edmund  Billings,  M.D.  (Associate  member- 
ship ) . 

A motion  was  made,  seconded  and  passed  that 


these  physicians  be  elected  to  membership  in  the 
Association. 

Scientific  Program 

Doctor  Greason  introduced  Doctor  Banice  Fein- 
berg, president  of  the  Rhode  Island  Heart  Asso- 
ciation, and  announced  that  he  would  preside  for 
the  presentation  of  the  guest  speakers. 

Doctor  Feinberg  expressed  the  appreciation  of 
the  Rhode  Island  Heart  Association  to  the  Provi- 
dence Medical  Association  for  the  joint  meeting 
and  he  then  introduced  as  the  first  speaker  Doctor 
Henry  P.  Goldberg,  assistant  professor  of  clinical 
pediatrics  at  Cornell  University  Medical  College, 
and  assistant  attending  pediatrician  at  the  New 
York  Hospital,  who  spoke  on.  Clinical  and  Labo- 
ratory Diagnosis  of  Congenital  Heart  Disease. 

Doctor  Goldberg  talked  about  the  most  common 
types  of  congenital  heart  disease  and  showed  excel- 
lent slides  to  assist  in  the  presentation  of  his  sub- 
ject. The  diagnosis,  treatment  and  complications 
of  coarctation  of  the  aorta  was  discussed  first.  He 
indicated  that  at  present  the  best  age  for  an  oper- 
ation on  this  defect  is  between  five  and  ten  years. 

He  discussed  in  a similar  manner,  patent  ductus 
arteriosis.  auricular  septal  defect,  ventricular  septal 
defect  and  pulmonic  valvular  stenosis. 

Doctor  Goldberg  emphasized  the  extreme  impor- 
tance of  the  history,  physical  finding  and  quality  of 
the  heart  sounds  in  the  diagnosis  of  congenital 
heart  disease. 

The  usual  laboratory  studies  such  as  the  chest 
X rays,  the  fluoroscopic  examination  and  the  elec- 
trocardiogram, he  said,  were  absolutely  necessary 
in  the  proper  evaluation  of  any  given  problem  in 
congenital  heart  disease.  More  complete  studies 
such  as  cardiac  catherization,  pressure  measure- 
ments and  arterial  saturation  may  be  necessary  in 
certain  cases  and  especially  if  surgery  is  contem- 
plated. 

Arterial  saturation,  he  pointed  out.  was  very 
important  in  the  diagnosis  of  certain  cardiac  shunts. 

The  second  speaker  was  Doctor  Israel  Steinberg, 
M.D.,  assistant  professor  of  clinical  medicine  and 
associate  professor  of  clinical  radiology,  Cornell 
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Medical  College;  assistant  physician  and  radiolo- 
gist, the  New  York  Hospital,  who  spoke  on,  Angio- 
cariography  in  the  Diagnosis  of  Cardiopulmonary 
Disease. 

Doctor  Steinberg  stressed  the  importance  of 
angiocariography  in  the  diagnosis  of  certain  cardio- 
vascular and  pulmonary  diseases.  He  had  beautiful 
lantern  slides  to  illustrate  the  various  defects  which 
he  discussed. 


Adjournment 

The  meeting  adjourned  at  10 :50  p.m. 
Attendance  was  126. 

Collation  was  served. 

Respectfully  submitted, 

Michael  DiMaio,  m.d.,  Secretary 


53d  ANNUAL  CONGRESS  ON 
MEDICAL  EDUCATION  AND  LICENSURE 

concluded,  from  page  240 

He  said  the  Federation  now  is  concerned  with 
the  question  of  “fitness,”  of  a man’s  ability  to 
apply  the  knowledge  gained  in  medical  training. 

Many  state  licensing  boards  already  are  directing 
their  examinations  toward  fitness  rather  than  con- 
centrating on  factual  education,  but  the  Federation 
hopes  to  make  this  more  uniform,  so  that  “any  man 
licensed  in  one  state  can  be  licensed  in  any  other. ” 
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Naturopaths  Exposed  in  Florida 

Twelve  years  ago  the  Rhode  Island  Medical 
Journal  published  an  outstanding  expose  of 
naturopathy  which  included  information  on  a 
Florida  located  “school”  whose  largest  asset  was 
its  sign  proclaiming  it  to  he  a Naturopathic  Uni- 
versity. 

Now  we  read  with  interest  that  the  present  Gov- 
ernor of  the  state  of  Florida  has  recently  released 
a report,  based  on  an  investigation  begun  last 
September,  recommending  that  the  Florida  legis- 
lature “abolish  the  practice  of  naturopathy.”  The 
report  cites  that  “none  of  the  so-called  schools  had 
even  one  adequately  trained  teacher  on  the  faculty, 
for  their  is  no  naturopathic  school  where  they  could 
he  adequately  trained;  none  has  one  worthily- 
equipped  laboratory;  none  conducted  a clinic  in 
which  a wide  variety  of  diseases  could  he  studied  ; 
none  had  any  affiliation  with  a worthy  hospital,  and 
none  existed  where  any  internship,  externship  or 
preceptorship  is  required.” 

All  of  which  is  most  interesting.  And  all  of  which 
in  substance  could  be  read  in  our  Journal  back  in 
1945! 

Doctor  Draft  Laic  Proposed  for  1957 

According  to  the  Washington  Office  of  the 
A.M.A.  the  Defense  Department  is  moving  ahead 
with  legislation  to  amend  the  regular  draft  act  so 
that  physicians  may  be  called  up  selectively.  The 
special  doctor  draft  act  expires  next  June  30. 

The  proposed  amendment  would  in  effect  waive 
the  Selective  Service  Act’s  prohibition  against  dis- 
crimination to  the  extent  that  physicians,  dentists 
and  allied  scientists  could  be  called  up  by  their 
professional  classification.  Thus  these  men,  because 
they  are  in  the  particular  professional  groups, 
would  be  subject  to  special  calls  and  not  necessarilv 
inducted  in  the  same  order  as  others  in  their  same 
age  group. 

V oluntary  Pensions  for  Self-Employed 

The  American  Medical  Association  and  six  other 
national  organizations  have  banded  together  into  a 


nationwide  organization  to  promote  legislation  in 
Congress  of  the  establishment  of  voluntary  pen- 
sion plans  for  the  self-employed.  Name  of  the  new 
organization  is  American  Thrift  Assembly  for 
Ten  Million  Self-Employed.  The  objective  is  pas- 
sage of  legislation  to  authorize  deferment  of  in- 
come tax  on  a portion  of  income  if  put  into  a 
retirement  or  annuity  program,  with  tax  to  he  paid 
as  the  money  is  received  hack  in  the  form  of  retire- 
ment benefits.  Under  present  law,  corporations 
need  not  pay  taxes  on  money  put  into  retirement 
plans  for  their  employees,  but  the  self-employed 
are  denied  this  advantage. 

Joining  with  the  A.M.A.  in  this  new  campaign 
are  the  American  Bar  Association,  American  Insti- 
tute of  Accountants,  American  Retail  Federation, 
National  Association  of  Retail  Druggists,  Amer- 
ican Dental  Association,  and  the  National  Asso- 
ciation of  Real  Estate  Boards. 

One  Out  of  Every  Four  — 

In  a recent  special  report  the  Washington  Office 
of  the  American  Medical  Association  presented 
some  interesting  statistics  regarding  federal  health 
programs  and  medical  legislation.  Some  of  the 
greatest  activity  in  the  health  field  in  recent  years 
has  involved  laws  and  amendments  to  laws  that 
widen  the  scope  of  medical  care  for  federal  bene- 
ficiaries. The  recent  Dependents  Medical  Care  Act 
is  a shining  example.  Today  nearly  one  out  of  even- 
four  persons,  including  over  22  million  veterans, 
is  eligible  to  receive  at  no  cost  to  them  some  degree 
of  medical  care  from  the  Federal  Government. 
Here  are  some  figures  worth  pondering  over: 

22.599.000  living  veterans  as  of  January  1,  1957 

5.200.000  military  personnel  and  their  dependents 

300.000  beneficiaries  of  the  Public  Health  Serv- 
ice, including  200,000  seamen,  but  excluding 
beneficiaries  of  Federal  Employees’  Compen- 
sation Act  and  Indians. 

5.100.000  public  assistance  recipients 

370.000  Indians  and  Alaskan  natives  receiving 
care  in  56  federal  hospitals  or  in  private  facili- 
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ties  under  contract 

4,000.000  beneficiaries  of  the  Federal  Bureau  of 
Employees’  Compensation  Act  (at- work  in- 
juries only) 

New  A.M.A.  Exhibits  at  N.  Y.  Meeting 

T wo  new  A.M.A.  scientific  exhibits  designed  pri- 
marily for  physicians  will  be  unveiled  at  the  Annual 
Meeting  in  June  in  New  York  City.  Prepared 
jointly  by  the  Bureau  of  Exhibits,  the  Bureau  of 
Health  Education,  and  the  Council  on  Foods  and 
j Nutrition  they  are  : 

( 1 ) Health  Appraisal  of  the  School  Child  which 
presents  five  factors  involved  in  a complete  ap- 
praisal program,  including  teacher  observation, 
screening  procedures,  dental  and  medical  examina- 
tions. and  the  follow-through. 

(2)  Foods  in  Oral  Electrolyte  Therapy  which  is 
designed  primarily  for  the  general  practitioner  who 

j is  concerned  with  electrolyte  therapy  in  the  non- 
hospitalized  patient.  Purpose  of  the  display  is  to 
remind  physicians  that  foods  are  useful  in  electro- 
lvte  replacement.  The  exhibit  is  divided  into  three 
major  categories:  (a)  common  clinical  conditions 
causing  deviation  from  the  normal;  (b)  examples 
of  foods  useful  for  replacement  therapy,  and  (c) 

| advantages  of  oral  administration  of  these  elements. 


Voluntary  Way  Proves  to  be  Best 
Hospital  and  medical  care  payments,  to  help 
I cover  the  cost  of  treatment  and  physicians’ services, 
amounted  to  $2.1  billion  in  1956,  the  Health  Insur- 
ance Institute  reported  recently.  This  figure,  the 
Institute  stated,  includes  replacement  of  income 
lost  through  sickness  or  disability.  A survey  con- 
ducted among  the  country’s  insurance  companies 
| revealed  that  reimbursements  through  group  insur- 
ance plans  in  force  during  the  year  totaled  1.5 
billion  dollars,  or  20.9%  over  1955,  while  payments 
through  individual  policies  totaled  601  million  dol- 
j lars,  a gain  of  12.8%,  for  an  over-all  increase  of 
18.5%  in  benefit  payments  over  1955. 

A further  breakdown  of  the  payments  made  for 
services  covered  by  major  medical  expense  insur- 
ance is  as  follows : 


Hospital  expense  $31,641,000 

Surgical  expense  18,483,000 

Medical  expense  7,694,000 

Nurse 4,185,000 

Drugs 1,214,000 

Other  1,214,000 

In  concluding  its  report  of  payment  for  health 
care  by  the  insurance  companies  throughout  the 
United  States,  the  Institute  stated  that  the  increase 
in  such  payments  reflects  the  continued  efforts  of 
the  public  to  pay  its  doctor  and  hospital  bills 
through  the  voluntary  non-governmental  mech- 
anism. 
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BOOK  REVIEWS 


CLINICAL  EXAMINATIONS  IN  NEU- 
ROLOGY by  Members  of  the  Sections  of 

Neurology  and  Section  of  Physiology,  Mayo 

Clinic,  Rochester-Minnesota  — 1956  — W.  B. 
Saunders  Co.  $7.50 

Although  there  is  no  lack  of  books  on  the  neu- 
rological examination,  another  is  always  welcome, 
especially  when  it  comes  from  and  describes  the 
methods  of  examination  employed  at  the  Mayo 
Clinic.  This  book  represents  an  attempt  to  convey 
to  two  men,  Henry  Woltman  and  Frederick 
Moerscb,  the  gratitude  of  sixteen  students  who 
were  apprenticed  to  them.  The  authors  offer  their 
volume  as  a factual  outline  of  the  practical  com- 
ponents of  the  neurological  examination;  they  in- 
tend it  to  serve  as  a series  of  blueprints  for  prac- 
tice, not  as  a course  of  lectures  delivered  from  a 
remote  podium.  They  write  interestingly  about  the 
tools  to  be  used  by  the  neurologists  and  the  manner 
of  using  them.  In  a word,  they  describe  the  tech- 
niques employed  at  the  Mayo  Clinic,  to  the  end 
that  their  book  may  serve  as  a vade  mecum  for  the 
Fellows  of  the  Mayo  Foundation  in  acquiring 
mastery  of  the  neurologic  examination. 

The  book  contains  seventeen  chapters  and  runs 
to  three  hundred  forty-five  pages.  Among  the  sub- 
jects discussed  are  the  neurologic  history,  the 
cranial  nerves,  the  motor  functions,  the  reflexes, 
the  sensory  examination,  the  mental  functions, 
language  and  motor  speech,  autonomic  functions, 
the  problem  of  pain,  electro-encephalography,  elec- 
tro-myography, bio-chemical  and  pharmacologic 
aids  in  neurologic  diagnosis,  the  cerebro-spinal  fluid 
and  neuro-ophthalmology.  Where  there  is  so  much 
that  is  excellent  it  is  difficult  to  select  anything  for 
special  mention  ; but  the  chapter  on  neuro-ophthal- 
mology, by  reason  of  its  completeness,  would  have 
pleased  Hughlings  Jackson  who  insistently  taught 
the  necessity  of  ophthalmological  knowledge  by 
saying  that  “there  are  twelve  cranial  nerves  and 
six  of  them  are  concerned  with  the  visual  appa- 
ratus.” This,  and  the  other  chapters,  especially  that 
on  muscles,  are  supplied  with  illustrations  which 
really  illustrate  and  helpfully  complement  the  text. 
As  the  authors  rightfully  claim,  mastery  of  the 
clinical  neurologic  examination  is  a necessary  ac- 
quisition which  can  be  learned  only  by  doing,  but 


guidance  can  accelerate  the  process.  For  those  who 
may  desire  such  guidance  this  book  can  be  confi- 
dently recommended  as  a lucid,  comprehensive 
exposition  of  the  neurologic  examination. 

John  E.  Donley,  m.d. 

THE  PHYSICIAN -WRITER'S  BOOK  — 
Tricks  of  the  Trade  of  Medical  Writing  by 
Richard  M.  Hewitt,  W.  B.  Saunders  Co.,  Phil., 
1957.  $9.00. 

This  valuable  technical  book,  with  an  inviting 
title,  by  a professor  of  medical  literature  at  the 
Mavo  Foundation,  will  be  especially  useful  to  edi- 
tors who  are  concerned  with  emending  and  re- 
arranging papers  which  have  been  accepted  for 
publication.  It  also  renders  equally  good  service, 
naturally,  to  writers  on  medical  subjects.  If  it 
comes  into  the  hands  of  the  occasional  writer,  how- 
ever. he  may  be  discouraged  from  writing  because 
of  the  exhaustive  treatment  of  the  subject.  It  is  the 
prolific  writer  who  should  profit  most  from  the 
reading  of  this  book. 

In  a new  edition,  perhaps,  the  chapter  on  words 
of  foreign  origin  might  be  enlarged.  While  imper- 
fect English  may  pass  unnoticed  bv  the  European 
reader,  incorrect  Greek  and  Latin  terms  will  be 
quickly  detected.  Then,  too,  the  misspelling  of 
foreign  words  can  be  very  annoying,  no  matter 
what  the  nationality  of  the  reader  is.  Ignorance  of 
Latin,  Greek,  and  modern  foreign  languages  does 
not  excuse  medical  writers,  proof -correctors,  or 
publishers.  This  book  should  be  of  great  service  in 
this  respect,  as  well  as  in  many  others. 

F.  Ronchese,  m.d. 

ORGANIZED  HOME  MEDICAL  CARE  IN 
NEW  YORK  CITY.  A Study  of  Nineteen 
Programs  by  the  Hospital  Council  of  Greater 
New  York.  Published  for  the  Commonwealth 
Fund  by  Harvard  University  Press,  Cambridge, 
Mass.  1956  — $8.00 

This  500-page  report  examines  in  detail  the 
home  medical  care  for  indigent  and  medically  indi- 
gent patients  which  has  been  provided  in  New  York 
City  for  a number  of  years. 

Sixteen  of  the  programs  studied  are  operated  by 
the  New  York  City  Department  of  Hospitals.  Two 
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are  operated  by  voluntary  hospitals.  New  York 
Hospital  Cornell  Medical  Center,  and  Montefiore 
Hospital,  and  one  by  the  New  York  City  Depart; 
ment  of  Welfare.  In  March,  1954,  there  were  2,059 
patients  carried  on  the  various  programs. 

The  530  home  care  patients  studied  in  the  sample 
were  primarily  elderly  and  63%  were  women. 
Almost  all  had  been  wage  earners  until  forced  to 
retire  by  the  illness  for  which  they  were  receiving 
treatment.  Heart  disease  was  the  most  frequent 
diagnosis,  other  diagnoses  found  most  frequently 
were  diabetes  mellitus,  disorders  of  the  central 
nervous  system,  malignant  neoplasms  and  various 
forms  of  chronic  arthritis. 

The  program  of  the  Department  of  Hospitals 
limited  eligibility  almost  entirely  to  patients  who 
were  on  or  had  recently  been  discharged  from  hos- 
pital wards.  Instances  of  referrals  of  medically 
indigent  patients  who  had  formerly  been  private 
patients  were  reported  from  both  of  the  voluntary 
hospital  programs,  “raising  the  question  of  the  ex- 
tent to  which  chronic  illness  in  a cause  of  indi- 
gence.” 

More  than  90%  of  the  530  patients  interviewed 
expressed  a strong  preference  for  home  care  rather 
than  hospitalization,  and  their  families  had  a sim- 
ilar preference.  The  most  important  reasons  given 
by  the  patients  were:  being  with  family,  friends 
and  children,  greater  sense  of  personal  dignity  and 
freedom,  dislike  of  some  aspects  of  hospital  care, 
greater  opportunities  for  recreation  at  home.  About 
three  quarters  of  the  patients  interviewed  felt  that 
the  physician  who  visited  them  at  home  took  a more 
personal  interest  in  them. 


EXCERPTA  MEDICA 

The  scientific  study  of  material  objects  is  relatively 
easy.  It  is  fascinating  to  the  human  mind  because  here 
we  can  isolate  problems  and  work  them  out  neatly.  Thus 
sciences  such  as  chemistry,  physics,  metallurgy,  astrono- 
my, and  mechanics  have  made  great  progress.  The 
science  of  living  beings,  and  especially  of  man,  is  much 
more  difficult.  In  analysing  ourselves  we  are  obliged 
to  use  many  techniques  and  several  sciences.  Naturally 
all  these  sciences  arrive  at  a different  conception  of 
their  common  object.  Anatomy,  biochemistry,  psycholo- 
gy, history,  sociology,  political  economy,  and  the  rest, 
added  together  still  leave  man  the  almost  unknown. 
He  is  at  the  same  time  the  corpse  dissected  by  the  anato- 
mist, the  consciousness  observed  by  the  psychologist,  the 
amazing  community  of  cells  and  fluids  studied  by  the 
physiologist.  He  is  the  economic  man.  He  is  also  the 
poet,  the  hero,  and  the  saint.  Immense  regions  of  our 
inner  world  are  still  unknown.  The  science  of  man  is 
the  most  difficult  of  all  the  sciences,  and  medicine  will 
have  great  contributions  to  make  thereto  if  as  doctors, 
we  take  off  our  blinkers  and  study  MAN  and  not  merely 
his  diseases. 

MAN,  the  UNKNOWN 

Alexis  Carrel 
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In  each  of  the  programs  operated  by  voluntary 
hospitals,  responsibility  for  both  administrative  and 
clinical  leadership  was  vested  in  one  physician  cer- 
tified by  the  American  Board  of  Internal  Medicine. 
In  the  municipal  hospital  programs  and  the  Wel- 
fare Department,  the  administrative  and  clinical 
supervision  responsibilities  were  divided  between 
a medical  director  and  part-time  assistants.  Case 
loads  were  below  50  in  the  two  voluntary  hospitals 
and  above  100  in  some  of  the  municipal  programs. 

Except  in  the  Cornell  program,  education  of 
medical  students  was  not  a prominent  feature  of 
the  plans.  The  report  indicates  that  home  medical 
care  plans  have  not  yet  been  utilized  to  the  fullest 
possible  extent  in  the  undergraduate  education  of 
students  of  medicine,  nursing,  and  social  work  and 
with  the  exception  of  the  Cornell  program  there  is 
little  effort  on  a postgraduate  level  to  provide  a 
desirable  educational  experience  for  medical  resi- 
dents through  home  medical  care  plans. 

The  physician,  social  worker,  and  a nurse  coor- 
dinator with  public  health  nursing  training  and 
experience,  are  referred  to  as  the  basic  professional 
team  in  any  borne  care  program.  It  is  also  con- 
sidered desirable  to  have  physical  and  occupational 
therapists  on  the  team  and  to  arrange  for  the  provi- 
sion of  housekeeping  and  home-making  services. 

It  is  recommended  that  a medical  evaluation  of 
the  patient  be  made  by  the  clinic  director,  the  esti- 
mate of  nursing  needs  by  the  nursing  coordinator 
and  the  physical  suitability  and  adequacy  of  the 
patient’s  home  by  the  social  worker. 

Laboratory  services  and  special  appliances  such 
as  wheel  chairs,  crutches  and  hospital  beds  are  fre- 
quently needed  and  should  be  provided. 

Nursing  care  in  the  home  is  usually  provided  bv 
staff  members  of  Visiting  Nurse  Agencies  in  the 
community  who  work  with  the  members  of  the 
Home  Care  team  in  carrying  out  the  physicians’ 
orders  for  nursing  care  and  treatments. 

The  report  states  that  home  care  is  not,  and  can- 
not be,  a substitute  for  hospital  care  in  every  situa- 
tion. Rather  it  should  be  considered  as  representing 
a significant  improvement  in  the  continuity  and 
comprehensiveness  of  the  medical  care  provided 
for  certain  patients  with  long-term  illnesses  for 
whom  hospitalization  is  not  actually  necessary  — 
patients  who,  with  a certain  amount  of  supervision, 
would  do  as  well,  if  not  better,  in  tbeir  homes. 

However  (the  report  states),  a properly  utilized 
home  care  program  may  bring  about  as  a secondary 
effect,  some  decrease  in  hospital  bed  occupancy. 
A definite  saving  in  hospital  bed  utilization  is  esti- 
mated to  be  equal,  in  hospital  days,  to  approxi- 
mately one  fourth  of  the  total  number  of  home  care 
days  provided. 

In  its  summary,  the  Study  Committee  hopes  that 
the  recommendations  and  suggestions  in  the  report 

continued  on  page  250 
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Meat  Protein... 

and  the  Many  Physiologic 

Functions  of  Its  Amino  Acids 

The  amino  acids  supplied  by  meat  protein  function  in  many  vital  ways  in 
addition  to  their  well-known  role  in  the  growth  and  maintenance  of  tissues. 

They  participate  in  the  body  economy  as  precursors  of  hormones,  vitamins, 
enzymes,  and  other  physiologic  agents.* 

Some  of  the  important  amino  acids  supplied  by  the  protein  of  meat 
include:  tryptophan  (utilized  for  the  endogenous  production  of 
niacin) ; tyrosine  (the  precursor  of  thyroxine  and  triiodothyronine) ; 
phenylalanine  (converted  to  melanin,  a pigment  found  in  the  skin, 
hair,  retina,  and  other  tissues;  both  phenylalanine  and  tyrosine  are 
precursors  of  the  hormones  noradrenalin  and  adrenalin);  glycine 
(participates  in  the  formation  of  glutathione,  a tripeptide  important 
in  tissue  oxidation,  in  the  biosynthesis  of  glycocholic  acid,  and  in 
the  production  of  purines,  uric  acid,  and  porphyrins  used  structur- 
ally for  hemoglobin,  cytochromes,  and  iron-containing  enzymes); 
methionine  (an  important  lipotropic  agent;  participates  in  trans- 
methylation processes  in  which  creatine,  adrenalin,  and  choline 
phospholipids  are  formed). 

Top  quality  protein,  as  supplied  by  meat,  yields  important  amino  acids  for 
participation  in  these  and  other  important  functions.  The  excellent  balance  of 
available  amino  acids  is  an  outstanding  feature  of  meat  protein. 

*Geiger,  E.:  Digestion,  Absorption  and  Metabolism  of  Protein,  in  Wohl,  M.  G.,  and  Goodhart, 

R.  S.:  Modern  Nutrition  in  Health  and  Disease,  Philadelphia,  Lea  & Febiger,  1955,  pp.  98-143. 


The  nutritional  statements  made  in  this  advertisement 
have  been  reviewed  by  the  Council  on  Foods  and  Nutri- 
tion of  the  American  Medical  Association  and  found 
consistent  with  current  authoritative  medical  opinion. 


American  Meat  Institute 

Main  Office,  Chicago...  Members  Throughout  the  United  States 
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...from  Two 
Outstanding  Cases 

RED  LABEL  • BLACK  LABEL 

Both  86.8  Proof 


Johnnie  Walker  stands  out  in  its  devotion  to 
quality.  Every  drop  is  made  in  Scotland.  Every 
drop  is  distilled  with  the  skill  and  care  that 
come  from  generations  of  fine  whisky-making. 
And  every  drop  of  Johnnie  Walker  is  guarded 
all  the  way  to  give  you  perfect  Scotch  whisky . . . 
the  same  high  quality  the  world  over. 


BORN  1820... 


STILL  GOING  STRONG 

Johnnie 
Walker 

BLENDED  SCOTCH  WHISKY 
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may  he  helpful  to  other  communities  in  determin- 
ing whether  or  not,  and  to  what  extent,  home 
medical  care  is  feasible  in  their  particular  situation. 

Nellie  R.  Dillon,  r.n. 
Director,  Providence  District 
Nursing  Association 

PERIPHERAL  CIRCULATION  IN  MAN. 

A Ciba  Foundation  Symposium.  Editors  for  the 

Ciba  Foundation  — G.E.W  . Wolstenholme,  and 

Jessie  S.  Freeman,  assisted  by  Joan  Ethering- 
ton.  Little.  Brown  & Company,  Bost..  1954.  $6.00 

This  book  is  a collection  of  all  papers  given  at 
the  Twenty-First  Symposium  of  the  Ciba  Founda- 
tion. It  has  undergone  a minimum  of  editing  and 
includes  interesting  discussions  dealing  with  fun- 
damental and  poorly  understood  problems  in  the 
field  of  peripheral  circulation  in  man. 

The  Ciba  Foundation  is  an  educational  and 
scientific  charity  founded  by  a trust  deed  in  London 
in  1947.  It  receives  its  financial  support  from  the 
world-wide  pharmaceutical  firm  which  has  its  head- 
quarters in  Basle.  Switzerland. 

The  great  majority  of  papers  given  are  con- 
cerned with  basic  physiological  research  problems. 
When  answered  and  coupled  with  further  knowl- 
edge they  will  have  marked  influence  of  the  treat- 
ment of  many  vascular  diseases.  Subject  matter 
covered  by  the  book  includes  methods  of  studying 
blood  flow,  the  changes  in  circulation  due  to  expo- 
sure to  heat  or  cold,  the  neurohistology  and  reflex 
control  of  the  circulation  and  the  effects  of  sym- 
pathectomy. 

Research  in  human  physiology  has  always  been 
difficult  in  contrast  to  physiological  research  on 
isolated  pieces  of  tissue.  The  need  for  strict  control 
of  the  environment,  the  lack  of  ready  availability 
of  subjects,  length  of  experiments  and  the  difficulty 
in  controlling  the  conscious  subject  are  a few  of 
the  problems.  Methods  of  overcoming  some  of 
these  difficulties  are  to  be  found  in  reading  the 
various  papers. 

The  use  of  venous  occlusion  plethysmographic 
technique  is  described  and  referred  to  in  several 
of  the  papers  dealing  with  measurement  of  blood 
flow.  Although  this  method  is  not  generally  used 
clinically,  familiarity  with  it  would  seem  to  be  of 
value  since  it  has  promise  in  the  future,  possibly 
in  a modified  or  simplified  form. 

The  lack  of  correlation  between  sudomotor  and 
vasomotor  responses  to  lumbar  sympathectomy  has 
been  observed  for  some  time.  In  one  paper  possible 
explanations  are  given  based  on  physiological 
research  data. 


CANADA  DRY  GINGRR  ALR,  Inc..  New  York,  N.  Y..  Stlt  Jmpcrltf 
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The  book,  while  not  of  great  clinical  value,  is  a 
compilation  of  papers  by  leading  authorities  on  an 
aspect  of  medicine  about  which  much  must  be 
learned.  For  those  interested  in  fundamental  re- 
search problems  this  book  would  be  of  great  inter- 
est and  value.  J.  Robert  Bowen,  m.d. 

THE  OFFICIAL  AMERICAN  MEDICAL 

ASSOCIATION  BOOK  OF  HEALTH. 

Edited  by  W.  W.  Bauer,  M.D.  Dell  Publishing 

Company,  Inc.,  N.Y.,  1956. 

This  book  is  a paperbound  first  edition  compila- 
tion of  articles  from  Today’s  Health.  It  consists  of 
fifty-seven  articles  on  as  many  subjects,  written  for 
the  layman,  and  of  little  but  general  interest  to  the 
physician. 

It  might  be  recommended  by  physicians  to 
patients  who  ask  for  the  name  of  a nonspecific 
booklet  on  general  health  matters. 

A.  Lloyd  Lagerquist,  m.d. 


THROUGH  THE  MICROSCOPE 

concluded  from  page  245 

Medical  Books  for  Korea 

The  American-Korean  Foundation  and  the 
United  States  Army  Medical  Service  have  an- 
nounced the  discontinuation  of  their  joint  project 
of  shipping  medical  books  contributed  by  individ- 
ual physicians,  medical  schools,  hospitals  and  state 
and  local  medical  societies  to  Korea. 

Books  should  not  be  sent  to  the  Sharpe  General 
Depot  in  California  as  in  the  past,  for  facilities  no 
longer  exist  for  packing  and  trans-shipping  to 
Korea. 

In  making  the  announcement.  Howard  A.  Rusk, 
M.D.,  President,  American-Korean  Foundation 
said,  “the  response  of  physicians  and  medical 
groups  throughout  the  country  for  our  appeal  for 
books  for  Korean  medical  schools  has  been  so 
generous  that  further  contributions  are  not 
needed.”  As  a result  of  this  program.  Doctor  Rusk 
stated,  over  77  tons,  valued  at  $76,000,  of  medical 
texts,  references  and  periodicals  have  been  shipped 
to  Korea  for  distribution  to  Korean  medical  schools. 


MAGAZINE  SUBSCRIPTIONS 

Subscriptions  for  all  types  of  magazines 
including  medical  journals,  also  renewals 
of  subscriptions,  arranged  for  your  borne 
and  office. 

RICHARD  K.  WHIPPLE,  M.D. 

25  Algonquin  Rd.  Rumford  16,  R.  I. 
Tel.  EAst  Providence  1-2505 


June  12  — Wednesday 
Golf  Tournament  and  Dinner 
Providence  Medical  Association 


EFFECT  OF  CIGARETTE  SMOKING  ON 
EXCRETION  OF  UROPEPSIN 

concluded  from  page  216 

"'Mirsky,  I.  A.;  Futterman,  P. ; Kaplan,  S.,  and  Broh- 
Kahn,  R.  H.:  Blood  plasma  pepsinogen.  I.  Source,  prop- 
erties and  assays  of  proteolytic  activity  of  plasma  at  acid 
reactions,  J.  Lab.  & Clin.  Med.  40:17,  1952 

°Anson,  M.  D.,  and  Mirsky,  A.  E. : The  estimation  of 
pepsin  with  hemoglobin,  J.  Gen.  Physiol.  16:59,  1943 

'Bucher,  G.  R. : Uropepsin : A review  of  the  literature 
and  report  of  some  experimental  findings,  Gastroenter- 
ology 8 :6 27,  1947 

8Mirsky,  I.  A.;  Block,  S.;  Osher,  S.,  and  Broh-Kahn, 
R.  H. : Uropepsin  excretion  by  man.  I.  The  source,  prop- 
erties and  assay  of  uropepsin,  T.  Clin.  Investigation 
27:818,  1948. 

9Spiro,  H.  M. ; Reifenstein,  R.  W.,  and  Gray,  S.  J. : The 
effect  of  adrenocorticotropic  hormone  upon  uropepsin 
excretion,  J.  Lab.  & Clin.  Med.  35:899,  1950 


Members  of 

Providence  Medical  Association 

and 

Rhode  Island  Medical  Society 

are  eligible  to  apply  for  the  special  advantages 
of  THEIR  OWN  LOCAL  GROUP  PLAN  of 
DISABILITY  INSURANCE. 

Members  under  age  61  may  apply  for  as  much 
as  $100  weekly  benefits. 

ACCIDENT  — LIFETIME 
SICKNESS  — SEVEN  YEARS 

Literature  supplied  on  request  by 
the  office  of  the  Executive  Secretary 
or 

R.  A.  Derosier  Agency 
32  Custom  House  Street 
Providence  3,  Rhode  Island 
GAspee  1-1391 
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Sterane* 

brand  of  prednisolone 

Most  active  corticoid,  minimum  sodium  and  water  retention. 
White,  scored  5 mg.  tablets  (bottles  of  20  and  100)  and  pink, 
scored  1 mg.  tablets  (bottles  of  100). 

PFIZER  LABORATORIES  Division,  Chas.  Pfizer  & Co.,  Inc.  Brooklyn  6,  New  York 


Controls  nervousness  and  tension  in  the  older  patient 

Many  agitated  senile  patients  respond  remarkably  to 
‘Compazine’,  the  new  S.K.F.  tranquilizer  and  antiemetic. 
As  nervousness  and  tension  are  diminished,  patients  become 
calmer  and  more  cooperative.  Often  older  patients  take  a 
new  interest  in  their  homes  and  families  and  once  again 
contribute  to  the  normal  daily  routine. 

Vischcr1  treated  a 76-year-old  woman  for  extreme  nervous- 
ness and  tremors.  He  found  that  “after  less  than  three 
weeks  treatment  with  proclorpcrazinc  [‘Compazine’],  15 
mg.  daily,  she  no  longer  had  any  tremors,  was  substantially 
less  nervous  and  reported:  ‘Doctor,  I feel  like  doing  and 
going.’” 

‘Compazine’  is  rapid-acting,  highly  effective  and  has 

shown  minimal  side  effects.  Available:  5 mg.  tablets  in  bottles  of  50. 

Compazine 

a true  tranquilizing  agent 

Smith , Kline  & French  Laboratories,  Philadelphia 


I.  Vischer,  T.J.:  Unpublished  data  from  Clinical  Study  of  Proclorperazine,  a New 
Tranquilizer  for  the  Treatment  of  Non-Hospitalized  Psychoneurotic  Patients. 
* Trademark  for  proclorperazine,  S.K.F. 
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CLINICAL  EXPERIENCE  INDICATE! 

FEWER  RESISTANT  STAPHYLOCO! 


As  clinical  reports  on  resistance  of  common  pathogens  to  antimicro- 
bial therapy  gain  increasing  prominence,1'5  need  for  broad-spectrum 
antibiotic  therapy  to  which  resistance  is  less  likely  to  develop 
becomes  even  more  apparent.  Particularly  troublesome  are  the 
staphylococci,  which  often  fail  to  respond  not  only  to  commonly  used 
antibiotic  therapy  but  also  to  agents  more  recently  introduced.6'10 

CHLOROMYCETIN  (chloramphenicol,  Parke-Davis)  has  maintained 
most  of  its  original  effectiveness  against  strains  of  staphylococci  and 
against  other  sensitive  pathogens.2'411'15  “The  fact  that  so  few  strains 
were  found  to  be  resistant  to  chloramphenicol  [CHLOROMYCETIN] 
made  it  possible  for  the  clinicians  to  turn  to  this  antibiotic  when 
such  a large  proportion  of  strains  was  observed  to  be  highly  resistant 
to  the  other  commonly  used  antibiotics.”2 

CHLOROMYCETIN  is  a potent  therapeutic  agent  and,  because  certain 
blood  dyscrasias  have  been  associated  with  its  administration,  it  should 
not  be  used  indiscriminately  or  for  minor  infections.  Furthermore,  as  with 
certain  other  drugs,  adequate  blood  studies  should  be  made  when  the 
patient  requires  prolonged  or  intermittent  therapy. 


REFERENCES 
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97:694,  1956.  (5)  Kirby,  W.  M.  M.;  Corpron,  D.  O.,  & Tanner,  D.  C.:  J.A.M.A.  162:1, 
1956.  (6)  Nichols,  R.  L.,  & Finland,  M.:  Antibiotic  Med.  2:241,  1956.  (7)  Pearson,  J.Z.; 
Somberg,  A.;  Rosanthal,  I.;  Lepper,  M.  II.;  Jackson,  G.  G.,  & Dowling,  H.  E:  Arch, 
lnt.  Med.  98:273,  1956.  (8)  Wise,  R.  I.;  Cranny,  C„  & Spink,  W.  W.:  Am.  J.  Med. 
20:176,  1956.  C9)  Kirby,  W.  M.  M.;  Hudson,  D.  G.,  & Noyes,  W.  D.:  Arch.  lnt.  Med. 
98:1,  1956.  (10)  Walton,  R.  E;  Parker,  R.  T.;  Sandusky,  W.  R„  & Schaffer,  A.:  Panel 
discussion,  J.  South  Carolina  M.  A.  52:33,  1956.  (11)  Altemeier,  W.  A.:  Postgrad.  Med. 
20:319,  1956.  (12)  Weil,  A.  J„  & Stempel,  B.:  Antibiotic  Med.  1 :319,  1955.  (13)  Krantz, 
J.  C.,  Jr.:  Current  M.  Digest  23:61  (Sept.)  1956.  (14)  Smith,  R.  T.;  Platou,  E.  S.,  & 
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Conv.,  Canad.  M.  A.,  Quebec,  Canada,  June  11-15,  1956. 
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YOUR  PATIENT  NEEDS  AN  ORGANO MERCURIAL 

Practicing  physicians  know  that  many  years  of  clinical  and  laboratory  experience 
with  any  medication  are  the  only  real  test  of  its  efficacy  and  safety. 

Among  available,  effective  diuretics,  the  organomercurials  have  behind  them  over 
three  decades  of  successful  clinical  use.  Their  clinical  background  and  thousands  of 
reports  in  the  literature  testify  to  the  value  of  the  organomercurial  diuretics. 


TABLET  9 

NEOHYDRIN 


BRAND  OF  CHLORM  ERODR  I N (ib.3  mg.  of  3-chloromercuri-2-methoxy-propylurea 

EQUIVALENT  TO  10  MG.  OF  NON-IONIC  MERCURY  IN  EACH  TABLET) 


a standard  for  initial  control  of  severe  failure 

MERCUHYDRIN©  SODIUM 

D E 

BRAND  OF  M ERALLU  RIDE  INJECTION 
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doctor? 


Naturally  not.  Missing  calibration  makes  it  worthless. 

Equally  useless  and  dangerous  is  a “quantitative”  urine-sugar  test  that  does  not 
quantitate  dependably,  or  omits  readings  in  the  critical  range. 

Enzyme  urine-sugar  tests  are  sensitive  and  specific  for  glucose-excellent  “yes” 
or“no”tests  but  undependable  for  quantitation.  Kingand  Hainline,1  aftertesting 
1,000  urines,  found  an  enzymatic  urine-sugar  test  unable  to  distinguish  in  the 
important  range  between  V2  per  cent  and  2 per  cent  or  more  of  urinary  glucose. 
Leonards,2  in  a report  on  4,020  tests,  revealed  that  “...in  502  out  of  804  tests 
the  wrong  interpretation  was  made.”  He  concluded  that  enzymatic  urine-sugar 
testing  “...as  a quantitative  procedure  is  unsatisfactory  and  can  lead  to  serious 
error  in  the  interpretation  of  a patient’s  clinical  condition.”2 

Failure  to  recognize  this  limitation  of  enzyme  tests  may  result  in  incorrect 
insulin  dosage,2  and  may  lead  to  diabetic  complications. 

(1)  King,  J.  W.,  and  Hainline,  A.,  Jr.:  Commercial  Glucose  Oxidase  Preparations  for  the  Detection  of 
Glucose  in  Urine,  Cleveland  Clin.  Quart.  23:212,  1956.  (2)  Leonards,  J.  R.:  Evaluation  of  Enzyme  Tests 
for  Urinary  Glucose,  J.A.M.A.  163:260  (Jan.  26)  1957. 


reliable  readings  throughout  the  critical  range- 
does  not  omit  3A%  (++)  and  1%  (+++) 


BRAND 


a 15  year  “standard”  in  urine-sugar  testing 


AMES  COMPANY,  INC  • ELKHART,  INDIANA  . Ames  Company  of  Canada,  Ltd.,  Toronto 
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Sterane* 

brand  of  prednisolone 


Most  active  corticosteroid;  minima!  electrolyte  disturbance. 
White,  scored  5 mg.  tablets  (bottles  of  20  and  100)  and  pink, 
scored  1 mg.  tablets  (bottles  of  100). 

PFIZER  LABORATORIES  Division,  Chas.  Pfizer  & Co.,  Inc.  Brooklyn  6,  New  York 


tomorrow’s  sulfa 

' 


an  entirely  new,  readily  soluble, 


single  sulfonamide  exhibiting 

excellent  antibacterial  action 


at  radically  reduced  dosage 


KYNEX  SETS  A NEW  STANDARD  FOR  SULFA  THERAPY 


cuts  dosage  75% 


LOW  DOSAGE:  a total  maintenance  dose  of  only  2 tablets 
daily. 

SOLUBILITY:  prompt  absorption,  ready  diffusion  into  body 
fluid  and  tissue. 

PROLONGED  ACTION:  therapeutic  blood  levels  within 
the  hour,  blood  concentration  peaks  within  2 hours— 5-10  mg. 
per  cent  blood  levels  persist  24  hours  after  a single  oral  dose 
of  1 Gm. 

BROAD-RANGE  EFFECTIVENESS:  Kynex  is  particularly 
efficient  in  urinary  tract  infections  due  to  sulfonamide-sen- 
sitive organisms,  including  E.  coli,  Aerobacter  aerogenes, 
paracolon  bacilli,  streptococci,  staphylococci,  Gram-negative 
rods,  diphtheroides  and  Gram-positive  cocci. 

*REG.  u.  s.  pat.  off. 


SAFETY:  Kynex  offers  a margin  of  clinical  safety  based  on 
low  required  dosage,  solubility,  slow  excretion  rate.  Although 
Kynex  Sulfamethoxypyridazine  is  a sulfonamide  derivative 
and  the  usual  precautions  regarding  such  drugs  should  be 
observed,  the  low  daily  dose  of  1.0  Gm.  is  all  that  is  required 
for  therapeutic  blood  levels.  No  increase  in  dosage  is  recom- 
mended. 

CONVENIENCE:  The  low  adult  dose  of  1 Gm.  (2  tablets)  per 
day  offers  optimal  convenience  and  acceptance  to  patients. 

TABLETS:  Each  contains  0.5  Gm.  [7Yz  grains)  sulfamethoxy- 
pyridazine. Bottles  of  24  and  100. 

SYRUP:  Each  teaspoonful  (5  cc.)  contains  250  mg.  sulfa- 
methoxypyridazine. Bottle  of  4 fl.  oz. 


LEDERLE  LABORATORIES  DIVISION,  AMERICAN  CYANAMID  COMPANY,  PEARL  RIVER.  NEW  YORK 


260 


RHODE  ISLAND  MEDICAL  JOURNAL 


Hood 


health 


business 


too 


is 


A concentrated  protein-per-calorie  food, 
Hood  Cottage  Cheese  is  ideally  suited  for 
weight-reducing  and  weight-stabilizing 
diets,  as  well  as  for  numerous  special 
diets  you  may  prescribe.  Painstaking 
Hood  processing,  exacting  laboratory- 
control,  makes  all  three  varieties  of  Hood 
Cottage  Cheese  a top  quality  food  worthy 
of  your  confidence  and  recommendation. 


HOOD  CREAMED 
COTTAGE  CHEESE 

protein:  13.55% 
36.8  calories  per 
2'/j  tablespoons 


HOOD  COUNTRY  STYLE 
COTTAGE  CHEESE 

protein:  13.55% 

36.8  calories  per 
2'/i  tablespoons 


HOOD  NONFAT  UNSALTED 
COTTAGE  CHEESE 

protein:  17.10% 

27.3  calories  per 
2'/]  tablespoons  unsalted 


COTTAGE  CHEESE 


Quality  Dairy  Product t Sine*  1846 
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ShiPia  STRONG 


THOMAS  HEEL 

S/tMd 


EDWARD  J.  BURRELL 

Advised  by  many  doctors 
when  they  feel  children’s 
feet  will  benefit  from: 

EXTRA  strong  steel 
shanks,  EXTRA  firm  in- 
ner counters,  EXTRA 
height  and  firmness  at 
the  arch. 

We  have  many  attractive 
boy  and  girl  styles;  and 
we  fit  them  according  to 
doctors’  orders. 


E.  WILLIAM  BURRELL 

All  prescription  fittings 
supervised  by  Mr. 
Edward  Burrell  or  Mr. 
William  Burrell.  Call 
GAspee  1-70^0  for  furth- 
er information.  Fitting 
prescription  pads  fur- 
nished on  request. 


OjJ  A LI  T Y FOOTWEAR 
SINCE  1612 

206  WESTMINSTER  ST.  PROVIDENCE 


Wherever  you  go 
forget  your  telephone 
calls.  We'll  take  them 
for  you,  day  or  night. 


MEDICAL  BUREAU 

of  the 

Providence  Medical  Association 


GEIGY 


264 


RHODE  ISLAND  MEDICAL  JOURNAL 


“Phone  Jackson  1-6700” 


This  doctor  is  taking  the  first  step  toward  creating 
a fund  for  his  own  benefit.  He’s  going  to  talk  to  a 
trust  officer  and  set  up  an  appointment  to  discuss 
a plan  which  is  adaptable  to  the  needs  of  a man  of 
any  age.  It’s  called  a living  trust. 

It  can  be  designed  to  fit  your  own  present  scale  of 
living  and  meet  your  individual  requirements.  Your 
current  securities  including  insurance  can  be  used  to 
create  the  principal  of  the  trust. 

It  acts  as  your  own  retirement  fund  and  has  the 
advantages  of  a will.  It  enables  you  to  designate  who 
will  receive  the  income  or  property  even  after  your 
death.  The  living  trust  gives  you  peace  of  mind.  In 
setting  one  up  you  know  that  you’ve  taken  a vital 


step  toward  establishing  your  family’s  security.  It 
also  will  relieve  you  of  many  financial  responsibilities, 
such  as  taking  care  of  your  securities. 

Why  not  take  this  important  “first  step”  now  and 
calltthe  number  above?  You  can  arrange  a meeting 
with  one  of  our  trust  officers  at  15  Westminster 
Street,  Providence.  Or  contact  the  manager  of  the 
branch  office  nearest  you.  All  without  obligation. 


OFFICES  IN  PROVIDENCE  • CRANSTON  • EAST  GREENWICH  • EAST  PROVIDENCE  ■ NEWPORT  • PAWTUCKET  ■ WOONSOCKET 


Member  Federal  Reserve  System  • Federal  Deposit  Insurance  Corporation 
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to  promptly  stop 
severe  nausea 
and  vomiting  . . . 

AMPULS  for  your  bag.  For  immediate  control  of  drug-, 
disease-  or  irradiation-induced  vomiting.  Dramatic 
results  often  obtained  in  cases  unrelieved  by  other  anti- 
emetics. 25  mg.  (l  cc.)  and  50  mg.  (2  cc.)  ampuls  in 
boxes  of  6. 

SUPPOSITORIES.  When  oral  doses  cannot  be  retained 
and  when  injections  are  not  practicable—these  are  the 
obvious  answer.  Rapidly  absorbed.  Two  strengths:  100 
mg.  for  adults,  and  25  mg.  for  children. 

SYRUP  for  pediatric  use.  Often  one  dose  stops  the 
vomiting  of  gastroenteritis.  Each  5 cc.  (l  teaspoonful) 
contains  10  mg. 

TABLETS  when  oral  dosage  is  feasible.  Available  in 
10,  25,  50  and  100  mg.  tablets. 

Smith , Kline  & French  Laboratories , Philadelphia 

*T.M.  Reg.  U.S.  Pat.  Off.  for  chlorpromazine,  S.K.F. 


THORAZINE 
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no  other  suppository 


can  do  more  to  bring 

sustained 
comfort 

to  your 

anorectal 

patients 

than  A 


® 


soothes 
protects 
lubricates 
eases  pain 
relieves  itching 
decongests 


desitin 


hemorrhoidal 

SUPPOSITORIES 

with  cod  liver  oil 


DESITIN  SUPPOSITORIES  afford  rapid  relief  in  hem- 
orrhoids (non-surgical).  Norwegian  cod  liver  oil  (rich 
in  vitamins  A and  D and  unsaturated  fatty  acids)  helps 
promote  healing.  They  do  not  contain  styptics,  local 
anesthetics,  or  narcotics  and  therefore 
do  not  mask  serious  rectal  disease. 

In  boxes  of  12. 

samples  are  available  from 

DESITIN  CHEMICAL  COMPANY 

Providence,  R.  I. 


- 


■ Relieves  cough  quickly  and  thor- 
oughly ■ Effect  lasts  six  hours  and 
longer,  permitting  a comfortable 
night’s  sleep  ■ Controls  useless 
cough  without  impairing  expecto- 
ration ■ rarely  causes  constipation 

■ And  pleasant  to  take 


♦ . , , 


. 


- 


Syrup  and  oral  tablets.  Each  teaspoon- 
ful or  tablet  of  Hycodan*  contains  5 mg. 
dihydrocodeinone  bitartrate  and  1.5  mg. 
Mesopin.t  Average  adult  dose:  One  tea- 
spoonful or  tablet  after  meals  and  at 
bedtime.  May  be  habit-forming.  Avail- 
able on  your  prescription. 


sum 


£fldo 
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Finicky  eaters  are  headed  for  a fast  nutritional 
build-up  with  Incremin  — tasty  appetite  stimulant. 

Incremin  offers  1-Lysine  for  improved  protein  utili- 
zation, and  essential  vitamins  for  their  stimulating 
effect  on  appetite. 

Tasty  Incremin  is  available  in  either  Drops  or  Tab- 
lets. Caramel-flavoredTablets  maybe  orally  dissolved, 
chewed  or  swallowed.  Cherry-flavored  Drops  may  be 
mixed  with  milk,  formula  or  other  liquid.  Tablets: 
bottles  of  30.  Drops:  plastic  dropper-type  bottle  of 
15  cc. 

Each  Incremin  Tablet 

or  each  cc.  of  Incremin  Drops  contains: 

1-Lysine  300  mg.  Pyridoxine  (B„)  5 mg. 

Vitamin  Bi;  25  mcgm.  (Incremin  Drops  con- 

Thiamine(Bi)  10  mg.  tain  1%  alcohol) 

Dosage:  only  1 Incremin  Tablet  or  10-20  Incremin  Drops 
daily. 

*Reg.  U.S.  Pat.  Off. 

LEDERLE  LABORATORIES  DIVISION 
AMERICAN  CYANAMID  COMPANY 
PEARL  RIVER,  NEW  YORK 


designed 


with 


lower  corticoi 


the  original  tranquilizer-corticoid 

Rtaraxoid 

prednisolone  and  hydroxyzine 

provides  the  emotional  tranquilizer,  Atarax®  (hydroxyzine)  and  the  pre- 
ferred corticoid,  Sterane®  (prednisolone)  • control  of  emotional  factors 
by  tranquilization  enhances  response  to  the  corticoid  for  greater  clinical 
improvement  • often  permits  substantial  reductions  in  corticoid  dosage, 
accompanied  by  reduction  of  hormonal  side  effects  • confirmed  by  marked 
success  in  95%  of  1095  cases  of  varied  corticoid  indications1 


Ataraxoid  now  written  as 


5 mg.  prednisolone,  10  mg.  hydroxyzine  hydro- 
chloride, in  green,  scored  tablets.  Bottles  of  30 
and  100. 


and  noiv  available  as  NEW 


and  NEW 


2.5  mg.  prednisolone,  10  mg.  hydroxyzine 
hydrochloride,  in  blue,  scored  tablets.  Bottles 
of  30  and  100. 

Rtaraxoid  id 

1.0  mg.  prednisolone,  10  mg.  hydroxyzine 
hydrochloride,  in  orchid,  scored  tablets.  Bottles 
of  100. 

advantages:  (1)  greater  flexibility  of  dosage 
(2)  effective  tranquilization  permits  lower 
corticoid  dosage 

1.  Personal  communications  ‘Trademark 


PFIZER  LABORATORIES  Division,  Chas.  Pfizer  & Co.,  Inc.  Brooklyn  6,  New  York 


The  RHODE  ISLAND  MEDICAL  J 0 U RIVAL 


VOL.  XL 


MAY,  1957 


MASTERS  IN  MEDICINE 

The  Preface  of  Andreas  Vesalius  to 

De  Humani  Corporis  Fabrica,  1543* 

Translated  by  B.  Farrington 
of  Lymington,  England 


NO.  5 


Translator’s  Note.— In  the  preface  to  De  Humani 
Corporis  Fabrica  a master-spirit  speaks  of  himself 
and  of  his  work.  Twenty-eight  years  of  age,  pro- 
fessor of  anatomy  in  three  universities  of  Italy,  his 
prolonged  and  arduous  researches  completed  and 
the  results  digested  into  the  first  great  masterpiece 
of  modern  science,  he  presents  himself  to  the  reader 
at  the  supreme  crisis  of  his  career.  He  is  entirely 
conscious  of  his  own  worth  and  of  the  importance 
of  the  role  for  which  he  is  cast.  In  the  forefront  of 
his  work  he  sets  two  illustrations.  First,  the  woodcut 
portrait  of  himself  exhibiting  the  muscles  that  con- 
trol the  hand,  a famous  and  decisive  moment  in  his 
career.  Second,  the  symbolic  scene  in  which,  before 
an  enthralled  and  crowded  assembly,  he  dissects  a 
corpse  in  person,  banishing  for  ever  the  old  atmos- 
phere of  lector,  demonstrator,  dependence  upon 
authority,  and  boredom.  The  same  story  is  told  in 
the  prefatory  dedication,  and  it  is  the  translator’s 
task  to  choose  a style  that  will  best  offer  to  the 
modern  reader  a living  contact  with  the  man  and 
the  moment. 

'T'ranslation  is  always  a compromise  and  never 
easy.  The  Latin  of  Vesalius  is  a very  accom- 
plished medium.  He  can  give  a clear  and  simple 
description  of  the  parts  of  the  human  body  and  their 
functions.  He  can  give  (and  this  is  not  easy  in  any 
language)  precise,  intelligible  instructions  for  the 
execution  of  complicated  operations,  as  witness  his 
final  chapter — on  vivisection.  He  can  tell  an  an- 
ecdote with  point  and  spirit.  But  he  can  also  write 
in  an  elaborate  rhetorical  style,  as  he  has,  for  in- 
stance, in  this  dedication,  wherein  the  periods  grow 
to  an  unwieldy  bulk,  wherein  redundancies  are  ad- 
mitted or  sought  after  in  order  to  swell  the  rolling 
rhythms,  wherein  the  folds  of  classical  rhetoric  in 
a dead,  learned  language  drape  themselves  with  a 
comical  heaviness  about  the  clean,  stripped  thought. 

My  version  is  intended  to  be  both  close  and  faith- 
ful ; but  I have  deliberately  lightened  and  modern- 
ized the  style  by  introducing  paragraphs  (none 
are  indicated  in  the  original),  by  breaking  up  the 
periods,  and  by  pruning  occasional  redundancies. 
I hope  that  these  concessions  to  the  convenience 
and  taste  of  the  modern  reader  have  not  allowed 
the  character  of  the  man  and  the  epoch  wholly  to 
evaporate. 

*Reprinted  from  the  Proceedings  of  the  Royal  Society 
of  Medicine,  London,  by  permission  of  the  Editor  and 
the  Translator,  Volume  XXV,  No.  9,  July,  1932. 


The  translation  has  been  made  from  the  text 
as  edited  by  Boerhaave  and  Albinus  in  1725.  The 
beginning  of  each  page  of  the  first  edition  of  1545 
has  been  indicated  in  the  left-hand  margin.  For 
the  satisfaction  of  those  interested  in  the  termi- 
nology of  Vesalius,  some  of  the  more  important 
Latin  terms  have  been  given  at  the  foot  of  the  page. 

I am  indebted  to  Dr.  C'harles  Singer  for  correc- 
tions and  improvements  in  my  version  of  the  text, 
and  also  for  the  addition  of  notes  from  his  own 
store  of  knowledge. 

The  Preface 
of 

ANDREAS  VESALIUS 

TO 

His  Own  Books  on  the  Mechanism  of  the 
Human  Body  addressed  to 
The  Most  Great  and  Invincible  Emperor 
The  Divine  Charles  V. 

Those  engaged  in  the  arts  and  sciences,  Most 
Gracious  Emperor  Charles,  find  many  serious  ob- 
stacles to  the  exact  study  and  successful  application 
of  them.  In  the  first  place,  no  slight  inconvenience 
results  from  too  great  separation  between  branches 
of  study  which  serve  for  the  perfection  of  one  art. 
But  much  worse  is  the  mischievous  distribution 
among  different  practitioners  of  the  practical  appli- 
cations of  the  art.  This  has  been  carried  so  far  that 
those  who  have  set  before  themselves  the  attain- 
ment of  an  art  embrace  one  part  of  it  to  the  neglect 
of  the  rest,  although  they  are  intimately  bound  up 
with  it  and  can  by  no  means  be  separated  from  it. 
Such  never  achieve  any  notable  result ; they  never 
attain  their  goal,  or  succeed  in  basing  their  art 
upon  a proper  foundation. 

I shall  pass  over  all  the  other  arts  in  silence  and 
confine  myself  to  a few  remarks  on  that  which 
presides  over  the  health  of  mankind.  This,  of  all 
the  arts  which  the  mind  of  man  has  discovered,  is 
by  far  the  most  beneficial,  necessary,  abstruse  and 
laborious.  But  in  bygone  times,  that  is  to  say  | in 
the  West]  after  the  Gothic  deluge  and  [in  the 
East]  after  the  reign  of  Mansor  at  Bochara  in 
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Persia,  under  whom,  as  we  know,  the  Arabs  still 
lived  as  was  right  on  terms  of  familiarity  with  the 
Greeks,  medicine  began  to  be  sore  distempered. 
Its  primary  instrument,  the  employment  of  the 
hand  in  healing,  was  so  neglected  that  it  was  rele-_ 
gated  to  vulgar  fellows  with  no  instruction  what- 
soever in  the  branches  of  knowledge  that  subserve 
the  art  of  medicine. 

In  ancient  times  there  were  three  medical  sects, 
to  wit,  the  Dogmatic,  the  Empirical  and  the  Meth- 
odical, but  the  exponents  of  each  of  these  embraced 
the  whole  of  the  art  as  the  means  to  preserve 
health  and  war  against  disease.  To  this  end  they 
referred  all  that  they  individually  thought  neces- 
sary in  their  particular  sects,  and  employed  the 
service  of  a threefold  aid  to  health : first,  a theory 
of  diet;  secondly,  the  whole  use  of  drugs;  and 
thirdly,  manual  operation.  This  last,  above  the  rest, 
nicely  proves  the  saying  that  medicine  is  the  addi- 
tion of  that  which  is  defective  and  the  removal  of 
that  which  is  in  excess  ; as  often  as  we  resort  to  the 
art  of  medicine  for  the  treatment  of  disease  we  have 
occasion  to  employ  it ; and  time  and  experience 
have  taught,  by  the  benefits  it  has  conferred,  that 
it  is  the  greatest  aid  to  human  health. 

This  triple  manner  of  treatment  was  equally 
familiar  to  the  doctors  of  each  sect ; and  those  who 
applied  manual  operation  according  to  the  nature 
of  the  affection,  expended  no  less  care  in  training 
their  hands  than  in  establishing  a theory  of  diet, 
or  in  learning  to  recognize  and  compound  drugs. 
This,  not  to  mention  his  other  books,  is  clearly 
shown  by  those  most  perfect  of  the  compositions 
of  Hippocrates:  On  the  Function  of  tlic  Doctor, 
On  Fractures  of  Bones,  On  Dislocations  of  Joints 
and  Similar  Ailments.  Nay  more,  Galen,  after 
Hippocrates  the  prince  of  medicine,  in  addition 
to  the  fact  that  he  boasts  from  time  to  time  that 
the  care  of  the  gladiators  of  Pergamum  was  en- 
trusted to  his  sole  charge,  and  that  when  age  was 
now  becoming  a burden  he  was  reluctant  for  the 
monkeys  he  had  for  dissection  to  be  skinned  by 
the  help  of  slaves,  frequently  impresses  on  us  his 
joy  in  manual  dexterity  and  how  zealously  he.  in 
common  with  the  other  doctors  of  Asia,  employed 
it.  Indeed,  there  is  no  one  of  the  ancients  who  does 
not  seem  as  solicitous  to  hand  down  to  posterity 
the  method  of  cure  which  is  effected  by  the  hand 
as  those  methods  which  depend  on  diet  and  drugs. 

But  it  was  especially  after  the  ruin  spread  by 
the  Goths,  when  all  the  sciences,  which  before  had 
flourished  gloriously  and  were  practised  as  was 
fitting,  went  to  ruin,  that  more  fashionable  doctors, 
first  in  Italy,  in  imitation  of  the  old  Romans,  despis- 
ing the  work  of  the  hand,  began  to  delegate  to 
slaves  the  manual  attentions  which  they  judged 
needful  for  their  patients,  and  themselves  merely 
to  stand  over  them  like  master  builders.  Then, 
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when  all  the  rest  also  who  practised  the  true  art 
of  healing  gradually  declined  the  unpleasant  duties 
of  their  profession,  without  however  abating  any 
of  their  claim  to  money  or  honour,  they  quickly 
fell  away  from  the  standard  of  the  doctors  of  old. 
Methods  of  cooking,  and  all  the  preparation  of 
food  for  the  sick,  they  left  to  nurses;  compound- 
ing of  drugs  they  left  to  the  apothecaries;  manual 
operation  to  barbers.  Thus  in  course  of  time  the 
art  of  healing  has  been  so  wretchedly  rent  asunder, 
that  certain  doctors,  advertising  themselves  under 
the  name  of  physicians,  have  arrogated  to  them- 
selves alone  the  prescription  of  drugs  and  diet  for 
obscure  diseases,  and  have  relegated  the  rest  of 
medicine  to  those  whom  they  call  surgeons  and 
scarcely  regard  as  slaves,  disgracefully  banishing 
from  themselves  the  chief  and  most  ancient  branch 
of  the  medical  art.  and  that  which  principally  (if 
indeed  there  he  any  other)  bases  itself  upon  the 
investigation  of  nature.  Yet  among  the  Indians  to- 
day it  is  the  kings  that  chiefly  exercise  this  | sur- 
gical | art ; the  Persians  hand  it  down  as  an  obliga- 
tory inheritance  to  their  children,  as  formerly  did 
the  whole  family  of  the  Asclepiads ; the  Thraci- 
ans, with  many  other  nations,  cultivate  and  honour 
it  above  other  arts,  to  the  neglect  almost  of  that 
part  of  the  art  [the  prescription  of  drugs],  which 
formerly  many  proscribed  from  the  state,  as  de- 
vised for  the  deception  and  destruction  of  men ; 
for  it,  refusing  the  aid  of  nature  gives  no  deep 
relief,  hut  rather,  endeavouring  to  help  nature 
while  it  is  in  any  case  overwrought  by  the  effort 
to  cast  off  the  disease,  it  often  destroys  it  quite 
and  utterly  distracts  it  from  its  normal  function. 
Consequently  it  is  to  it  in  particular  we  owe  the 
fact  that  so  many  scoffs  are  wont  to  be  cast  at 
doctors,  and  this  most  holy  art  is  made  a mock, 
though  all  the  time  one  part  of  it,  which  those 
trained  in  liberal  studies  allow  basely  to  be  torn 
from  them,  could  adorn  it  for  ever  with  peculiar 
praise. 

For  when  Homer,  that  well-spring  of  genius, 
declares  that  a man  that  is  a doctor  is  better  than 
a host,  and  together  with  all  the  poets  of  Greece 
celebrates  Podalyrius  and  Machaon,  truly  these 
divine  sons  of  Aesculapius  are  thus  praised  not 
for  the  reason  that  they  banished  a touch  of  fever 
or  other  ailments  which  nature  usually  cures  un- 
aided, and  without  the  assistance  of  the  doctor 
more  easily  than  with  his  aid,  nor  because  they 
pandered  to  the  appetites  of  men  in  obscure  and 
desperate  affections,  hut  because  they  devoted 
themselves  in  particular  to  the  cure  of  dislocations, 
fractures,  bruises,  wounds,  and  other  breaches  of 
continuity,  and  to  fluxions  of  blood,  and  because 
tliev  freed  the  noble  warriors  of  Agamemnon  from 
javelins,  darts,  and  other  evils  of  that  kind,  which 
wars  particularly  occasion,  and  which  always  de- 
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mand  the  careful  attention  of  the  doctor. 

But  it  was  not  at  all  my  purpose  to  set  one 
instrument  of  medicine  above  the  rest,  since  the 
triple  art  of  healing,  as  it  is  called,  cannot  at  all 
he  disunited  and  wrenched  asunder,  but  belongs 
in  its  entirety  to  the  same  practitioner;  and  for  the 
due  attainment  of  this  triple  art,  all  the  parts  of 
medicine  have  been  established  and  prepared  on 
an  equal  footing,  so  that  the  individual  parts  are 
brought  into  use  with  a success  proportioned  to 
the  degree  in  which  one  combines  the  cumulative 
force  of  all.  How  rarely  indeed  a disease  occurs 
which  does  not  at  once  require  the  triple  manner 
of  treatment:  that  is  to  say,  a proper  diet  must  be 
prescribed,  some  service  must  be  rendered  by 
medicine,  and  some  by  the  hand.  Therefore  the 
tyros  in  this  art  must  by  every  means  be  exhorted 
to  follow  the  Greeks  in  despising  the  whisperings 
of  those  physicians  (save  the  mark!),  and,  as 
the  fundamental  nature  and  rational  basis  of  the  art 
prescribes,  to  apply  their  hands  also  to  the  treat- 
ment, lest  they  should  rend  the  body  of  medicine 
and  make  of  it  a force  destructive  of  the  common 
life  of  man. 

And  they  must  be  urged  to  this  with  all  the 
greater  earnestness  because  men  to-day  who  have 
bad  an  irreproachable  training  in  the  art  are  seen 
to  abstain  from  the  use  of  the  hand  as  from  the 
plague,  and  for  this  very  reason,  lest  they  should 
be  slandered  by  the  Masters  of  the  profession  as 
barbers  before  the  ignorant  mob,  and  should 
henceforth  lack  equal  gain  and  honour  with  those 
less  than  half -doctors,  losing  their  standing  both 
with  the  uneducated  commonalty  and  with  princes. 
For  it  is  indeed  above  all  other  things  the  wide 
prevalence  of  this  hateful  error  that  prevents  us 
even  in  our  age  from  taking  up  the  healing  art  as 
a whole,  makes  us  confine  ourselves  merely  to  the 
treatment  of  internal  complaints,  and,  if  I may 
utter  the  blunt  truth  once  for  all,  causes  us,  to 
the  great  detriment  of  mankind,  to  study  to  be 
healers  only  in  a very  limited  degree. 

For  when,  in  the  first  place,  the  whole  compound- 
ing of  drugs  was  handed  over  to  the  apothecaries, 
then  the  doctors  promptly  lost  the  knowledge  of 
simple  medicines  which  is  absolutely  essential  to 
them ; and  they  became  responsible  for  the  fact 
that  the  druggists’  shops  were  filled  with  barbarous 
terms  and  false  remedies,  and  also  that  so  many 
elegant  compositions  of  the  ancients  were  lost  to  us, 
several  of  which  have  not  yet  come  to  light ; and. 
finally,  they  prepared  an  endless  task  for  the  learn- 
ed men,  not  only  of  our  own  age,  but  for  those 
who  preceded  it  by  some  years,  who  devoted  them- 
selves with  indefatigable  zeal  to  research  in  simple 
medicines ; so  much  so  that  they  may  be  regarded 
as  having  gone  far  to  restore  the  knowledge  of 
them  to  its  former  brilliance. 


But  this  perverse  distribution  of  the  instruments 
of  healing  among  a variety  of  craftsmen  inflicted 
a much  more  odious  shipwreck  and  a far  more 
cruel  blow  upon  the  chief  branch  of  natural  phil- 
osophy [Anatomy],  to  which,  since  it  comprises 
the  natural  history  of  man  and  should  rightly  be 
regarded  as  the  firm  foundation  of  the  whole  art 
of  medicine  and  its  essential  preliminary,  Hip- 
pocrates and  Plato  attached  so  much  importance 
that  they  did  not  hesitate  to  put  it  first  among  the 
parts  of  medicine.  For  though  originally  it  was 
the  prime  object  of  the  doctors’  care,  and  though 
they  strained  every  nerve  to  acquire  it,  it  finallv 
began  to  perish  miserably  when  the  doctors  them- 
selves. by  resigning  manual  operations  to  others, 
ruined  Anatomy.  For  when  the  doctors  supposed 
that  only  the  care  of  internal  complaints  concerned 
them,  considering  a mere  knowledge  of  the  viscera 
as  more  than  enough  for  them,  they  neglected  the 
structure  of  the  bones  and  muscles,  as  well  as  of 
the  nerves,  veins  and  arteries  which  run  through 
bones  and  muscles,  as  of  no  importance  for  them. 
And  further,  when  the  whole  conduct  of  manual 
operations  was  entrusted  to  barbers,  not  only  did 
doctors  lose  the  true  knowledge  of  the  viscera, 
but  the  practice  of  dissection  soon  died  out,  doubt- 
less for  the  reason  that  the  doctors  did  not  attempt 
to  operate,  while  those  to  whom  the  manual  skill 
was  resigned  were  too  ignorant  to  read  the  writings 
of  the  teachers  of  anatomy. 

It  is  thus  utterly  impossible  for  this  class  of 
men  to  preserve  for  us  a difficult  art  which  they 
have  acquired  only  mechanically.  And  equally  in- 
evitably this  deplorable  dismemberment  of  the  art 
of  healing  has  introduced  into  our  schools  the  de- 
testable procedure  now  in  vogue,  that  one  man 
should  carry  out  the  dissection  of  the  human  body, 
and  another  give  the  description  of  the  parts.  These 
latter  are  perched  up  aloft  in  a pulpit  like  jack- 
daws, and  with  a notable  air  of  disdain  they  drone 
out  information  about  facts  they  have  never  ap- 
proached at  first  hand,  but  which  they  merely  com- 
mit to  memory  from  the  books  of  others,  or  of 
which  they  have  descriptions  before  their  eyes; 
the  former  are  so  ignorant  of  languages  that  they 
are  unable  to  explain  their  dissections  to  the  on- 
lookers and  botch  what  ought  to  be  exhibited  in 
accordance  with  the  instruction  of  the  physician, 
who  never  applies  his  hand  to  the  dissection,  and 
contemptuously  steers  the  ship  out  of  the  manual, 
as  the  saying  goes.  Thus  everything  is  wrongly 
taught,  days  are  wasted  in  absurd  questions,  and  in 
the  confusion  less  is  offered  to  the  onlooker  than 
a butcher  in  his  stall  could  teach  a doctor.  I omit 
all  mention  of  those  schools  in  which  there  is 
scarcely  even  a thought  of  opening  a human  body 
to  exhibit  its  structure.  So  far  had  ancient  medi- 
cine fallen  some  years  ago  from  its  pristine  glory. 
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But  when  medicine  in  the  great  blessedness  of 
this  age,  which  the  gods  will  to  entrust  to  the  wise 
guidance  of  your  divine  power,  had,  together  with 
all  studies,  begun  to  live  again  and  to  lift  its  head 
up  from  its  utter  darkness  (so  much  so,  indeed,, 
that  it  might  without  fear  of  contradiction  be  re- 
garded in  some  academies  as  having  well  nigh 
recovered  its  ancient  brilliance)  ; and  when  there 
was  nothing  of  which  the  need  was  now  so  urgently 
felt  as  the  resurrection  of  the  science  of  Anatomy, 
then  I,  challenged  by  the  example  of  so  many  emi- 
nent men,  in  so  far  as  I could  and  with  what  means 
I could  command,  thought  I should  lend  my  aid. 
And  lest,  when  all  others  for  the  sake  of  our  com- 
mon studies  were  engaged  in  some  attempt  and 
with  such  great  success,  I alone  should  he  idle,  or 
lest  I should  fall  below  the  level  of  my  forebears, 
doctors  to  be  sure  not  unknown  to  fame,  I thought 
that  this  branch  of  natural  philosophy  should  be 
recalled  from  the  dead,  so  that  if  it  did  not  achieve 
with  us  a greater  perfection  than  at  any  other 
place  or  time  among  the  old  teachers  of  anatomy, 
it  might  at  least  reach  such  a point  that  one  could 
with  confidence  assert  that  our  modern  science  of 
anatomy  was  equal  to  that  of  old.  and  that  in  this 
age  anatomy  was  unique  both  in  the  level  to  which 
it  had  sunk  and  in  the  completeness  of  its  subse- 
quent restoration. 

But  this  effort  could  by  no  manner  of  means 
have  succeeded,  if,  when  I was  studying  medicine 
at  Paris,  I had  not  myself  applied  my  hand  to  this 
business,  hut  had  acquiesced  in  the  casual  and 
superficial  display  to  me  and  my  fellow-students 
by  certain  barbers  of  a few  organs  at  one  or  two 
public  dissections.  For  in  such  a perfunctory  man- 
ner was  anatomy  then  treated  in  the  place  where 
we  have  lived  to  see  medicine  happily  reborn,  that 
I myself,  having  trained  myself  without  guidance 
in  the  dissection  of  brute  creatures,  at  the  third 
dissection  at  which  it  was  my  fortune  ever  to  be 
present  (this,  as  was  the  custom  there,  was  con- 
cerned exclusively  or  principally  with  the  viscera), 
led  on  by  the  encouragement  of  my  fellow-students 
and  teachers,  performed  in  public  a more  thorough 
dissection  than  was  wont  to  be  done.  Later  I at- 
tempted a second  dissection,  my  purpose  being  to 
exhibit  the  muscles  of  the  hand  together  with  a 
more  accurate  dissection  of  the  viscera.  For  except 
for  eight  muscles  of  the  abdomen,  disgracefully 
mangled  and  in  the  wrong  order,  no  one  (I  speak 
the  simple  truth)  ever  demonstrated  to  me  anv 
single  muscle,  or  any  single  bone,  much  less  the 
network  of  nerves,  veins  and  arteries. 

Subsequently  at  Louvain,  where  I had  to  return 
on  account  of  the  disturbance  of  war,  because  dur- 
ing eighteen  years  the  doctors  there  had  not  even 
dreamed  of  anatomy,  and  in  order  that  I might 
help  the  students  of  that  academy,  and  that  I my- 
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self  might  acquire  greater  skill  in  a matter  both 
obscure  and  in  my  judgment  of  prime  importance 
for  the  whole  of  medicine,  I did  somewhat  more 
accurately  than  at  Paris  expound  the  whole  struc- 
ture of  the  human  body  in  the  course  of  dissecting, 
with  the  result  that  the  younger  teachers  of  that 
academy  now  appear  to  spend  great  and  very  seri- 
ous study  in  acquiring  a knowledge  of  the  parts 
of  man,  clearly  understanding  what  invaluable 
material  for  philosophizing  is  presented  to  them 
from  this  knowledge.  Furthermore  at  Padua,  in 
the  most  famous  gymnasium  of  the  whole  world, 
I had  been  charged  with  the  teaching  of  surgical 
medicine  five  years  by  the  Illustrious  Senate  of 
Venice,  which  is  far  the  most  liberal  in  the  endow- 
ment of  the  higher  branches  of  learning.  And  since 
the  carrying  out  of  anatomical  enquiry  is  of  im- 
portance for  surgical  medicine,  I devoted  much 
effort  to  the  investigation  of  the  structure  of  man, 
and  so  directed  my  enquiries,  and,  exploding  the 
ridiculous  fashion  of  the  schools,  so  taught  the 
subject,  that  we  could  not  find  in  my  procedure 
anything  that  fell  short  of  the  tradition  of  the 
ancients. 

However,  the  supineness  of  the  medical  pro- 
fession has  seen  to  it  only  too  well  that  the  writings 
of  Eudemus,  Herophilus,  Marinus,  Andreas, 
Lycus,  and  other  princes  of  anatomy  should  not 
be  preserved  to  us,  since  not  even  a fragment  of 
any  page  has  survived  of  all  those  famous  writers 
whom  Galen  mentions,  to  the  number  of  more 
than  twenty,  in  his  second  commentary  to  the  book 
of  Hippocrates  on  The  Nature  of  Man.  Nay,  even 
of  his  own  anatomical  writings  scarcely  the  half 
has  been  saved  from  destruction.  But  those  who 
followed  Galen,  among  whom  I place  Oribasius, 
Theophilus,  the  Arabs,  and  all  our  own  writers 
whom  I have  read  to  date,  all  of  them  (and  they 
must  pardon  me  for  saying  this),  if  they  handed 
on  anything  worth  reading,  borrowed  it  from  him. 
And,  believe  me,  the  careful  reader  will  discover 
that  there  is  nothing  they  were  further  from  at- 
tempting than  the  dissection  of  bodies.  They 
placed  an  absolute  trust  in  I know  not  what  quality 
of  the  writing  of  their  chief,  and  in  the  neglect 
of  dissection  of  the  rest,  and  shamefully  reduced 
Galen  to  convenient  summaries,  never  departing 
from  him  by  so  much  as  the  breadth  of  a nail,  that  is 
supposing  they  succeed  in  arriving  at  his  meaning. 
Nay,  they  place  it  in  the  forefront  of  their  books 
that  their  own  writings  are  pieced  together  from 
the  teachings  of  Galen,  and  that  all  that  is  theirs 
is  his.  And  so  completely  have  all  surrendered  to 
his  authority,  that  no  doctor  has  been  found  to 
declare  that  in  the  anatomical  books  of  Galen  even 
the  slightest  error  has  ever  been  found,  much  less 
could  now  be  found;  though  all  the  time  (apart 
from  the  fact  that  Galen  frequently  corrects  him- 
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THE  TEACHING  OF  ANATOMY  — BEFORE  AND  AFTER  VESALIUS 


Fig.  28.  AN  ANATOMICAL  LECTURE  AT  PADUA 
in  the  fifteen  century,  from  a contemporary  Italian 
woodcut. 


self,  and  in  later  books,  after  acquiring  more  ex- 
perience, removes  oversights  that  he  had  com- 
mitted in  earlier  books,  and  sometimes  teaches 
contradictory  views)  it  is  quite  clear  to  us,  from 
the  revival  of  the  art  of  dissection,  from  a painstak- 
ing perusal  of  the  works  of  Galen,  and  from  a 
restoration  of  them  in  several  places,  of  which  we 
have  no  reason  to  be  ashamed,  that  Galen  himself 
never  dissected  a human  body  lately  dead.  Nay 
more,  deceived  by  his  monkeys  (although  it  is  ad- 
mitted that  human  bodies  dried,  and  prepared  as 
it  were  for  an  inspection  of  tbe  bones,  did  come 
under  his  observation),  he  frequently  wrongly 
controverts  tbe  ancient  doctors  who  had  trained 
themselves  by  dissecting  human  corpses. 

And  again,  how  many  false  observations  you 
will  find  him  to  have  made  even  on  his  monkeys. 
I shall  say  nothing  about  tbe  astonishing  fact  that 
in  the  manifold  and  infinite  divergences  of  the  or- 
gans of  the  human  body  from  those  of  the  monkey 
Galen  hardly  noticed  anything  except  in  the  fingers 


Fig.  31.  TITLE-PAGE  of  the  work  On  the  Fabric  of 
the  Human  Body,  by  Vesalius,  published  in  1543. 

It  shows  a dissection  scene  at  Padua.  In  the  center 
stands  Vesalius  dissecting  a female  body.  At  the  head  of 
the  table  stands  an  articulated  skeleton.  At  its  foot  are 
dissecting  instruments.  Eager  students  throng  around.  In 
the  foreground  attendants  are  squabbling.  On  one  side 
an  attendant  holds  a monkey,  one  on  the  other  a dog, 
for  Vesalius  had  often  to  resort  to  animal  in  lieu  of 
human  anatomy.  Shut  off  by  a bar  are  members  of  the 
lay  public.  Gallants,  grey-bearded  scholars,  monks,  and 
an  enthusiastic  bookworm  may  be  discerned  among  them. 
Other  observers  crowd  in  from  every  vantage  point,  even 
from  the  windows  in  the  roof.  The  naked  man  to  the  left 
has  been  used  by  Vesalius  to  demonstrate  the  surface 
markings  of  the  underlying  organs.  The  whole  scene 
is  busy  and  vigorous  in  the  extreme.  It  should  be  con- 
trasted with  the  academic  calm  of  Fig.  28  drawn  fifty 
years  earlier. 

and  tbe  bend  of  the  knee — which  he  would  cer- 
tainly have  passed  over  with  the  rest,  if  they  had 
not  been  obvious  to  him  without  dissection.  But 
at  the  moment  I do  not  propose  to  criticize  the 
false  statements  of  Galen,  easily  the  foremost 
among  the  teachers  of  anatomy ; and  much  less 
would  I wish  to  be  regarded  now  in  the  beginning 
as  disloyal  to  the  author  of  all  good  things  and 
lacking  in  respect  for  his  authority.  For  I am  not 
unaware  how  the  medical  profession  (in  this  so 
different  from  the  followers  of  Aristotle  ) are  wont 
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to  he  upset  when  in  more  than  two  hundred  in- 
stances, in  the  conduct  of  the  single  course  of 
anatomy  T now  exhibit  in  the  schools,  they  see 
that  Galen  has  failed  to  give  a true  description 
of  the  inter-relation,  use,  and  function  of  the  parts 
of  man — how  they  scowl  at  times,  and  examine 
every  inch  of  the  dissection  in  their  determination 
to  defend  him.  Yet  they  too,  drawn  by  the  love 
of  truth,  gradually  abandon  that  attitude  and, 
growing  less  emphatic,  begin  to  put  faith  in  their 
own  not  ineffectual  sight  and  powers  of  reason 
rather  than  in  the  writings  of  Galen.  These  true 
paradoxes,  won  not  by  slavish  reliance  on  the 
eft’orts  of  others,  nor  supported  merely  by  masses 
of  authorities,  they  eagerly  communicate  in  their 
correspondence  to  their  friends;  they  exhort  them 
so  earnestly  and  so  friendly-wise  to  examine  them 
for  themselves,  and  to  come  at  last  to  a true 
knowledge  of  anatomy,  that  there  is  ground  for 
hope  that  anatomy  will  ere  long  be  cultivated  in 
all  our  academies  as  it  was  of  old  in  Alexandria. 

And  that  the  Muses  might  the  more  smile  upon 
this  hope,  I have,  so  far  as  in  me  lay,  and  in  addi- 
tion to  my  other  publications  on  this  subject — 
which  certain  plagiarists,  thinking  me  far  away 
from  Germany,  have  put  out  there  as  their  own — - 
made  a completely  fresh  arrangement  in  seven 
books  of  my  information  about  the  parts  of  the 
human  body  in  the  order  in  which  I am  wont  to 
lay  the  same  before  that  learned  assembly  in  this 
city,  as  well  as  at  Bologna,  and  at  Pisa.  Thus  those 
present  at  the  dissections  will  have  a record  of 
what  was  there  demonstrated,  and  will  be  able  to 
expound  anatomy  to  others  with  less  trouble.  And 
also  the  books  will  be  by  no  means  useless  to  those 
who  have  no  opportunity  for  personal  examination, 
for  they  relate  with  sufficient  fulness  the  num- 
ber, position,  shape,  substance,  connection  with 
other  parts,  use  and  function  of  each  part  of  the 
human  body,  together  with  many  similar  facts 
which  we  are  wont  to  unravel  during  dissection 
concerning  the  nature  of  the  parts,  and  also  the 
method  of  dissection  applicable  to  dead  and  living 
animals.  Moreover,  the  books  contain  representa- 
tions of  all  the  parts  inserted  in  the  text  of  the  dis- 
course. iu  such  a way  that  they  place  before  the 
eyes  of  the  student  of  Nature’s  works,  as  it  were, 
a dissected  corpse. 

Thus  in  the  First  Book  I have  described  the 
nature  of  all  bones  and  cartilages,  which,  since 
the  other  parts  are  supported  by  them,  and  must 
be  described  in  accordance  with  them,  are  the  first 
to  be  known  by  students  of  anatomy.  The  Second 
Book  treats  of  the  ligaments  by  which  the  bones 
and  cartilages  are  linked  one  with  another,  and 
then  the  muscles  that  affect  the  movements  that 
depend  upon  our  will.  The  Third  comprises  the 
close  network  of  veins  which  carry  to  the  muscles 
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and  bones  and  the  other  parts  the  ordinary  blood 
by  which  they  are  nourished,  and  of  arteries  which 
control  the  mixture  of  Innate  Heat  and  Vital 
Spirit.  The  Fourth  treats  of  the  branches  not  only 
of  the  nerves  which  convey  the  Animal  Spirit  to 
the  muscles,  but  of  all  the  other  nerves  as  well.  The 
Fifth  explains  the  structure  of  the  organs  that  sub- 
serve nutrition  effected  through  food  and  drink ; 
and  furthermore,  on  account  of  the  proximity  of 
their  position,  it  contains  also  the  instruments  de- 
signed by  the  Most  High  Creator  for  the  propa- 
gation of  the  species.  The  Sixth  is  devoted  to  the 
heart,  the  fontes  of  the  vital  faculty,  and  the  parts 
that  subserve  it.  The  Seventh  describes  the  har- 
mony between  the  structure  of  the  brain  and  the 
organs  of  sense,  without,  however,  repeating  from 
the  fourth  book  the  description  of  the  network  of 
nerves  arising  from  the  brain. 

Now  in  arranging  the  order  of  these  books  I 
have  followed  the  opinion  of  Galen,  who,  after  the 
account  of  the  muscles,  considered  that  the  anato- 
my of  the  veins,  arteries,  nerves,  and  then  of  the 
viscera  should  be  handled.  But  with  very  great 
reason  it  will  be  urged,  and  especially  in  the  case 
of  a beginner  in  this  science,  that  the  study  of  the 
viscera  ought  to  be  combined  with  that  of  the 
distribution  of  the  vessels,  a course  I have  fol- 
lowed in  the  Epitome.  This  latter  I have  made  to 
be  as  it  were  a footpath  beside  the  highway  of  the 
larger  book,  and  an  index  of  what  is  set  forth  in 
it ; and  it  is  honoured  with  the  splendid  patronage 
of  His  Serene  Highness  Philip,  Your  Majesty’s 
son,  and  a living  embodiment  of  his  father’s  virtues. 

But  here  there  comes  into  my  mind  the  judg- 
ment of  certain  men  who  vehemently  condemn 
the  practice  of  setting  before  the  eyes  of  students, 
as  we  do  with  the  parts  of  plants,  delineations,  be 
they  never  so  accurate,  of  the  parts  of  the  human 
body.  These,  they  say,  ought  to  be  learned,  not  by 
pictures,  but  by  careful  dissecton  and  examination 
of  the  things  themselves.  As  if,  forsooth,  my  ob- 
ject in  adding  to  the  text  of  my  discourse  images 
of  the  parts,  which  are  most  faithful,  and  which 
I wish  could  lie  free  from  the  risk  of  being  spoiled 
by  the  printers,  was  that  students  should  rely  up- 
on them  and  refrain  from  dissecting  bodies  ; where- 
as my  practice  has  rather  been  to  encourage  stu- 
dents of  medicine  in  every  way  I could  to  perform 
dissections  with  their  own  hands.  Assuredly,  if 
the  practice  of  the  ancients  bad  lasted  down  to  our 
day,  namely,  to  train  boys  at  home  in  carrying  out 
dissections,  just  as  in  making  their  letters  and  in 
reading,  I would  gladly  consent  to  our  dispensing 
not  only  with  pictures,  but  with  all  commentaries. 
For  the  ancients  only  began  to  write  about  dissec- 
tion when  they  decided  that  honour  demanded  that 
they  should  communicate  the  art.  not  only  to  their 
children,  but  to  strangers  whom  they  respected  for 
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their  virtue.  For,  as  soon  as  boys  were  no  longer 
trained  in  dissection,  the  inevitable  consequence 
at  once  followed  that  they  learned  anatomy  less 
well,  since  the  training  had  been  abolished  with 
which  they  had  been  wont  to  begin  in  youth.  So 
much  so  that  when  the  art  had  deserted  the  family 
of  the  Asclepiads,  and  had  been  now  for  many 
centuries  on  tbe  decline,  books  were  needed  to  pre- 
serve a complete  view  of  it.  Yet  how  greatly  pic- 
tures aid  the  understanding  of  these  things,  and 
how  much  more  accurately  they  put  the  things  be- 
fore the  eyes  than  even  the  clearest  language,  no- 
body can  have  failed  to  experience  in  geometry 
and  the  other  mathematical  disciplines. 

But,  however  that  may  be,  I have  done  my  best 
to  this  single  end,  namely,  in  an  equally  recondite 
and  laborious  matter,  to  aid  as  many  as  possible, 
and  truly  and  completely  to  describe  tbe  structure 
of  tbe  human  body — which  is  built  up,  not  of  some 
ten  or  twelve  parts  (as  seems  to  those  who  give 
it  a passing  glance),  but  of  some  thousands  of  dif- 
ferent parts — and  to  bring  to  students  of  medicine 
a substantial  contribution  towards  the  understand- 
ing of  those  books  of  Galen  treating  of  this  branch 
of  learning,  which  of  all  his  writings  most  require 
the  assistance  of  a teacher.  Moreover  I am  aware 
[first]  how  little  authority  my  efforts  will  carry 
by  reason  of  my  youth  (I  am  still  in  my  twenty- 
eighth  year)  ; and  [secondly]  how  little,  on  account 
of  the  frequency  with  which  I draw  attention  to 
the  falsity  of  Galen’s  pronouncements,  I shall  be 
sheltered  from  the  attacks  of  those  who  have  not 
— as  I have  done  in  the  schools  of  Italy — applied 
themselves  earnestly  to  anatomy,  and  who,  being 
now  old  men  devoured  by  envy  at  the  true  dis- 
coveries of  youths,  will  be  ashamed,  together  with 
all  the  other  sectaries  of  Galen,  that  they  have  been 
hitherto  so  purblind  failing  to  notice  what  I now 
set  forth,  yet  arrogating  to  themselves  a mighty 
reputation  in  the  art — [I  know,  I say,  how  little 
authority  my  efforts  will  carry]  unless  they  come 
forth  auspiciously  into  the  light,  commended  by 
the  great  patronage  of  some  divine  power.  And, 
in  as  much  as  it  cannot  be  more  safely  sheltered 
or  more  splendidly  adorned  than  by  the  imperish- 
able name  of  The  Divine  Charles,  The  Most  Great 
and  Invincible  Emperor,  I beseech  Your  Majesty 
to  allow  this  useful  work  of  mine,  which  on  many 
accounts  and  for  many  reasons  is  dangerous  to 
itself,  to  circulate  for  a short  time  under  Your 
Majesty’s  auspices,  glory,  and  patronage,  until 
through  experience  of  the  facts,  through  judg- 
ment which  matures  with  time,  and  through  learn- 
ing, I may  make  the  fruit  of  my  toil  worthy  of 
The  Most  High  and  Best  Prince,  or  may  offer 
another  gift  worthy  of  acceptance  on  another  sub- 
ject chosen  from  our  art. 

And  yet  I am  of  opinion  that  out  of  the  whole 


Apolline  discipline,  and  indeed  out  of  the  whole 
philosophy  of  nature,  nothing  could  be  fashioned 
more  pleasing  or  more  acceptable  to  Your  Majesty 
than  an  account  from  which  we  learn  of  the  body 
and  of  the  mind,  and  furthermore  of  a certain 
divine  power  consisting  of  the  harmony  of  both, 
in  sum,  of  ourselves,  whom  to  know  is  man’s 
proper  study.  And,  though  I infer  this  from  many 
arguments,  yet  my  principal  reason  is  that  in  the 
multitude  of  books  dedicated  to  your  grandfather 
of  blessed  memory,  Maximillian.  the  Roman,  The 
Most  Great  Emperor,  none  was  ever  more  pleasing 
than  a little  book  which  dealt  with  the  present 
matter.  Nor  shall  I ever  forget  with  what  pleasure 
you  examined  my  anatomical  figures,  and  how 
carefully  you  enquired  about  every  point,  when 
my  father  Andreas,  the  first  and  most  faithful  of 
Your  Majesty’s  physicians,  once  offered  them  for 
your  inspection.  I say  nothing  now  of  that  love 
of  yours  passing  belief  for  all  sciences  in  general, 
but  chiefly  for  mathematics,  and  especially  for  that 
branch  of  it  that  deals  with  the  universe  and  the 
stars,  and  of  your  skill  in  it,  which  is  wonderful 
in  so  great  and  heroic  a man.  So  great  is  this  that 
it  can  hardly  be  but  that  as  you  are  attracted  in 
an  unique  degree  by  the  science  of  the  universe,  so 
also  you  should  at  times  delight  in  considering  the 
most  perfectly  constructed  among  all  created 
things,  and  should  take  pleasure  in  considering 
what  is  the  temporary  dwelling-place  and  instru- 
ment of  the  immortal  soul.  For  this  in  many  par- 
ticulars exhibits  a marvellous  correspondence  with 
the  universe,  and  for  that  reason  was  by  them  of 
old  not  inappropriately  styled  “a  little  universe.” 

But  just  as  I said  a moment  ago  that  I did  not 
at  all  regard  this  as  the  proper  place  for  glorifying 
a knowledge  of  the  human  body,  worthy  as  it  is  of 
the  attention  of  man,  and  in  itself  to  be  commend- 
ed above  all  others,  being  a study  moreover  to 
which  even  at  Rome  men  outstanding  not  only 
in  their  material  circumstances  but  in  philosophical 
training  delighted  to  apply  themselves ; so  also, 
bearing  well  in  mind  the  wish  of  Alexander  the 
Great  who  would  have  himself  painted  by  none  but 
Apelles,  cast  in  bronze  only  by  Lysippus,  nor 
carved  by  any  but  Pyrgoteles,  I have  thought  it 
still  less  fitting  for  me  to  attempt  any  estimate  of 
your  glories,  lest  by  my  bald  and  unpractised  style 
I might  obscure  rather  than  illuminate  them. 
Especially  since  we  ought  assuredly  to  condemn 
the  formality  too  frequently  admitted  in  prefatory 
addresses,  in  which  with  complete  lack  of  discrimi- 
nation and,  as  a rule,  to  a degree  far  surpassing  the 
deserts  of  him  to  whom  they  are  addressed,  as  if 
in  accordance  with  a stereotyped  formula,  and 
merely  for  the  sake  of  securing  some  cheap  re- 
ward, there  are  ascribed  to  everybody  a degree  of 
learning  to  which  we  must  look  up,  unexampled 
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THE  GROWTH  AND  DEVELOPMENT  OF  THE 
RHODE  ISLAND  MENTAL  HYGIENE  SERVICES* 

Charles  C.  Goodman,  m.d. 


The  Author.  Charles  C.  Goodman,  M.D.,  Chief 
Clinical  Psychiatrist,  Rhode  Island  Mental  Hygiene 
Services. 


In  order  to  present  a clear  picture  of  the  Rhode 
Island  Mental  Hygiene  Services  as  they  exist 
today  I will  review  briefly  the  historical  origins  of 
the  present  service.  Our  clinical  program,  now  nine 
years  old,  is  the  natural  development  of  pre-existing 
programs  dating  back  a number  of  years. 

In  the  beginning,  as  is  often  the  case  today,  there 
was  a survey.  This  “Mental  Hygiene  Survey”  of 
1922  pointed  to  a need  for  “psychological  examina- 
tions for  the  State  wards”  and  advised  the  Public 
Welfare  Commission  to  employ  “a  psychologist.” 
Thus  in  1922  “Psychological  Services”  was  born. 

Mrs.  Vinnie  Hicks  became  the  first  state  psychol- 
ogist and  items  from  her  first  annual  report  outline 
the  scope  of  her  work  as  she  perceived  it : 

The  examination  of  . . . such  cases  in  . . . insti- 
tutions as  may  be  incorrectly  placed  when  their 
. . . intelligence  is  considered. 

. . . Clinics  in  several  parts  of  the  state  (which) 
would  have  as  workers  not  only  a psychologist, 
but  a psychiatrist  and  a social  worker. 

The  examination  of  cases  for  courts  and  social 
agencies,  problem  cases  in  the  public  schools  and 
an  intensive  study  of  children  in  State  institu- 
tions and  of  atypical  children  in  general,  to  form- 
ulate wise  plans  for  prevention  of  delinquency 
and  pauperism  in  later  years. 

The  establishing  of  a “Cast  Catalogue,”  as  a 
clearing  house  for  all  state  cases. 

A consistent  effort  to  give  a better  understand- 
ing to  its  citizens  of  the  mental  problems  of  the 
state,  both  by  talks  to  philanthropic  and  educa- 
tional organizations,  and  by  close  cooperation 
with  the  social  agencies  already  organized. 

The  closing  paragraph  of  the  thirty-three-year- 
old  report  is  indeed  almost  dateless. 

“Any  report  on  feeblemindedness  is  unsatisfac- 
tory because  it  sounds  so  gruesome  as  to  seem  un- 
true.  A cancer  is  gruesome,  yet  we  do  not  hesitate 

♦Read  at  a meeting  of  the  Rhode  Island  Society  for  Neu- 
rology and  Psychiatry,  held  at  Providence,  Rhode  Island, 
April  8,  1957. 


to  remove  it.  Feeblemindedness  is  our  community 
cancer.  We  must  first  recognize  it,  then  remove  it 
by  every  possible  means,  segregation,  supervision, 
. . . Segregation  in  Rhode  Island  now  means  large 
expenditure  for  buildings  and  equipment  at  our 
Exeter  School.” 

The  history  of  psychological  services  in  the  en- 
suing quarter  century  is  interesting.  It  demon- 
strates how  the  personnel,  constantly  beset  by  many 
obstacles,  but  principally  by  shortages  of  personnel 
and  money,  endeavored  to  reach  the  goals  of  that 
first  report. 

Not  until  1945  were  sufficient  funds  appropri- 
ated to  provide  for  more  than  two  psychologists ! 
At  that  time  the  budget  allowed  for  an  administra- 
tor and  three  psychologists. 

About  1929  Doctor  Frederick  Farnell,  then  Di- 
rector of  Public  Welfare,  introduced  two  new  ele- 
ments into  the  picture.  Doctor  Farnell  arranged  to 
“import”  a psychiatrist  at  the  correctional  institu- 
tions to  work  with  adults  and  children  who  were 
not  “ill  enough  or  defective  enough  to  be  either 
hospitalized  in  the  State  Hospital  or  cared  for  at 
Exeter  School.”  His  official  title  was  State  Psy- 
chiatrist. Thus,  the  original  nucleus  for  our  pres- 
ent-day Institutions  Clinic  began  twentv-eight 
years  ago. 

In  1920  is  found  the  first  reference  to  a “Mental 
Guidance  Clinic”  emanating  from  the  staff  of  the 
State  Hospital.  This  was  a community  clinic  trav- 
eling to  the  larger  towns  of  the  state,  providing 
diagnostic  service  and  such  treatment  as  time  per- 
mitted. Sources  of  referral  were  social  agencies 
and  schools.  The  original  program  was  under  the 
supervision  of  Doctors  Hugh  Kiene  and  Jacob 
Kasanin.  The  team  consisted  of  psychiatrist,  so- 
cial worker  and  psychometrist.  Comparatively 
speaking,  it  was  able  to  offer  only  a few  hours’ 
service  per  month  to  the  community.  It  did  credit- 
able work  but  did  not  have  any  direct  relationship 
with  other  organizations  functioning  in  the  state. 
Due  to  personnel  shortages  during  the  war  years, 
this  traveling  clinic  eventually  dissolved  and  did 
not  reappear  until  1948  when  our  present-day  Men- 
tal Hygiene  Services  began. 

The  real  impetus  for  the  establishment  of  a per- 
manent community  clinic  program,  not  only  for 
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Rhode  Island  but  for  the  nation,  was  the  National 
Mental  Health  Act  of  1946,  which  made  possible 
the  use  of  federal  funds  for  Community  Mental 
Health  Services. 

Another  Rhode  Island  survey,  the  Griffenhagen 
Report  of  1947,  made  recommendations  which 
were  to  appear  gradually  as  Mental  Hygiene  Serv- 
ices developed.  This  report  recommended  the  estab- 
lishment of  extramural  services  responsible  for 
programs  relating  to  the  prevention  of  mental  ill- 
ness, operation  of  mental  hygiene  clinics,  and  the 
encouragement  of  community  child  guidance  clin- 
ics. It  also  recommended  that  the  position  of  state 
psychiatrist  be  abolished  and  his  duties  transferred 
to  the  chief  of  extramural  services  who  should  be  a 
psychiatrist.  Here  too  we  find  the  suggestion  that 
the  “Division  of  Psychological  Services"  be  abol- 
ished and  its  services  merged  into  a coordinated 
extramural  service. 

The  Rhode  Island  legislature  passed  enabling 
legislation  in  1948  that  permitted  the  state  to  utilize 
the  provisions  of  the  National  Mental  Health  Act 
of  1946.  Thus,  for  the  purpose  of  receiving  federal 
funds,  the  Office  of  Director  of  the  Department  of 
Social  Welfare  was  designated  the  State  Mental 
Health  Authority.  In  the  fall  of  that  year  the  new 
Community  Clinic  began  operating  on  a federal 
grant  of  about  $20,000.  Over  the  years  this  federal 
allotment  has  increased  only  to  $25,000,  whereas 
the  state  contribution  to  the  program  has  grown  to 
approximately  $120,000.  However,  not  all  of  this 
goes  to  Community  Clinical  Services. 

In  1949-50,  its  first  full  year,  the  original  team 
of  psychiatrist,  psychologist  and  social  worker 
served  adults  and  children  at  its  Fountain  Street 
headquarters,  at  the  Children’s  Center  on  Mt. 
Pleasant  Avenue,  and  traveled  periodically  to 
Woonsocket.  The  following  year,  service  was  ex- 
tended to  Westerly,  and  in  1953  to  Newport.  At 
present  only  the  Westerly  trip  has  been  discon- 
tinued, due  to  lack  of  referrals,  but  Newport  and 
Woonsocket  requests  have  been  gradually  in- 
creasing. 

As  the  Mental  Hygiene  infant  grew  stronger, 
plans  were  made  to  consolidate  and  incorporate 
psychometric  services  and  the  position  of  state  psy- 
chiatrist. By  August  of  1951,  Mental  Hygiene 
Services  was  broadened  to  include  three  clinical 
teams  — Community  Clinic,  Child  Welfare  Serv- 
ices, and  Institutions  Clinic.  The  following  year 
the  Governor  “requested”  the  Departments  of 
Health,  Education,  and  Social  Welfare  “to  develop 
a program  for  the  rehabilitation  and  education  of 
retarded  children.”  As  part  of  this  program  a 
fourth  clinical  team,  which  was  to  be  primarily  a 
diagnostic  service  for  retarded  children,  was  added 
to  Mental  Hygiene  Services.  Since  that  time  there 
has  been  a period  of  relative  stabilization  and  pro- 
gram development. 


The  four  clinical  teams  just  mentioned  provide 
a fairly  comprehensive  coverage  in  the  following 
way. 

Community  Clinic 

This  clinic  is  a general  purpose  psychiatric  clinic 
for  adults  and  children.  It  is  the  policy  of  the  clinic 
to  provide  help  to  all  who  ask  for  service  and  to 
render  service  immediately  for  emergency  cases. 
The  kind  of  help  may  be  as  simple  as  directing  an 
individual  to  a more  appropriate  community  re- 
source or  may  involve  individual  psychotherapy  for 
a prolonged  period.  Referrals  come  from  the  va- 
rious social  agencies — both  public  and  private — 
courts,  schools,  physicians,  clergy,  and  self- 
referrals by  the  patient. 

A person  seeking  help  usually  calls  for  and  re- 
ceives an  appointment  with  the  psychiatric  social 
worker,  who  obtains  a social  history  from  the  pa- 
tient or  parent  and  gathers  other  pertinent  data 
from  outside  sources  when  indicated.  The  problem 
is  then  reviewed  in  a screening  conference  with  the 
entire  professional  staff,  and  arrangements  are 
made  for  a medical  interview.  Depending  on  the 
nature  of  the  problem,  psychometric  and  psycho- 
logical examinations  may  be  done  prior  to  the  medi- 
cal appointment  or  left  to  the  discretion  of  the 
examining  physician.  Following  the  psychiatric 
evaluation  there  is  a further  review  and  consulta- 
tion with  the  professional  staff  in  order  to  arrive 
at  the  best  plan  for  the  patient. 

The  more  emotionally  disturbed  patients  who  are 
amenable  to  psychotherapy  are  accepted  for  treat- 
ment by  the  psychiatrist.  In  many  instances,  when 
the  patient  can  best  be  helped  on  a casework  basis, 
the  clinic  offers  diagnostic  and  consultation  service 
to  the  referring  agency.  If  no  agency  is  active  in 
the  situation,  the  clinic  may  make  a referral  to  an 
agency  suited  to  accept  responsibility  for  continu- 
ing help  to  the  patient,  or  the  psychiatrist  may  sug- 
gest that  the  clinic  social  worker  see  the  patient  in 
regular  interviews  for  psychiatric  casework  service. 

Child  Welfare  Clinic 

Mental  Hygiene  offers  diagnostic  and  treatment 
services  to  children  under  the  care  of  the  State 
Child  Welfare  Services  because  of  neglect  or  de- 
pendency. This  clinical  team  has  offices  at  the 
Children's  Center  on  Mt.  Pleasant  Avenue.  A con- 
siderable amount  of  the  clinic’s  time  is  spent  in 
consultation  about  cases  presented  by  the  social 
workers  of  the  Child  Welfare  staff,  and  the  clinic’s 
staff  also  participates  in  weekly  staff  conferences 
conducted  by  the  agency.  The  orientation  of  the 
psychiatric  approach  is  a dynamic  one.  with  em- 
phasis on  the  value  of  modern  concepts  of  psycho- 
logical development  and  of  interpersonal  family 
and  social  interactions.  Motivations  for  individual 
symptoms,  for  antisocial  behavior,  for  school  prob- 
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lenis,  and  for  other  behavior  disorders  are  sought 
in  the  individual  personality  and  the  social  constel- 
lation. The  intellectual  performance  of  the  child 
is  also  viewed  in  this  light,  to  evaluate  his  capacities 
and  potentialities  for  present  and  further  adjust- 
ment. 

The  final  diagnosis  of  each  case  is  thus  a multi- 
dimensional one,  which  takes  into  consideration  the 
psychobiological  needs  of  the  subject,  the  dynamics 
of  the  interpersonal  relationships,  as  well  as  the 
expectation  of  the  social  role  as  structured  by  the 
community.  Individual  play  therapy  is  offered  to  a 
limited  number  of  children  with  emotional  disturb- 
ances. A larger  number  of  children  are  followed 
by  consultation  between  the  caseworker  of  the 
agency  and  the  clinic  staff. 

Institutions  Clinic 

This  clinic,  with  offices  at  the  Boys’  Training 
School,  provides  psychiatric  and  psychological 
services  for  the  adult  and  juvenile  correctional  in- 
stitutions. Psychiatric  evaluations  are  made  at  the 
request  of  the  Juvenile  and  Adult  Courts,  the  Pa- 
role Board,  and  the  Board  for  Defective  Delin- 
quents. All  individuals  eligible  for  parole  are  seen 
by  members  of  the  clinic  team.  Psychiatric  exam- 
inations are  given  and  evaluations  with  recommen- 
dations made  at  the  request  of  the  Director  of  Cor- 
rectional Services,  the  prison  physician,  the  war- 
den. the  deputies  and  the  superintendents  of  the 
training  schools.  In  addition,  individuals  confined 
at  the  various  penal  and  correctional  institutions 
who  are  manifesting  emotional  and  behavioral  dis- 
orders are  seen  by  the  clinic  team.  A limited  num- 
ber of  inmates  at  the  adult  institutions  are  also  seen 
on  a regular  psychotherapeutic  basis.  The  Institu- 
tions Clinic  also  provides  neurological  consultations 
on  request  from  the  resident  physician.  For  the 
juvenile  institutions  we  have  recently  commenced 
a group  therapy  program  with  the  psychiatrist  as 
group  leader  and  a psychiatric  social  worker  as 
recorder. 

Retarded  Children's  Program 

Now  in  its  third  year,  this  unit  continues  its  pri- 
mary function,  which  is  the  study,  diagnosis,  and 
treatment  or  planning  for  children  who  are  known 
or  presumed  to  be  mentally  retarded. 

This  team  operates  at  the  40  Fountain  Street 
headquarters.  In  the  past  three  years  over  500 
children  have  been  evaluated.  This  clinic  has 
played  an  active  part  in  pointing  up  the  need  for 
special  educational  facilities  for  retarded  children 
and  has  worked  closely  with  the  Department  of 
Education  and  the  Parents’  Council  for  Retarded 
Children,  during  the  past  two  years.  We  are  now 
gratified  to  find  at  least  twelve  special  classes  for 
trainable  and  educable  children  in  the  public  school 
system.  We  also  are  cooperating  with  the  Com- 


RHODE  ISLAND  MEDICAL  JOURNAL 

munity  Workshops,  which  is  undertaking  a pilot 
project  of  a sheltered  workshop  nature,  to  provide 
vocational  training  for  some  of  the  older  children. 

The  clinical  teams  to  which  I refer  are  not  rigidly 
- fixed  in  terms  of  personnel,  for  we  feel  all  our  pro- 
fessional staff  should  he  able  to  function  in  any 
area  and.  therefore,  provide  for  rotating  service. 
The  team  is  fixed  in  relation  to  an  individual  case, 
for  the  same  team  members  share  responsibility 
from  the  original  intake  process  to  final  disposition. 
The  original  team  consisted  of  psychiatrist,  psy- 
chologist. psychometrist  and  psychiatric  social 
worker.  This  1 :1  ratio  looks  somewhat  unwieldy, 
to  say  the  least,  hut  in  our  development  there  has 
been  a considerable  carry  over  of  purely  psycho- 
metric testing.  Gradually  we  are  modifying  this 
ratio  in  the  direction  of  a 2:1:4  relationship  be- 
tween psychiatrist,  psychologist,  and  social  worker. 
This  is  more  nearly  in  line  with  community  clinics 
elsewhere. 

In  addition  to  the  clinical  team,  we  have  an  ad- 
ministrative team  of  chiefs  for  each  professional 
discipline.  The  chiefs  of  service  have  direct  re- 
sponsibility for  the  quantity  and  quality  of  work 
of  their  professional  colleagues,  hut  also  share  re- 
sponsibility for  program  development  and  repre- 
sent the  service  directly  in  dealing  with  other  de- 
partments and  agencies  on  levels  other  than  clinical. 

I do  not  wish  to  place  undue  emphasis  on  statis- 
tics, hut  the  following  items  do  give  a brief  picture 
of  our  total  operation.  In  the  last  fiscal  year  a total 
of  $138,109.99  was  spent  to  operate  Mental  Hy- 
giene Services,  $19,107.80  of  which  was  financed 
by  federal  funds.  A total  of  3.041  individuals  were 
served  in  all  clinics,  and  of  this  number  1,367  were 
seen  through  the  Community  Clinic.  A review  of 
the  number  of  interviews  gives  a total  of  2,744 
psychiatric  interviews,  1,727  psychological  inter- 
views. and  2,202  interviews  by  psychiatric  social 
workers,  a grand  total  of  6,673  interviews  for  the 
year. 

The  staff  of  Mental  Hygiene  would  include 
thirty-two  positions,  if  we  were  up  to  our  full  com- 
plement. but  for  the  last  year  only  about  75  per  cent 
of  our  positions,  professional  and  clerical,  have 
been  filled. 

The  five  functions  of  Mental  Hygiene  Services 
are  diagnosis,  treatment,  consultation,  education, 
and  research.  The  first  two  clinical  areas  I have 
already  outlined.  Consultation  service  is  offered  to 
schools  and  community  groups  to  help  local  areas 
define  mental  health  problems  and  to  establish  men- 
tal health  services  at  a local  level.  The  relationship 
to  the  state  program  and  the  way  continuing  local 
service  might  he  offered  is  a part  of  this.  Some  of 
it  borders  on  an  educational  program,  where  all 
services  may  work  together  to  promote  better  total 
community  mental  health  practices.  In  addition  to 
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this,  increased  understanding  of  the  emotional 
needs  of  people  and  the  early  detection  of  emotional 
problems  becomes  important.  Consultation  service 
is  offered  to  all  referring  agencies  and  people  on  a 
case  basis.  After  a psychiatric  evaluation  by  the 
clinic,  members  of  the  staff  are  available  to  those 
making  the  referrals,  in  order  to  increase  the  un- 
derstanding of  the  needs  of  the  patient  and  to 
develop  a plan  of  treatment  whereby  all  resources 
may  be  used  most  effectively  to  assist  in  the  adjust- 
ment of  the  individual.  Realizing  that  formalized 
psychotherapy  is  neither  indicated  nor  available  in 
many  instances,  it  is  felt  that  this  is  an  effective 
way  of  utilizing  the  specialized  knowledge  and 
skills  of  the  disciplines  of  psychiatry,  psychology, 
and  psychiatric  social  work. 

The  educational  program  is  both  extramural  and 
intramural.  Members  of  the  staff  of  Mental  Hy- 
giene Services  are  available  to  community  groups, 
such  as  parent-teacher  associations,  churches,  fra- 
ternal and  professional  associations,  to  show  films, 
give  lectures,  and  act  as  discussion  leaders  in  bring- 
ing mental  hygiene  concepts  to  the  community. 
This  is  an  important  part  of  the  whole  preventive 
program.  By  the  incorporation  of  these  concepts 
into  both  program  planning  and  individual  think- 
ing of  parents  and  professional  people,  higher 
standards  of  mental  health  may  be  achieved.  Case 
conferences,  staff  meetings,  research  projects,  and 
consultation  with  other  community  agencies  are 
methods  by  which  the  staff  continues  their  training. 
It  is  important  that  our  staff  have  an  increased 
awareness  of  the  role  of  other  agencies  in  the  com- 
munity and  how  their  work  and  that  of  a clinical 
psychiatric  service  may  be  integrated  to  improve 
mental  health  service. 

As  in  other  functions  of  the  mental  health  pro- 
gram, research  interest  also  involves  the  facilities 
and  special  skills  provided  in  each  of  our  clinics. 
Since  at  the  moment,  there  are  no  funds  clearly 
allocated  for  research  and  since  the  greatest  por- 
tion of  our  professional  time  is  already  consumed 
in  developing  a clinical  program,  our  efforts  in 
research  have  been  limited.  However,  on  the  basis 
of  ongoing  population  surveys  within  each  of  the 
clinic  services,  areas  for  research  are  being  defined. 
This  type  of  activity  is  of  importance  in  the  process 
of  program  development.  During  the  year,  pre- 
liminary reports  on  three  specific  research  projects 
were  prepared  and  published  in  the  monthly  bul- 
letin of  the  Department  of  Social  Welfare. 

In  addition  to  the  activities  already  mentioned, 
there  are  other  community  aspects  of  mental  health 
which  merit  considerable  time  and  attention  and 
which  can  be  more  readily  accomplished  through 
the  kind  of  program  represented  by  Mental  Hy- 
giene Services  than  under  private  auspices.  Be- 
cause of  the  public  nature  of  our  program,  we  are 
often  in  communication  with  professional  consul- 
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tants  in  the  Department  of  Health,  Education,  and 
Welfare  through  the  New  York  regional  office. 
These  consultants  have  been  of  considerable  sup- 
port to  us  in  developing  our  own  state  program  and 
in  keeping  us  informed  about  events  in  other  areas. 
For  several  years  we  have  been  meeting  regularly 
with  professional  personnel  in  other  state  programs 
on  a regional  basis  in  what  is  known  as  the  North- 
east State  Governments  Conference  on  Mental 
Health.  Thus,  we  can  be  informed  personally  of 
developments  in  the  northeast  part  of  our  country 
and  nationally  through  representatives  of  the 
Council  of  State  Governments,  who  participate  in 
these  regional  meetings.  The  programs  discussed 
at  these  conferences  are  designed  to  help  profes- 
sional people  in  the  field  of  mental  health  to  find 
ways  of  solving  the  most  urgent  problems.  For 
example,  the  main  theme  of  the  next  conference, 
to  be  held  later  this  month  in  Pennsylvania,  will  be 
the  “manpower  problem”  and  "interstate  methods 
of  solving  the  manpower  problem.” 

Another  way  in  which  we  cooperate  with  other 
programs  nationally,  is  by  serving  as  the  central 
point  in  the  state  for  gathering  statistical  data  on 
out-patient  clinics  for  the  Biometrics  Branch  of 
the  National  Institute  of  Mental  Health  in  Wash- 
ington. Statistical  reporting  from  mental  hos- 
pitals we  take  for  granted.  Until  three  years  ago, 
however,  there  was  no  uniform  method  of  report- 
ing on  services  rendered  by  out-patient  clinics.  Only 
when  this  is  done  will  we  be  in  a position  to  com- 
pare clinics,  estimate  the  true  national  mental 
health  picture  and  plan  for  the  years  ahead. 

The  future  of  Mental  Hygiene  Services  will  be 
determined,  to  a great  extent,  by  its  relation  to  the 
various  communities  in  Rhode  Island.  It  is  unlikely 
that  we  will  grow  much  larger  in  terms  of  clinical 
teams  or  total  numbers  of  staff.  I do  not  think  it  is 
either  practical  or  wise  to  expect  a centralized  serv- 
ice to  provide  complete  psychiatric  service  on  a 
state-wide  basis,  even  in  an  area  as  small  as  Rhode 
Island.  I do  feel  that  a central  service  can  help 
communities  to  understand  the  problems,  discover 
the  unmet  community  needs  in  the  mental  health 
area,  and  devise  ways  and  means  by  which  the  com- 
munities can  help  themselves  to  solve  these  prob- 
lems. If  Mental  Hygiene  can  make  progress  in  this 
direction,  then  our  future  development  should  be 
most  challenging,  stimulating,  and  satisfying. 


JUNE  12  . . . Annual  Dinner 
And  Golf  Tournament  of  the 
Providence  Medical  Association 
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PESTICIDES 

A Report  from  the  Committee  on  Industrial  Health 


During  the  past  few  years  summary  reports 
of  articles  on  pesticides  have  been  published 
in  this  Journal  by  the  Society’s  committee  on  in- 
dustrial health.  Recently  the  committee  was  sub- 
mitted a copy  of  the  National  Agricultural  Chemi- 
cals Association’s  News  and  Pesticide  Review 
which  published  several  articles  of  pertinent  con- 
cern to  the  professional  generally,  as  well  as  to  the 
public.  This  publication  is  on  file  at  the  Medical 
Library  for  reference  by  members  of  the  Society. 

It  is  worthy  of  note  that  a recent  amendment  to 
the  Food,  Drug  and  Cosmetic  Act  gives  us  addi- 
tional assurance  that  food  treated  with  pesticides 
will  he  practically  guaranteed  safe  for  consumption 
as  far  as  the  public  is  concerned.  Public  Law  518 
will  he  the  basis  of  control  scientifically,  the  amount 
of  chemical  residues  that  can  remain  on  crops 
sprayed  with  pesticides  to  destroy  the  estimated 
7,000,  of  the  80,000  pests  in  existence  that  are  in- 
jurious to  growing  plants.  Many  residues  are  as 
low  as  one  part  per  million ; others  are  either  dissi- 
pated because  of  their  chemical  structure,  or  are 
not  harmful  to  man. 

Safety  measures  in  the  use  of  pesticides  must 
continue  to  he  observed.  Degrees  of  tolerance  have 
been  scientifically  established  and  with  this  knowl- 
edge we  are  aware  that  no  chronic  conditions  pre- 
viously experienced  will  develop.  It  has  been  stated 
that  pesticides  are  the  most  thoroughly  tested 
chemicals  on  the  market  today  before  they  are  re- 
leased for  use  by  the  farmer,  or  the  amateur  gar- 
dener. New  regulations  will  make  for  fewer  new 
pesticides  offered  for  sale,  as  was  the  case  shortly 
after  the  war  when  the  market  was  flooded  with 
such  chemicals.  We  are  appreciative  of  the  new 
controls  on  pesticides,  and  at  the  same  time  we 
recognize  the  constant  need  for  safety  in  the  use 
of  these  chemicals,  and  therefore  we  reprint  Safety 
Tips  from  the  National  Agricultural  Chemi- 
cals Association  publication  as  follows: 

1.  Always  read  the  label  before  using  pesticide 
sprays  or  dusts.  Note  warnings  and  cautions 
each  time  before  opening  container. 

2.  Keep  sprays  and  dust  away  from  children, 
pets  and  irresponsible  people.  Store  pesticides 
in  a secure  place  away  from  food  and  feed. 


3.  Don't  smoke  while  spraying  or  dusting,  and 
avoiding  inhaling  sprays  or  dust. 

4.  Do  not  spill  sprays  or  dust  on  the  skin  or  cloth- 
ing. If  they  are  spilled,  remove  contaminated 
clothing  and  wash  exposed  skin  areas  thor- 
oughly. 

5.  Use  separate  equipment  for  applying  hor- 
mone-type herbicides  to  prevent  accidental 
in  just  to  susceptible  plants. 

6.  Dispose  of  empty  containers  so  that  they  pose 
no  hazard  to  humans,  animals  or  valuable 
plants. 


CLINICAL  MEMORANDA  ON 
ECONOMIC  POISONS 

Physicians  may  secure  through  the  U.  S.  Govern- 
ment Printing  Office,  Washington  25,  D.  C.,  a pub- 
lication listed  as  PHS  Publication  No.  476,  at  a 
cost  of  thirty  cents,  which  gives  a summary  of  re- 
ports of  human  poisoning  cases,  furnished  by 
physicians,  and  gives  a comprehensive  review  on 
the  human  toxicology  of  pesticides. 

Any  physician  encountering  a case  of  human 
poisoning  involving  pesticides  is  urged  to  furnish 
information  on  the  case  to  the  U.  S.  Public  Health 
Service, Communicable  Disease  Center, Technology 
Branch  of  the  Technical  Development  Laboratories, 
P.  O.  Box  769,  Savannah,  Georgia. 


PREFACE  OF  ANDREAS  VESALIUS 

concluded  from  page  277 

prudence,  wonderful  clemency,  keen  judgment, 
indefatigable  generosity,  wonderful  love  of  men 
of  letters  and  of  learning,  ripe  despatch  in  the 
conduct  of  affairs,  in  fine  the  whole  galaxy  of 
virtues.  But  that  Your  Majesty  excels  all  men 
everywhere  in  them,  no  less  than  in  dignity  of 
rank,  in  prosperity,  and  in  the  success  of  your 
exploits,  even  though  it  he  proclaimed  not  here 
by  me,  is  patent  to  the  understanding  of  all.  Where- 
fore while  you  yet  live  you  are  venerated  as  an 
exalted  divinity.  And  my  prayer  is  that  the  Gods 
should  not  grudge  this  happy  lot  to  learning  and 
the  whole  world,  but  should  long  guard  and  pre- 
serve it  for  mankind  in  security  and  in  uninter- 
rupted blessedness. 

Padua , August  1,  a.d.  1542. 
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PROGRESS  AND  FUTURE  PLANS  OF  THE 
STATE  DIVISION  OF  ALCOHOLISM 

Helena  H.  Shea,  m.a.,  and  Laurence  A.  Senseman,  m.d. 


The  Authors,  Helena  H.  Shea,  Clinical  Psychologist, 
Rhode  Island  Division  of  Alcoholism.  Laurence  A. 
Senseman,  M.D.,  Chairman,  Advisory  Council,  Rhode 
Island  Division  of  Alcoholism. 


The  State  Division  of  Alcoholism  was  set  up 
within  the  Rhode  Island  Department  of  Social 
Welfare  and  opened  its  doors  to  the  public  in 
January,  1952.  Its  functions  include  treatment, 
research,  and  education  in  the  field  of  alcoholism. 
Since  its  foundation  the  Department  has  expanded  ; 
this  report  is  an  effort  to  bring  the  physicians  of 
Rhode  Island  up  to  date  as  to  what  has  been  going 
on  and  as  to  plans  for  the  future. 

The  Clinic,  at  94  Doyle  Avenue,  is  headed  by 
Doctor  Trawick  H.  Stubbs,  acting  administrator 
and  assistant  director.  Division  of  Curative  Serv- 
ices. Doctor  Arthur  M.  Dell  is  full-time  psychi- 
atrist. Doctors  Vsevolod  Sadovnikoft',  Raymond 
Willard,  and  Oscar  H.  Hyer  are  employed  as 
part-time  doctors,  the  first  two  as  psychiatrists 
and  Doctor  Hyer  as  physician.  Doctor  Oliver  S. 
Lindberg  works  part-time  at  the  penal  institutions. 
The  professional  staff  also  includes  three  psychi- 
atric social  workers,  one  clinical  psychologist,  a 
psychiatric  nurse,  an  attendant,  and  a technical 
assistant  who  frequently  acts  as  liaison  between 
the  Clinic  and  Alcoholics  Anonymous.  The  Clinic 
is  open  Mondays  through  Fridays  from  8:30  a.m. 
to  4:30  p.m.,  on  Saturday  mornings  8:30  a.m.  to 
12 :00  noon,  and  on  Thursday  evenings  from  6 :30 
p.m.  to  9:30  p.m.  Treatment  is  provided  at  all 
times,  except  on  Thursday  evenings,  when  the  ses- 
sions are  given  over  to  interviews,  individual 
therapy  and  group  therapy. 

The  Clinic  is  equipped  to  care  for  nine  bed 
patients  in  its  drv-out  section.  During  the  three- 
day  course  of  medical  treatment  at  the  Clinic, 
patients  are  given  the  following  drugs,  the  dosage 
varying  according  to  the  physical  condition : 
Adrenal  Cortical  Extract,  solution  glucose/saline, 
suitable  vitamin  preparation,  especially  B complex 
and  C,  Thorazine,  and  Antabuse. 

When  the  dry-out  treatment  for  drunkenness  is 
completed,  each  patient  will  have  been  seen  by  a 
social  worker  and  a psychiatrist.  The  patient  is  then 
assigned  for  therapy,  either  individual  or  group. 


Antabuse  and  referral  to  A. A.  are  also  prescribed, 
but  not  necessarily  with  every  patient.  If  the  alco- 
holic is  too  ill  to  he  treated  as  an  out-patient  at  the 
Doyle  Avenue  Clinic,  he  is  referred  to  the  State 
Hospital  for  Mental  Diseases. 

All  alcoholic  patients  at  the  State  Hospital  are 
under  the  care  of  the  Division  of  Alcoholism, 
whether  they  enter  as  voluntary  patients,  are  com- 
mitted by  the  courts,  or  go  in  as  Department  of 
Social  W elfare  admissions  which  means  that  they 
are  admitted  upon  the  recommendation  of  two 
physicians. 

When  a patient  requires  medical  care  other  than 
treatment  for  alcoholism,  he  is  referred  by  the 
clinic  doctors  to  his  private  physician.  It  should  be 
pointed  out  that  the  State  Division  of  Alcoholism 
never  competes  with  the  family  doctor.  Any  alco- 
holic may  come  to  the  Clinic.  If  he  is  able  to  pay,  he 
is  charged  for  the  services.  Physicians  frequently 
refer  their  alcoholic  patients  to  the  Clinic  for  treat- 
ment because  it  is  set  up  to  give  dry-out  care  and 
to  provide  a combined  medical,  psychiatric,  psy- 
chological. and  sociological  approach  to  each  alco- 
holic, an  approach  which  is  hard  to  duplicate  in 
private  practice. 

For  the  most  part,  psychiatrists,  social  workers, 
and  psychologists  have  been  conducting  group 
rather  than  individual  psychotherapy,  largely  be- 
cause the  lack  of  staff  members  and  the  large  num- 
ber of  patients  make  it  almost  impossible  to  do 
much  individual  therapy.  However,  the  group 
arrangement  does  have  certain  advantages.  Since 
the  aim  of  therapy  is  to  enable  individuals  to  live 
more  comfortably  without  alcohol  and  even  to  find 
that  there  are  other  ways  of  meeting  problems  than 
by  drinking,  patients  are  helped,  through  group 
interaction,  to  learn  that  their  fellow  alcoholics 
have  problems  similar  to  theirs,  and  that  together 
they  can  work  out  new  ways  of  meeting  them. 
Individual  therapy  is  certainly  highly  desirable  for 
many  of  the  patients  who  come  to  the  Clinic,  par- 
ticularly for  those  who  are  different  from  the 
typical  patient.  Very  young  patients  and  pre- 
schizophrenic patients  are  frequently  seen  indi- 
vidually. Since  Doctor  Sadovnikoff  has  joined  the 
staff,  more  hours  are  available  for  treatment.  He  is 
particularly  interested  in  group  psychotherapy. 

He  has  just  established  a new  therapy  group  of 
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husbands  and  wives.  In  addition  to  this  therapy 
program  at  the  Clinic,  group  therapy  sessions  for 
women  are  held  at  the  State  Hospital,  and  for  in- 
mates at  the  penal  institutions  who  feel  that  they 
have  an  alcoholic  problem.  These  sessions  are  con-  . 
ducted  by  Doctor  Oliver  S.  Lindberg  of  the  Fuller 
Memorial  Sanitarium. 

In  addition  to  medical  and  psychiatric  treatment, 
the  Clinic  offers  its  facilities  for  social  service  to 
the  patient,  his  family,  and  even  to  his  employer, 
attempting  thus  to  interpret  the  alcoholic’s  sickness 
to  them,  and  enabling  them  to  have  a better  under- 
standing of  the  patient,  so  that  they  will  be  more 
helpful  to  him  in  his  struggle  to  regain  sobriety. 
Patients  are  referred  frequently  to  the  clinical 
psychologist  for  several  reasons.  Usually  psycho- 
logical studies  are  done  to  determine  the  level  of 
intelligence,  to  make  personality  evaluations,  to 
check  for  possible  schizophrenic  or  organic  signs 
and  for  occupational  interests.  Thus  it  will  be  seen 
that,  in  the  treatment  program,  there  is  a multi- 
dimensional approach,  utilizing  all  available  medi- 
cines and  techniques.  To  aid  further  in  this  pro- 
gram, two  of  the  staff  members  attended  the  ’S  ale 
Summer  School  of  Alcohol  Studies  in  New  Haven 
during  the  past  summer.  To  date  almost  three 
thousand  (3,000  ) patients  have  been  admitted  to 
the  Division  of  Alcoholism  and  the  Division  feels 
that  the  treatment  program  is  satisfactorily  devel- 
oped, and  that  it  is  now  time  to  turn  to  at  least  one 
of  its  other  functions  for  expansion  and  devel- 
opment. 

Since  alcoholism  is  the  fourth  leading  public 
health  problem  in  this  country  and  is  a sickness 
which  is  surrounded  by  myths  and  misconceptions, 
it  seems  expedient  that  the  Division  of  Alcoholism 
should  begin  the  development  of  its  program  of 
education,  in  regard  to  alcoholism  and  its  effects 
upon  the  human  body  and  upon  society  in  general. 
Alcoholism  may  be  referred  to  as  a disease,  but  it 
is  usually  considered  to  be  a symptom  of  an  under- 
lying personality  disorder  and  it  may  be  studied 
from  many  angles.  Treatment,  however,  depends 
upon  a combination  of  techniques.  Since  person- 
ality disorders  frequently  have  their  beginnings 
during  childhood  and  adolesence,  programs  of  edu- 
cation in  the  field  of  alcohol  are  those  which  utilize 
the  techniques  advocated  by  workers  in  mental 
hygiene.  The  aim  of  education  today  is  the  preven- 
tion of  alcoholism,  through  understanding,  and  not 
through  fear  or  threat.  The  schools  have  the  best 
opportunity  and  also  the  responsibility  to  teach 
facts  about  alcohol.  The  State  of  Rhode  Island  has 
the  following  law  on  this  subject: 

The  school  committees  of  the  several  towns 
shall  make  provision  for  the  instruction  of  the 
pupils  in  all  schools  supported  wholly  or  in  part 


by  public  money,  in  physiology  and  hygiene,  with 
special  reference  to  the  effects  of  alcoholic 
liquors,  stimulants,  and  narcotics  upon  the 
human  system. 

In  addition  to  instruction  in  the  public  schools, 
regarding  which  more  will  be  said  later,  there  is 
a much  larger  group  of  our  population  which 
should  be  furnished  instruction  on  this  topic, 
namely,  the  adult  public.  We  in  Rhode  Island  have 
lagged  far  behind  many  other  states  in  all  areas 
of  education  about  alcohol.  For  example,  every 
summer,  several  states  send,  through  state  scholar- 
ships, twenty  to  thirty  professional  people,  includ- 
ing doctors,  nurses,  teachers,  social  workers,  psy- 
chologists, and  clergymen  to  the  Yale  Summer 
School  of  Alcohol  Studies.  Professional  people 
come  from  many  foreign  countries  to  study  there, 
yet  Rhode  Island  has  sent  only  two  students  to  the 
Yale  Summer  School  in  the  eleven  years  of  the 
Summer  School’s  existence.  Unless  our  profes- 
sional people,  particularly  our  educators  and  public 
health  workers,  are  educated  in  this  area,  we  can- 
not expect  to  instruct  adequately  either  children  or 
adults  ; therefore,  the  Division  of  Alcoholism  hopes 
to  be  able  to  stimulate  sufficient  interest  among 
state  departments  and  professional  people,  so  that 
Rhode  Island  will  be  adequately  represented  each 
year  at  such  schools  as  the  Yale  Summer  School  of 
Alcohol  Studies.  In  addition,  a program  of  edu- 
cation for  the  general  public  is  to  be  developed, 
utilizing  all  media  of  communication  such  as  books, 
pamphlets,  posters,  radio,  television,  and  films.  In 
regard  to  films,  several  films  about  alcohol  are 
available,  and  the  Division  of  Alcoholism  hopes 
soon  either  to  own  these  films  or  to  be  able  to 
obtain  them,  whenever  they  are  desired  by  any  lay 
or  professional  group.  The  Division  also  hopes  to 
act  as  an  information  center  and  as  a source  of 
material  which  may  be  given  or  loaned  to  other 
agencies,  individuals,  and  institutions.  In  addition 
to  films,  it  is  hoped  that  the  Division  will  he  able  to 
supply  discussion  leaders.  The  Division,  during 
recent  months,  maintained  a display  at  the  Union 
Station.  This  display  may  be  placed  at  other  public 
places,  and  provides  in  an  interesting  and  brief 
way,  information  about  alcoholism,  the  Clinic  at 
Doyle  Avenue,  and  Alcoholics  Anonymous. 

A much  more  difficult  and  challenging  problem 
is  the  establishment  of  a program  of  education 
about  alcohol  in  the  various  school  departments  in 
the  state,  but  the  first  step  in  this  direction  has 
already  occurred  with  a workshop  on  alcohol  edu- 
cation. 

In  regard  to  research  in  the  field  of  alcoholism, 
some  slight  progress  has  been  made  with  social  and 
psychological  studies,  but  it  would  appear  that  this 
area  will  perhaps  wait  upon  developments  in  the 
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FIRST  WORLD  CONFERENCE  ON  MEDICAL  EDUCATION 


Tx  the  long  history  of  medical  education  we 
know  of  nothing  more  impressive  than  the  pro- 
ceedings of  the  First  World  Conference  on  Medical 
Education,  now  available  in  our  Medical  Library. 
The  conference  was  held  in  London  in  August, 
1953  under  the  auspices  of  the  World  Medical  As- 
sociation. More  than  600  men  and  women,  repre- 
senting 127  faculties  and  62  countries  came  to 
London  to  teach  and  to  learn.  So  successful  was 
the  conference  that  the  World  Medical  Association 
is  encouraged  to  repeat  the  experiment  by  propos- 
ing to  hold  the  Second  World  Conference  on  Med- 
ical Education  in  1958.  probably  in  North  America. 

The  president  of  the  conference  was  the  late  Sir 
Lionel  Whitby,  Regius  Professor  of  Physic,  Uni- 
versity of  Cambridge,  who  titled  his  presidential 
address,  The  Challenge  to  Medical  Education  in  the 
Second  Half  of  the  Twentieth  Century.  The  world, 
said  Sir  Lionel,  has  now  become  so  shrunken,  be- 
cause of  modern  communications,  that  we  can  no 
longer  take  a parochial  view  of  our  problems, 
whether  they  be  economical,  political,  social,  or, 
above  all,  medical,  since  medicine  mercifully  knows 
no  national  boundaries  and  happily  has  the  same 
ideal  in  all  countries.  Even  when  countries  are  at 


war  their  medical  professions  can  cooperate  and  be 
at  peace  with  one  another. 

In  preparing  for  any  calling  there  are  challenges 
from  three  directions;  these  are  directed  at  the 
teachers,  at  those  they  teach  and  at  what  they  teach. 
The  teacher  should  be  equipped  not  with  knowledge 
only,  but,  what  is  equally  important,  with  the  ability 
to  transmit  his  knowledge  vividly,  so  that  he  may 
become  by  precept  and  example,  a source  of  in- 
spiration to  his  students.  He  should  endeavor  to 
make  the  minds  of  his  students  creative  implements 
and  not  merely  receptacles. 

What  is  the  challenge  to  the  student  ? There  are 
certain  qualities  essential  to  all  students ; for  it  is 
not  difficult  to  draw  a brief  picture  of  the  ideal 
medical  student — cultured,  broadly  educated  in  the 
humanities,  intelligent  and  intellectual,  of  trans- 
parent integrity,  humane  and  sympathetic,  and, 
above  all.  one  who  will  love  his  profession  as  well 
as  his  fellow  men  in  all  their  weaknesses,  their  joys 
and  their  sorrows. 

Therefore,  continued  Sir  Lionel,  it  is  reasonable 
to  suggest  that  the  profession  of  medicine,  being 
recruited  from  the  upper  one-third  stratum  of  the 
normal  distribution  of  intelligence,  should  be  com- 
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posed  of  something  better  than  a high  average. 
Medical  students  must  be  recruited  on  individual 
qualities  and  ability,  quite  independent  of  family, 
of  personal  fortune,  of  class  or  family  distinction. 

And  the  challenge  to  medical  education  ? At  the  _ 
present  time  the  first  challenge  to  medical  education 
is  the  challenge  to  education  itsel  t" . Has  a particular 
country  so  ordered  its  educational  system  that  a 
proportion  of  its  youth  will  he  fit  to  be  enrolled  in 
the  most  exacting  profession  in  the  world?  If  this 
is  not  so,  then  the  omission  should  be  rectified;  for 
there  is  little  point  in  making  fine  or  even  coarse 
adjustments  in  the  medical  curriculum  if  the  soil 
is  not  prepared. 

The  content  of  the  curriculum  is  obviously  im- 
portant. Let  us  look  for  a moment  at  some  of  the 
many  things  of  which  the  medical  student  should 
have  at  least  some  knowledge.  Nuclear  physics, 
colloid  science  and  enzyme  chemistry  have  pro- 
vided us  with  new  instruments  of  thought  and  prac- 
tice. The  bacteriologist  has  come  to  govern  the 
surgeon  in  the  operation  theatre,  the  nurse  in  the 
ward,  the  cook  in  the  kitchen,  the  practicing  doctor 
who  uses  antibiotics  and  the  public  health  worker 
who  is  concerned  with  community  infections.  The 
problems  of  blood  transfusion,  at  one  time  seem- 
ingly simple,  are  now  an  affair  of  genetics,  special- 
ized serology  and  statistical  analysis.  Even  clinical 
experience  and  a flair  for  diagnosis  can  no  longer 
be  regarded  as  infallible  guides  to  ultimate  clinical 
truth : the  opinion  needs  to  he  checked  by  means  of 
which  the  clinician  may  lie  profoundly  ignorant, 
for  medicine  is  coming  to  draw  even  more  heavily 
on  the  more  exact  basic  sciences  and  to  become 
more  precise  and  scientific  in  the  formulation  and 
execution  of  its  tasks. 

The  challenge  to  our  universities  and  medical 
schools  is  a simple  one.  Are  we  preparing  our  stu- 
dents to  grasp  at  least  the  principles  behind  all  this 
scientific  work?  Does  the  student  leave  the  univer- 
sity or  the  college  with  an  understanding  of  the 
methods  of  science  and  with  some  knowledge  of  its 
history?  The  doctor  of  the  future  will  have  to  be 
grounded  more  firmly  in  the  basic  sciences  than  was 
the  student  of  twenty  or  thirty  years  ago ; other- 
wise he  will  not  be  prepared  to  meet  the  challenge 
of  advancing  knowledge  which  is  making  medicine 
a more  complete  science.  Medicine  is  much  more 
than  a technology — it  is  a profession.  Among  those 
in  a position  to  know  it  is  believed  that  there  is  now 
some  poverty  of  mind  in  the  finished  medical  and 
science  graduate,  because  of  the  lack  of  general 
education  in  the  humanities,  literature,  language, 
history,  philosophy  and  the  arts.  More  and  more, 
we  are  becoming  aware  of  the  dangers  of  too  early 
specialization  in  science  among  those  who  are  going 
to  be  graduated  in  science  and  in  medicine. 

The  study  of  man  in  relation  to  his  environment, 
human  ecology,  is  the  fundamental  basis  of  what 
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is  now  called  social  medicine ; and  the  challenge  to 
meet  this  growing  consciousness  of  the  importance 
of  social  medicine  comes  from  within  as  well  as 
from  without  the  medical  profession. 

In  summary,  the  undergraduate  teacher  should 
aim  at  producing  an  educated  person  grounded  in 
principle  and  method,  aide  to  see  what  the  whole 
of  medicine  stands  for  and  means,  trained  to  ob- 
serve with  his  hands  and  his  senses,  encouraged  to 
think  logically  and  critically,  instructed  in  the  use 
of  the  instruments  of  measurement  and  precision, 
and  equipped  with  a basic  knowledge  upon  which 
he  will  continue  to  build  for  the  rest  of  his  profes- 
sional life. 

Such,  in  briefest  outline,  is  the  content  of  Sir 
Lionel's  splendid  address  which  was  illustrated  and 
amplified  by  the  many  contributions  of  the  other 
members  of  the  conference.  If  one  were  to  con- 
dense into  a sentence  the  general  philosophy  of  the 
conference  as  regards  medical  education,  it  would 
seem  to  be  that,  as  Cardinal  Newman  declared 
many  years  ago,  the  primary  purpose  of  medical 
education,  as  of  all  education  is,  to  train  the  intel- 
lect to  reason  well  in  all  matters,  to  reach  out  to- 
wards truth,  and  to  grasp  it. 

ANDREAS  VESALIUS 

In  1543,  surely  an  annus  niirabilis  in  the  history 
of  medicine,  there  was  issued  from  the  press  of 
J.  Oporinus  in  Basel,  a folio  volume,  the  Dc  Hu- 
mani  Corporis  Fabrica,  the  Structure  of  the  Human 
Body,  by  Andreas  Vesalius.  The  author,  a young 
Belgian,  still  in  his  twenty-eighth  year,  was  profes- 
sor of  surgery  and  anatomy  in  the  far-famed  city 
of  Padua.  “Nursery  of  the  Arts.”  We  all  know 
that  Vesalius  did  for  anatomy  what  Harvey  did  for 
physiology  and  Sydenham  for  clinical  medicine; 
but  few  of  us,  perhaps,  have  had  the  opportunity  of 
reading  Professor  Benjamin  Farrington’s  splendid 
translation  of  the  preface  to  the  De  Fabrica  which 
we  are  privileged  to  reprint  in  this  issue  of  the 
Journal. 

Vesalius  was  born  in  Brussels,  1514;  professor 
at  Padua,  1537-1546,  while  he  taught  also  at  Bo- 
logna and  Pisa;  died  1564,  shipwrecked  on  the 
island  of  Zante.  He  was  a characteristic  product 
of  the  renaissance,  for  as  Doctor  Charles  Singer 
says,  “The  Womb  of  Time  was  in  labor  and 
brought  him  forth.  His  intellectual  father  was  the 
Galenic  science  that  had  gone  before  him.  His 
mother  was  that  fair  creature,  the  New  Art,  then 
in  the  very  bloom  of  her  youth.  Until  these  two 
had  come  together  there  could  be  no  Vesalius. 
When  these  two  had  come  together  there  had  to  he 
a Vesalius.  If  it  be  genius  to  be  such  a product  of 
one’s  age,  then  Vesalius  was  a genius.” 

Why  is  Vesalius  the  creator  of  modern  anatomy? 
Because  he  learned  and  taught  others  to  learn  di- 
rectly from  things,  not  from  words  about  things. 
He  saw  clearly  that  it  was  no  longer  useful  to  sit 
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perched  on  the  professor’s  cathedra,  giving  a di- 
dactic lecture  expounding  the  text  of  Galen  or 
Mondino.  He  is  famous,  not  for  the  facts  he  dis- 
covered. for  as  to  these  he  was  equaled  or  even 
surpassed  by  Eustachius  and  Fallopius ; he  is 
unique  as  the  founder  of  modern  anatomy  because, 
as  he  says  in  the  preface  to  his  immortal  book,  “But 
this  ambition  of  mine  would  never  have  succeeded 
if,  when  I was  studying  medicine  at  Paris,  1 myself 
had  not  applied  my  hand  to  this  business.” 


NEW  ENGLAND  SOCIETY  OF  ALLERGY 

Because  there  is  a growing  interest  in  the  study 
and  treatment  of  allergic  conditions,  the  New  Eng- 
land Society  of  Allergy  was  born  recently  in  Bos- 
ton. The  charter  provides  that  this  Society  shall  be 
composed  of  “all  physicians  and  others  who  are 
working  in  allergy  or  in  allied  fields,  who  have  a 
real  interest  in  these  fields.”  The  by-laws  say  that 
“Any  resident  of  New  England  who  is  a physician 
interested  in  allergy  or  a worker  in  an  allied  field 
shall  he  eligible  for  membership.” 

The  first  meeting  of  the  Society  was  held  on 
March  27,  1957  at  the  Children’s  Hospital  in  Bos- 
ton. The  subject  of  discussion  was  Asthma,  its 
Mechanics  ami  Management.  At  the  evening  ses- 
sion there  was  an  address  on  Adrenal  Steroids: 
Biosynthesis  and  Physiology.  Doctor  Francis  H. 
Chafee  reports,  “It  was  a superb  meeting.  The  dis- 
cussion on  the  Mechanics  of  Asthma  and  the  mo- 
tion picture  were  very  dramatic.  The  evening  ad- 
dress was  by  a man  who  had  a profound  knowledge 
of  his  subject.  By  and  large  he  was  way  above  our 
heads,  yet  the  philosophy  which  he  imparted  was 
one  which  stimulated  all  of  us.” 

Those  desiring  to  join  the  Society  are  invited  to 
communicate  with  the  secretary,  Harry  L.  Mueller, 
300  Longwood  Avenue,  Boston,  Massachusetts. 


NEW  ENGLAND 
PEDIATRIC  ESSAY  PRIZE 

To  stimulate  an  interest  in  clinical  investigation 
and  accurate  reporting  of  pediatric  problems,  the 
New  England  Pediatric  Society  is  offering  an  award 
of  $200  for  the  best  paper  submitted  by  an  intern, 
resident  or  fellow,  who  is  connected  with  a teach- 
ing hospital  or  medical  school  in  the  New  England 
area.  The  paper  should  deal  with  one  or  more 
pediatric  cases,  of  special  interest  or  significance, 
with  appropriate  supporting  literature,  and  discus- 
sion. The  winner  will  be  announced  at  our  first 
meeting  of  the  Society  in  the  fall,  and  the  paper 
will  be  submitted  for  publication  in  the  New 
England  Journal  of  Medicine. 

Papers  should  be  submitted  to  Dr.  Harry 
Shwachman,  Secretary,  New  England  Pediatric 
Society,  300  Longwood  Avenue,  Boston,  Massachu- 
setts, by  June  30,  1957. 


As  Costs  of  Living 
Keep  Inching  Higher 

_ It's  no  wonder  if  you're  taking 
a good  hard  look  at  your  income, 
and  wondering  how  to  protect  its  pur- 
chasing power. 

That's  why  we  suggest  now  that 
you  seriously  consider  investing  in 
dividend-paying  common  stocks. 
They're  not  a sure  hedge  against 
inflation  - there  is  no  such  thing.  But 
the  fact  is,  over  the  last  ten  years,  the 

dividends  paid  by  common  stocks 
have  done  a remarkable  job  of  keep- 
ing up  with  rising  prices. 

Another  good  feature  of  common 
stocks  is:  you  don't  need  to  be  a 
millionaire  to  afford  them.  For  exam- 
ple, did  you  know  that  two-thirds  of 
all  investors  in  publicly-owned  com- 
panies have  incomes  of  less  than 
$7500  a year?  That  many  good  stocks 
cost  less  than  $50  a share?  And  that 
you  can  invest  out  of  income  - with- 
out any  big  outlay  of  cash  - for  as 
little  as  $40  every  month,  or  even 
every  3 months? 

Why  not  ask  us  for  details  on 
all  these  opportunities  now? 


Davis  & Davis 

Members  Hew  York  Stock  Exchange 

GROUND  FLOOR,  TURKS  H»D  BIOS. 

Providence,  R.  I.  - 

Market  Summaries:  GAspee  1 6 
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OFFICERS  INSTALLED  FOR  1957-58 


Doctor  George  W.  Waterman,  Providence 
gynecologist,  was  installed  on  May  1 as  the 
ninety-eighth  president  of  the  Rhode  Island  Med- 
ical Society,  the  nation’s  ninth  oldest  state  medical 
association.  He  succeeded  Doctor  Charles  L.  Far- 
rell of  Pawtucket. 

Named  as  vice-president  was  Doctor  Stanley 
Sprague  of  Pawtucket,  and  as  president-elect  to 
succeed  Doctor  Waterman  next  year.  Doctor  Fran- 
cis B.  Sargent  of  Providence.  Doctor  Thomas 
Perry  and  Doctor  John  A.  Dillon,  both  of  Provi- 
dence, were  re-elected  secretary  and  treasurer,  re- 
spectively. 

The  new  head  of  the  State  Medical  Society  is 
president  of  the  Rhode  Island  Cancer  Society,  and 
lie  has  long  been  identified  with  the  work  of  the 
Cancer  Committee  of  the  Medical  Society.  A na- 
tive of  Providence,  he  was  graduated  from  Brown 
University  and  then  completed  his  medical  school 
training  at  Cornell  Medical  College.  He  served 
internships  at  New  York  Memorial  and  New  York 
hospitals,  and  the  Lying-In  Hospital  in  the  same 
city,  prior  to  returning  to  Providence  to  establish 
his  practice  here. 

A past  president  of  the  Providence  Medical  As- 
sociation and  of  the  New  England  Surgical  Society, 
Doctor  Waterman  holds  memberships  in  many  re- 
gional and  national  medical  associations.  He  is  the 
former  Surgeon-in-Chief  of  the  Department  of 
Gynecology  at  Rhode  Island  Hospital. 

Pawtucket  Physician  Vice  President 
Doctor  Stanley  Sprague,  Pawtucket  urologist 
and  for  many  years  a leader  in  industrial  medicine 
in  the  state,  was  named  to  succeed  Doctor  Joseph 
Johnston  as  vice-president.  He  is  a graduate  of 
Providence  Classical  High,  and  he  completed  his 
college  and  medical  school  work  at  the  University 
of  California.  He  served  in  the  Canadian  Medical 
Corps  during  World  War  I,  and  when  he  came  to 
Rhode  Island  to  establish  his  practice  he  held  mem- 
bership for  many  years  in  the  State  National 
Guard.  He  is  a past  president  of  the  Pawtucket 
Medical  Association,  and  of  the  New  England 
Council  of  the  Industrial  Medical  Association,  and 
for  many  years  he  has  been  chairman  of  the  In- 
dustrial Health  Committee  of  the  State  Medical 
Society. 


Providence  Specialist  President-Elect 
The  Society  selected  as  its  leader  to  follow  Doc- 
tor Waterman  a year  hence,  Doctor  Francis  B. 
Sargent,  Providence  otolaryngologist,  who  has 
been  active  in  the  affairs  of  the  organization  as 
chairman  of  its  Medical  Defense  and  Grievance, 
and  its  Group  Professional  Liability  Insurance 
committees.  A native  of  Lincoln,  Massachusetts, 
Doctor  Sargent  was  graduated  from  both  the  un- 
dergraduate and  graduate  schools  at  Harvard,  re- 
ceiving his  medical  degree  in  1919.  After  intern- 
ships at  Massachusetts  General,  and  Eye  and  Ear 
Infirmary,  he  established  his  practice  in  Provi- 
dence, specializing  in  problems  of  the  ear.  nose, 
and  throat. 

Committee  Chairmen  Named 
The  House  of  Delegates,  policy  making  body  of 
the  Society,  elected  the  official  standing  committees 
in  addition  to  the  officers  naming  as  chairmen  of 
these  committees  the  following : Committee  on  In- 
dustrial Health,  Doctor  Stanley  Sprague,  of  Paw- 
tucket ; Library  Committee,  Doctor  Irving  A.  Beck, 
of  Providence ; Medical  Defense  and  Grievance 
Committee,  Doctor  Francis  B.  Sargent,  of  Provi- 
dence ; Committee  on  Medical  Economics,  Doctor 
Gustavo  A.  Motta,  of  Providence ; Committee  on 
Publications,  Doctor  Charles  J.  Ashworth,  of 
Providence ; Committee  on  Public  Laws,  Doctor 
James  H.  Fagan,  of  Providence;  Committee  on 
Public  Policy  and  Relations,  Doctor  Arnold  Porter, 
of  Providence  ; Committee  on  Scientific  Work  and 
Annual  Meeting.  Doctor  Marshall  N.  Fulton,  of 
Providence. 


Save  Saturday,  October  19 
Annual  Auxiliary  Dance 
at  the 

Sheraton-Biltmore  Hotel 
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CONFIRMED  THERAPEUTIC  UTILITY 


Pro-Banthine!.. 

A Primary  Drug  in  Peptic  Ulcer 


Among  the  many  clinical  indications  for 
Pro-Banthine  (brand  of  propantheline  bro- 
mide), peptic  ulcer  is  foremost.  During 
treatment,  Pro-Banthine  has  been  shown 
repeatedly  to  be  a singularly  valuable  agent 
when  used  in  conjunction  with  diet,  antacids, 
sedation  and  psychotherapy  as  required. 
Lichstein  and  his  associates*  report  that 
Pro-Banthine  “proved  almost  invariably 
effective  in  the  relief  of  ulcer  pain,  in  de- 
pressing gastric  secretory  volume  and  in 
inhibiting  gastrointestinal  motility.  The 


incidence  of  side  effects  was  minimal.  . . 

The  therapeutic  utility  and  effectiveness  of 
Pro-Banthine  in  the  treatment  of  peptic  ulcer 
are  repeatedly  confirmed  in  the  medical  lit- 
erature. Dosage:  One  tablet  with  each  meal 
and  two  tablets  at  bedtime.  G.  D.  Searle  & 
Co.,  Chicago  80,  Illinois,  Research  in  the 
Service  of  Medicine. 


*Lichstein,  J.;  Morehouse,  M.  G.,  and  Osmon,  K.  L. : Pro- 
BanthTne  in  the  Treatment  of  Peptic  Ulcer.  A Clinical 
Evaluation  with  Gastric  Secretory,  Motility  and  Gastro- 
scopic  Studies.  Report  of  60  cases.  Am.  J.  M.  Sc.  232:156 
(Aug.)  1956. 


s 


290 


RHODE  ISLAND  MEDICAL  JOURNAL 


George  W.  Waterman,  m.d. 
of  Providence,  Rhode  Island 
President  of  the  Rhode  Island  Medical  Society 
1957  - 1958 


president’s  message 


291 


PRESIDENT  S MESSAGE 

It  has  become  customary  for  the  new  or  incoming  president  each  year  to  publish  a 
message  to  the  members  of  the  Society,  and  it  now  becomes  my  pleasure  to  do  so. 

First  of  all,  I would  express  my  appreciation  of  the  honor  which  you  have  conferred. 
Because  of  your  trust  I feel  all  the  more  the  weight  of  the  duties  that  have  been  passed 
on  to  me  by  my  very  worthy  predecessor. 

We  are  living  in  a century  of  evolutionary  and  almost  revolutionary  changes  in  medical, 
surgical,  and  health  practices.  Because  of  the  discoveries  of  basic  scientific  research  and 
their  implementation  by  applied  or  clinical  research,  untold  benefits  have  accrued  to 
our  people. 

Programs  for  fostering  further  development  of  basic  and  applied  research,  for  the 
building  of  hospitals  and  for  new  research  laboratories  are  the  order  of  the  day  in  legis- 
latures, in  Congress,  and  in  the  great  philanthropic  foundations.  Blue  Cross,  Blue  Shield, 
and  other  voluntary  insurance  programs  aim  at  bringing  medical  care  within  the  reach  of 
all.  Veterans  Administration  care,  and  now  Medicare  for  the  members  of  the  armed 
forces  and  their  dependents,  have  been  created.  Labor  Union  welfare  funds  are  in  operation 
to  care  for  the  health  of  organized  labor  and  its  dependents. 

All  of  these  programs  have  been  developed  as  a result  of  social  and  economic  forces. 
As  the  resources  and  accomplishments  of  good  medical  and  surgical  care  become  more 
apparent,  greater  pressure  has  followed  to  insure  that  these  vital  services  are  available  to 
all.  These  programs  all  center  on  the  trained  and  skilled  physician,  for  without  the  doctor, 
the  best  medicine,  hospitals,  and  health  plans  are  as  nothing. 

Too  often,  however,  the  doctor  is  overlooked,  or  looked  upon  as  a mere  technician  in 
this  planning,  without  being  accorded  the  dignity  and  consideration  that  his  long  years  of 
training  deserve. 

Without  organization  in  such  a rapidly  moving  scheme  of  events  the  doctor  will  be  lost, 
the  rights  and  privileges  of  a profession  limited  in  number  will  be  overwhelmed  and 
overruled,  as  has  happened  in  other  lands. 

It,  therefore,  is  incumbent  on  the  doctor  that  he  see  to  it  that  his  organization  functions, 
that  its  committees  are  well  chosen,  and  that  the  members  so  honored  live  up  to  the 
requirements. 

The  few  will  he  ineffective,  except  that  they  speak  through  strong  organization. 

As  my  predecessors  have  done  so  well,  I again  encourage  you  all  to  a renewed  sense 
of  obligation  to  your  Society  and  to  a renewed  dedication  to  its  best  interests,  thereby 
insuring  the  best  medical  care  to  our  patients,  which  is  the  ultimate  aim. 


George  W.  Waterman,  m.d..  President 
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Stanley  Sprague,  m.d. 
of  Pawtucket,  Rhode  Island 
Vice  President  of  the  Rhode  Island 
Medical  Society,  1957-1958 


Francis  B.  Sargent,  m.d. 
of  Providence,  Rhode  Island 
President-Elect  of  the  Rhode  Island 
Medical  Society,  1957-1958 
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Trasentine-Phenobarbital 


c i B A 

Summit,  N.  J. 


integrated  relief . . . 
mild  sedation 
visceral  spasmolysis 
mucosal  analgesia 


TABLETS  (yellow,  coated),  each  containing 
50  mg.  Trasentine®  hydrochloride  (adiphenine 
hydrochloride  C1BA)  and  20  mg.  phenobarbital. 


21 2228M 
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of  Providence 
Secretary 


Charles  J.  Ashworth,  m.d. 
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T reasurer 


H 
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Editor-in-Chief 
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of  Rumford 
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1.  This  Knox  booklet  is  based  on  nutritionally-tested  Food 
Exchanges1  and  demonstrates  that  variety  is  possible  for 
diabetic  diets. 

2.  The  easy-to-understand  Food  Exchanges  simplify  dietary 
control  for  the  diabetic  by  eliminating  calorie  counting. 

3.  Diets  promote  accurate  adjustment  of  caloric  levels  to 
the  special  needs  of  the  patient,  yet  allow  each  individual 
considerable  latitude  in  the  choice  of  foods. 

4.  Each  booklet  presents  in  addition  16  pages  of  appetizing, 
kitchen-tested  recipes. 

1.  The  Food  Exchange  Lists  referred  to  are  based  on  material  in 
“Meal  Planning  with  Exchange  Lists”  prepared  by  Committees  of 
the  American  Diabetes  Association,  Inc.,  and  The  American  Dietetic 
Association  in  cooperation  with  the  Chronic  Disease  Program,  Public 
Health  Service,  Department  of  Health,  Education  and  Welfare. 


Chas.  B.  Knox  Gelatine  Co.,  Inc. 
Professional  Service  Dept.  RVF25 
Johnstown,  N.  Y. 

Please  send  me dozen  copies 

of  the  Knox  diabetic  brochure  describ- 
ing the  use  of  Food  Exchange  Lists. 

Your  Name  and  Address 


*1 
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GREATER  ANTIBIOTIC  ABSORPTION 

I mmm m-wr mill 


FASTER  BROAD-SPECTRUM  ACTION 


Urine  Excretion  Study  demonstrates 
that  more  Tetracycline  is  absorbed  from 

ACHROMYCIN  V 

540  — one  250  mg,  capsule 

119.8  mg  (24  hour  period) 
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S2-5  ms-  from 

Achromycin  V 
one  250  mg. 
capsule 

1 hour  period) 


ACHROMYCIN  V 


ACHROMYCIN 


Average  Blood  Levels  at  1,  3 and  6 hours 

ACHROMYCIN  V vs.  ACHROMYCIN 

one  250  mg.  capsule 


2.24 


.216 


I Hour  3 Homs 

ACHROMYCIN  V 


.823 

achromycin  v admixes  sodium  metaphosphate  with 
tetracycline,  achromycin  v provides  greater  antibiotic 
absorption/faster  broad-spectrum  action  and  is  indicated 
for  the  prompt  control  of  infections,  seen  in  everyday  practice, 
hitherto  treated  with  other  broad-spectrum  antibiotics. 
Available:  Bottles  of  16  and  100  Capsules. 

Each  capsule  (pink)  contains: 

Tetracycline  equivalent  to  tetracycline  HCI..250mg. 

Sodium  metaphosphate 380  mg. 

achromycin  v dosage:  6-7  mg.  per  lb.  of  body  weight  per  day 
for  children  and  adults. 


LEDERLE  LABORATORIES  DIVISION 
AMERICAN  CYANAMID  COMPANY 
PEARL  RIVER,  NEW  YORK 


*Reg.  U.S.  Pot.  Olf. 
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DISTRICT  MEDICAL  SOCIETY  MEETINGS 


PAWTUCKET  MEDICAL  ASSOCIATION 

The  annual  business  meeting  of  the  Pawtucket 
Medical  Association  was  held  at  Memorial  Hos- 
pital, March  21.  1957.  The  meeting  was  called  to 
order  by  Dr.  Raymond  T.  Stevens. 

The  following  members  were  present:  Doctors 
Billings,  Bleyer,  Forgiel,  A.  Gaudet,  E.  Gaudet, 
Gorfine,  F.  Hanley,  R.  Jaworski,  Kelly,  Mara, 
Metcalf.  Rohr,  Ruggles,  Schiff,  Senseman,  Stanley 
Simon,  Sonkin,  Stapans,  R.  T.  Stevens,  and 
Zolmian. 

The  meeting  was  called  to  order  upon  the  attain- 
ment of  a quorum  at  8:55  p.m.  and  it  was  moved 
by  Dr.  Forgiel  and  seconded  by  Dr.  Hanley  that 
the  reading  of  the  minutes  of  the  previous  meeting 
he  dispensed  with.  This  was  done  and  a motion  by 
Dr.  Senseman,  seconded  by  Dr.  Sonkin,  to  dispense 
with  the  reading  of  the  list  of  the  members  was 


Albert  J.  Gaudet,  m.d. 
President,  1957-1958 
The  Pau  tucket  Medical  Association 


similarly  passed.  The  secretary,  Dr.  Sonkin,  read 
the  annual  report  and  the  treasurer,  Dr.  Rohr,  read 
the  treasurer's  report ; these  were  accepted  as  read, 
upon  the  motion  by  Dr.  Forgiel  and  seconded  by 
Dr.  Schiff. 

Dr.  Raymond  T.  Stevens  presented  his  annual 
address  by  the  president.  He  stressed  cooperation 
between  physicians  for  the  improvement  of  stand- 
ards of  medical  care  in  our  changing  social  environ- 
ment. 

The  slate  of  candidates  for  office  for  the  ensuing 
year  was  read  as  follows : President,  Dr.  A.  J. 
Gaudet;  Vice-President,  Dr.  M.  A.  Rohr;  Secre- ' 
tarv,  Dr.  D.  \V.  Ruggles  ; Treasurer,  Dr.  B.  Schiff;  '< 
Councilor,  Dr.  E.  Mara ; Alternate  Councilor,  Dr. 
H.  Hanley;  Delegates.  Drs.  V oodconte,  Zolmian, 
Hayes,  Healey  and  Kelly.  The  secretary  was  in- 
structed to  cast  one  vote  in  the  election  of  the 
candidates. 

Dr.  Sonkin  and  Dr.  Rohr  were  appointed  by  Dr. 
R.  T.  Stevens  to  escort  Dr.  Albert  Gaudet  to  the 
President’s  chair.  Dr.  Albert  Gaudet  took  office 
and  announced  that  the  appointment  of  the  com- 
mittees would  be  made  public  at  a later  time. 

Communications  received  were  read  and  dis- 
cussed. The  first  communication  was  a letter  from 
the  W ashington  County  Medical  Society  reporting 
their  action  in  adopting  a recommended  fee  sched- 
ule of  $2.00  minimum  for  polio  injection  in  groups 
where  materials  are  supplied,  and  $1.00  minimum 
fee  where  materials  are  not  supplied  by  the  doctor. 
This  was  discussed  by  Drs.  Kelly,  Gaudet,  Mara, 
Ruggles,  Gorfine,  Metcalf,  Jaworski,  Schiff,  Zol- 
mian and  others. 

The  Providence  Medical  Society  wrote  inquiring 
as  to  the  status  of  Dr.  Oscar  Stapans,  who  is  apply- 
ing for  transfer  of  his  active  membership  to  Provi- 
dence where  he  is  now  practicing. 

There  was  no  unfinished  business  and  under  new 
business  it  was  moved  by  Dr.  Schiff.  seconded  and 
passed  that  the  dues  for  the  ensuing  year  be  $25.00. 

It  was  moved  and  voted  to  adjourn  to  the  later 
date  of  the  27th  of  March  for  the  annual  social 
meeting. 

Respectfully  submitted, 

David  W.  Ruggles,  m.d.,  Secretary 
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BRISTOL  COUNTY  MEDICAL  SOCIETY 

Officers  of  the  Bristol  County  Medical  Society 
for  the  current  year  are  as  follows : 


President  O.  John  Squillante,  M.D. 

Vice-President Bruce  W.  Smith,  M.D. 

Secretary Paul  A.  Botelho,  M.D. 

Treasurer Arcadie  Giura.  M.D. 


NEWPORT  COUNTY  MEDICAL  SOCIETY 

A meeting  of  the  Newport  County  Medical  So- 
ciety was  held  at  the  Hotel  Viking  on  Wednesday, 
March  27,  1957.  Doctor  Malone  presided  at  the 
meeting  which  he  called  to  order  at  8 :15  p.m. 

The  minutes  of  the  previous  meeting  were  read 
and  approved. 

An  application  for  membership  was  received 
from  Dr.  Richard  Knowles,  which  was  sent  to  the 
censors. 

A communication  was  read  from  the  Washing- 
ton County  Medical  Society  regarding  the  anti- 
polio campaign. 

Doctor  Brownell  reported  on  the  most  recent 
meeting  of  the  House  of  Delegates  of  the  Rhode 
Island  Medical  Society. 

Under  new  business  there  was  a lengthy  discus- 
sion of  the  “All  Out — All  Ages  Polio  Elimination 
Campaign.”  A motion  was  made,  seconded  and 
passed  that,  in  general,  the  members  of  the  society 
frown  on  contract  medicine  and  recommend  that 
patients  go  to  their  private  physicians  unless  they 
are  indigent,  when  they  must  be  treated  free,  either 
by  their  own  doctor  or  at  a clinic.  In  regard  to  the 
current  “All  Out — All  Ages  Polio  Elimination 
Campaign,”  and  for  the  year  1957,  it  was  voted 
that  when  patients  are  seen  singly  or  in  groups  that 
a minimum  fee  of  $3.00  per  injection  would  be 
charged  when  furnishing  vaccine  and  equipment, 
and  a minimum  fee  of  $2.00  be  charged  per  injec- 
tion for  service  only,  and  that  no  charge  would  be 
made  in  the  case  of  indigents. 

The  fiscal  agent  appointed  for  Medicare  was 
discussed  by  Dr.  Abramson. 

A motion  regarding  the  Medicare  program  was 
adopted  for  transmission  to  the  president  and  the 
secretary  of  the  Rhode  Island  Medical  Society,  to 
the  president  of  Physicians  Service,  and  to  the  sec- 
retary of  each  county  medical  society,  and  it  was 
recommended  that  Doctor  Brownell  present  it  at 
the  next  Council  meeting. 

The  meeting  was  adjourned  at  10:15  p.m. 

Respectfully  submitted, 

Donald  B.  Fletcher,  m.d.,  Secretary 

continued  on  next  page 
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and 
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PROVIDENCE  MEDICAL  ASSOCIATION 

A meeting  of  the  Providence  Medical  Associa- 
tion was  held  at  the  Medical  Library  on  Monday, 
April  1,  1957.  The  meeting  was  called  to  order  by 
the  president,  Doctor  Thomas  L.  Greason,  at  8:30 

P.M. 

The  reading  of  the  minutes  of  the  previous  meet- 
ing of  the  Association  was  omitted  by  general 
consent. 


Announcements  of  the  President 

The  president  made  the  following  announce- 
ments : 

That  the  committee  of  Doctors  Louis  I.  Kramer 
and  Banice  Feinberg  had  submitted  a tribute  for 
the  Association’s  records  to  the  late  Doctor  Perry 
Bernstein. 

That  the  attention  of  all  members  is  directed  to 
the  dates  for  the  146th  Annual  Meeting  of  the 
Rhode  Island  Medical  Society — Wednesday,  May 
1,  and  Thursday,  May  2,  1957. 

That  members  are  reminded  that  the  Annual 
Dinner  and  Golf  Tournament  of  the  Association 
will  he  held  at  the  Rhode  Island  Country  Club  on 
Wednesday,  J line  1 2. 

Award  of  Ale  tuber  ship  Certificates 

The  president  awarded  certificates  of  member- 
ship to  the  following  physicians  who  were  elected 
at  the  March  meeting:  J.  Wallace  Conklin,  M.D. ; 
Mario  A.  Nicotra,  M.D. ; Giovannino  Petrocelli, 
M.D.,  and  Henry  Sprung,  M.D. 

Doctor  Wilson  F.  LYter  was  awarded  a certificate 
in  absentia. 


Scientific  Program 

The  president  announced  Doctor  Charles  A. 
Kane,  professor  of  neurology,  who  discussed  the 
subject  Recent  Advances  in  the  Understanding  and 
Treatment  of  Cerebral  Vascular  Disease. 

In  his  introductory  remarks,  Doctor  Kane 
stressed  the  importance  of  cerebro-vascular  disease 
as  a cause  of  death  and  disability  and  its  effect  on 
the  American  economy.  Approximately  178,000 
people  died  of  cerebro-vascular  disease  in  1956. 
This  astounding  figure  places  diseases  of  the  brain 
as  third  in  the  list  of  causes  of  death. 

Vascular  malformations  of  the  brain  and  in- 
ternal carotid  artery  thrombosis  were  discussed  at 
length.  He  stated  that  a certain  percentage  of 
patients  with  internal  carotid  thrombosis  improve, 
but  in  general  one  out  of  three  will  die.  Some  pa- 
tients are  being  treated  with  anticoagulants. 

He  pointed  out  the  interesting  fact  that  although 
the  weight  of  the  brain  is  approximately  2%  of  the 
weight  of  the  body,  it  receives  20%  of  the  ventric- 
ular output. 
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WOMAN’S  AUXILIARY 


President's  Traffic  Safety  Seminar 

Rear  Admiral  H.  B.  Miller  USN  (Ret.),  direc- 
■ tor  of  the  President’s  Committee  for  Traffic 
Safety,  invited  the  chairman  of  the  Safety  Com- 
mittee of  the  Auxiliary  to  one  of  the  six  regional 
seminars  held  March  6,  7,  and  8 at  Northeastern 
University  in  Boston.  There  were  thirty-two 
women  present,  each  representing  large  women’s 
and  parents’  organizations  in  New  England,  New 
York,  and  New  Jersey. 

The  purpose  of  the  meeting  was  twofold  : 

1.  To  give  the  women  a clear  picture  of  the  traf- 
fic accident  and  congestion  problems  confronting 
American  communities  and  states. 

2.  To  offer  action  plans  by  which  women’s  and 
parents’  groups  can  support  official  agencies  in  re- 
ducing accidents  and  congestion  and  improving  the 
highway  transportation  system. 

Instructors  for  the  seminar  were  provided  by  the 
Traffic  Institute  of  Northwestern  University,  the 
National  Safety  Council,  and  the  Automotive 
Safety  Foundation. 

The  seminar  emphasized  the  major  role  women 
can  play  in  traffic  safety.  It  was  stated  that  traffic 


AUXILIARY  ELECTIONS 

At  its  Annual  Convention  held  at  the  Officers 
Club,  at  the  Quonset  Naval  Air  Station,  on  May  2, 
the  Woman’s  Auxiliary  to  the  Rhode  Island  Med- 
ical Society  elected  the  following  slate  of  officers: 

President  Mrs.  Hannibal  Hamlin 

President-Elect  Mrs.  Stanley  D.  Simon 

Vice-President  Mrs.  H.  Bickford  Lang 

Recording  Secretary  Mrs.  James  P.  O’Brien 

Corresponding  Secretary  Mrs.  Edmund  Billings 
Treasurer  Mrs.  Rudolph  Pearson 

Assistant  Treasurer  Mrs.  Donald  F.  Larkin 

The  following  members  were  elected  to  serve 
on  the  Board  of  Directors: 

Providence  Mrs.  Arthur  B.  Kern 

Pau  tucket  Mrs.  Raymond  T.  Stevens 

Woonsocket  Mrs.  Aurey  Fontaine 

Newport  Mrs.  Lewis  Abramson 

Kent  Mrs.  Arthur  Hardy 

Bristol  Mrs.  Leland  Jones 

Washington  Mrs.  Clifford  Hathaway 


accidents  constitute  one  of  the  most  critical  domes- 
tic problems  now  facing  the  United  States  and  it  is 
a problem  that  state  officials  won’t  be  able  to  keep 
under  control  without  the  active  support  of  parents’ 
and  women’s  organizations. 

Safety  features  on  cars  were  discussed  at  great 
length,  and  it  was  determined  that  only  by  public 
support  and  demand  will  the  manufacturers  incor- 
porate these  in  new  cars. 

Where  the  techniques  of  better  enforcement, 
education,  engineering,  and  driver  licensing  had 
been  incorporated,  the  results  have  been  spectacular. 

The  seminar  was  designed  to  explain  in  non- 
technical language  how  officials  charged  with  each 
aspect  of  traffic  go  about  their  duties,  how  cities 
and  states  can  have  their  performance  measured 
and  evaluated,  and  how  many  organizations  can 
play  a strong  role  in  improving  governmental  agen- 
cies responsible  for  traffic. 
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He  listed  the  types  of  cerebro-vascular  diseases 
as  follows : 

1.  Cerebro-vascular  Thrombosis — 66%  of  the 
cases 

2.  Cerebral  Hemorrhage — 21%  of  the  cases 

3.  Cerebral  embolism — 5%  of  the  cases 

4.  Subarachnoid  hemorrhage — 8%  of  the  cases 

Doctor  Kane  emphasized  the  importance  of  care- 
ful examination  and  evaluation  of  every  patient  as 
a whole  since  certain  types  of  cerebro-vascular 
diseases  may  represent  a manifestation  of  another 
disease. 

In  the  presence  of  a facial  nevus  or  telangectasis 
one  must  suspect  a cerebro-vascular  malformation. 

Adjournment 

The  meeting  adjourned  at  10:20  p.m. 

Attendance  was  78. 

Collation  was  served. 

Respectfully  submitted, 

Michael  DiMaio,  m.d.,  Secretary 
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THE  WORKSHOP  ON  ALCOHOL  EDUCATION— A REPORT 

Helena  H.  Shea,  m.a.,  and  Laurence  A.  Senseman,  m.d. 


Under  the  joint  sponsorship  of  the  Rhode 
Island  State  Department  of  Education  and 
the  Division  of  Alcoholism,  a two-day  workshop 
on  alcohol  education  was  held  at  the  Rhode  Island 
College  of  Education  on  February  12,  and  13.  1957. 
The  general  aims  of  the  workshop  were  to  present 
background  information  about  alcohol  and  instruc- 
tion about  alcohol  in  its  many  phases,  to  analyze 
the  needs  of  the  students,  the  schools,  and  the 
community,  to  provide  opportunities  for  free  and 
open  discussion  among  the  participants  and  to 
make  recommendations  for  future  action.  Every 
public,  private,  and  parochial  secondary  school  was 
invited  to  send  a representative,  as  was  every  col- 
lege and  university  in  the  state.  All  school  super- 
intendents were  invited  as  were  members  of  the 
Advisory  Council  of  the  Division  of  Alcoholism 
and  the  State  Board  of  Education.  In  addition, 
there  were  representatives  from  industry,  the 
armed  forces,  the  Rhode  Island  Congress  of 
Parents  and  Teachers,  the  clergy,  the  Juvenile 
Court,  the  Rhode  Island  Medical  Society,  and  sev- 
eral other  state  agencies  and  institutions. 

Mr.  Raymond  G.  McCarthy,  associate  professor 
of  health  education  and  a member  of  the  staff  of 
the  Yale  University  Center  of  Alcohol  Studies, 
gave  the  keynote  address.  Films  dealing  with  vari- 
ous phases  of  the  use  of  alcohol  were  shown  and 
several  small  groups  were  organized  for  the  pur- 
pose of  free  discussion  and  exchange  of  ideas.  The 
second  day’s  session  gave  participants  an  oppor- 
tunity to  evaluate  the  results  of  the  conference 
and,  with  the  assistance  of  Mr.  McCarthy,  to  make 
plans  for  future  activities. 

The  speaker,  who  is  an  outstanding  authority  in 
the  field  of  alcohol  instruction,  raised  several  im- 
portant questions  in  reference  to  instruction  about 
alcohol  in  the  schools.  He  touched  upon  the  phil- 
osophy and  functions  of  the  educational  process  in 
a democracy.  When  and  where  should  this  instruc- 
tion be  given?  What  are  the  objectives  of  alcohol 
instruction  ? What  emphasis  on  content  should  be 
given  ? Do  we  advocate  total  abstinence,  modera- 
tion, or  a detatched  objective  approach  with  respect 
to  the  social  use  of  alcohol  ? In  what  courses  do  we 
place  this  material?  Who  shall  teach  about  alcohol? 
What  is  adequate  preparation  for  such  teaching? 
These  questions  stimulated  a considerable 


amount  of  discussion  and  four  discussion  groups 
were  set  up  to  work  over  some  formal  questions 
presented  to  them ; their  findings  reflect  the  think- 
ing of  a cross  section  of  the  community.  The  groups 
felt  that  community  attitudes  influenced  the  type 
of  instruction  given  in  the  schools  about  alcohol 
and  that  the  schools  have  a definite  responsibility 
to  furnish  such  instruction.  They  felt  also  that 
adolescents  need  instruction  about  the  use  of  alco- 
hol, since  drinking  is  a part  of  our  culture.  The  abil- 
ity to  make  mature  decisions  is  an  aim  of  our  gen- 
eral mental  health  education  and  the  adolescent  who 
is  trying  to  achieve  independence  and  gain  accept- 
ance from  his  peers  needs  help  and  guidance  in 
learning  to  make  choices  and  decisions  based  upon 
reason  and  knowledge. 

Mr.  McCarthy  pointed  out  that  in  the  past  in- 
struction about  alcohol  has  not  been  effective,  even 
though  state  laws  require  it.  He  advocated  the  use 
of  a positive  psychological  approach  which  will 
capitalize  the  students’  interest  and  allow  for  free 
and  uninhibited  discussion  in  the  classroom.  There 
are  now  many  teaching  aids  available  in  this  field, 
but  there  need  to  be  more  training  facilities  avail- 
able to  teachers,  both  student  teachers  and  those  in 
service.  The  problem  is  a large  one  and  it  will  take 
a long  time  to  work  it  through. 

Among  the  recommendations  made  by  the  group, 
the  most  outstanding  and  practical  one  which 
should  be  started  immediately,  was  the  setting  up 
of  a work-book  or  guide  for  teachers.  This  curric- 
ulum guide  would  serve  to  integrate  teaching  about 
alcohol  with  other  courses.  It  should  be  prepared 
by  experienced  teachers.  Its  concepts  should  be 
pre-tested  in  the  classrooms  so  that  it  would  be  a 
functional  guide.  It  was  recommended  that  some 
one  be  assigned  to  such  a project  as  soon  as  possi- 
ble, since  the  project  will  take  a long  time  and 
require  a considerable  amount  of  training  and 
research  in  the  field  of  alcohol.  The  group  viewed 
the  function  of  the  Division  of  Alcoholism  as  that 
of  consultant  to  the  Department  of  Education 
which  should  be  responsible  for  providing  all  the 
required  material  for  the  schools. 

About  one  hundred  people  participated  in  the 
workshop  which  was  felt  to  be  a good  beginning 
for  a long-time  program  of  alcohol  education,  not 
only  in  the  schools  but  for  the  public  at  large,  as 
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well  as  for  special  groups  such  as  the  armed  forces, 
industry,  social  service,  and  public  health. 


PROGRESS  AND  FUTURE  PLANS  OF  THE 
STATE  DIVISION  OF  ALCOHOLISM 

concluded  from  page  284 

educational  field.  One  product  of  the  Division  of 
Alcoholism  is.  however,  being  prepared  for  publi- 
cation, namely,  a pamphlet  of  facts  and  fancies 
about  alcoholism.  This  pamphlet  has  been  prepared 
by  the  staff  psychologist,  Mrs.  Helena  H.  Shea, 
and  is  to  he  given  state-wide  distribution.  Through 
the  kindness  of  the  Rhode  Island  Medical  Society, 
every  physician  is  to  receive  one  of  these  pamphlets 
for  his  own  use,  and  additional  pamphlets  will  he 
furnished  upon  request,  as  it  is  felt  that  a physi- 
cian’s office  is  an  excellent  place  for  these  booklets 
to  be  seen  and  read.  The  pamphlet  has  been  written 
for  lay  people  and  it  is  the  hope  of  this  Division 
that  it  will  reach  many  who  are  in  need  of  help 
regarding  drinking  problems,  whether  it  be  their 
own  problem  or  that  of  a relative  or  friend. 

The  State  Division  of  Alcoholism  is  ready  and 
eager  to  cooperate  in  any  way  possible  with  the 
family  physician  in  the  care  and  treatment  of  the 
problem  drinker. 


I.  E.  BRENNAN  & COMPANY 

Leo  C.  Clark,  Jr.,  B.S.,  Reg.  Pharm. 


5 North  Union  Street  Pawtucket,  R.  I. 
SHELDON  BUILDING 
7 Registered  Pharmacists 


Butterfield's 

DRUG  STORE 

Corner  Chalkstone  & Academy  Aves. 
ELMHURST  1-1957 


EVERY  WOMAN 
WHO  SUFFERS 

IN  THE 

MENOPAUSE 

DESERVES 

"premarin: 

widely  used 
natural , oral 
estrogen 


AYERST  LABORATORIES 
New  York,  N.  Y.  • Montreal,  Canada 
5645 
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Fiske  Fund  Prize  Dissertation 


1957 


The  Trustees  of  the  Fiske  Fund  of  The  Rhode  Island  Medical 
Society  announce  the  following  subject  for  the  Prize  Dissertation 
of  1957: 

' Hormonal  Relationships  in  Breast  and  Prostatic  Cancer  — 
Their  Practical  Application” 

For  the  best  dissertation  on  this  subject  worthy  of  a premium 
they  offer  the  sum  of  three  hundred  fifty  dollars  ($350.00).  The 
dissertation  will  be  particularly  graded  on  the  basis  of  original 
work  by  the  author.  Each  competitor  for  the  premium  is  expected 
to  conform  with  the  following  regulations: 

To  forward  to  the  secretary  of  the  Trustees  on  or  before  the  tenth 
day  of  December,  1957,  free  of  all  expense,  a copy  of  his  dissertation 
with  a motto  thereon,  and  also  accompanying  it  a sealed  envelope 
bearing  the  same  motto,  inscribed  on  the  outside,  with  his  name 
and  address  within. 

Previously  to  receiving  the  premium  awarded,  the  author  of  the 
successful  dissertation  must  transfer  to  the  Trustees  all  his  right, 
title  and  interest  in  and  to  the  same,  for  the  use,  benefit,  and  advan- 
tage of  the  Fiske  Fund. 

Dissertations,  other  than  the  successful  one,  will  be  returned  to 
the  authors. 

The  dissertations  must  be  typewritten,  double  spaced  on  standard 
typewriter  paper,  and  should  not  exceed  10,000  words. 


SECRETARY  to  the  TRUSTEES 
John  E.  Farrell,  Sc.D. 

106  Francis  Street 
Providence  3,  Rhode  Island 


George  W.  Waterman,  M.D. 
Stanley  Sprague,  M.D. 
Francis  B.  Sargent,  M.D. 


TRUSTEES 


308 


RHODE  ISLAND  MEDICAL  JOURNAL 


BOOK  REVIEW 

THE  FIGHT  FOR  FLUORIDATION  by  Don- 
ald R.  McNeil.  Oxford  University  Press,  N.Y., 
1957.  $5.00 

The  fluoridation  of  communal  water  supplies  has 
been  a controversial  subject  for  years  and  this  book 
attempts  a chronological  history  of  the  sordid  cam- 
paign waged  by  its  proponents  and  opponents. 

The  author  has  reviewed  all  the  important  pub- 
lished material  on  the  subject  from  1916  to  1956 
and  while  there  is  little  in  it  to  interest  the  average 
medical  man.  researchers  may  be  intrigued  to  learn 
that  a failure  to  follow  through  a valid  concept  to 
its  ultimate  end  by  full  use  of  proper  analytical 
equipment  and  the  services  of  research  scientists, 
delayed  for  years  the  solution  of  the  problem  of 
mottled  teeth  and  the  corollary  role  of  fluoride  in 
tooth  decay. 

The  author  errs  in  comparing  the  fluoridation 
struggle  to  vaccination,  pasteurization,  immuniza- 
tion, etc.  These  have  all  been  public  health  meas- 
ures destined  to  prevent  the  spread  of  disease  and 
while  public  resistance  had  to  be  overcome  to  effect 
their  acceptance,  no  such  comparison  exists  with 
fluoridation,  which  is  entirely  a private  health 
matter. 

Unquestionably,  by  now,  it  has  been  established 
that  the  addition  of  fluorides  to  water  supplies  will 
protect  the  teeth  of  growing  children  and  that  the 
topical  application  is  also  a practical  means  of  at- 
taining this  end.  To  plead  that  the  end  justifies  the 
means  is  a dangerous  way  to  lose  our  individual 
liberties.  If  the  principle  is  once  established  that 
the  state  can  do  for  us  something  that  we  can,  and 
should  do,  for  ourselves  we  will  some  day  see  the 
state  doing  other  things  to  us,  and  for  us.  that  is 
currently  believed  to  be  for  our  own  good. 

Only  one  passage  in  the  book  deals  with  such  a 
vital  aspect  when  the  author  quotes  Herbert  Bain 
of  the  American  Dental  Association  as  saying  that 
fluoridation  should  not  “even  be  proposed  until 
citizens  were  willing  to  assume  the  responsibility.” 

The  author  is  associate  director  of  Wisconsin 
State  Historical  Society.  One  of  the  most  chauvin- 
istic proponents  was  also  a Wisconsonite  and 
perhaps  both  are  “spiritual  descendants”  of  the 
progressive  agitators  who  years  before  had  turned 
Wisconsin  into  a laboratory  for  advanced  social 
legislation. 

In  medicine,  change  comes  slowly  and  with  full 
scientific  appraisal,  and  perhaps  the  book  will  dem- 
onstrate clearly  the  wrong  method  of  approach  in 
matters  of  the  health  habits  of  the  public.  The  re- 
sponse of  the  public  to  polio  immunization  demon- 
strates a more  ready  acceptance  of  public  health 
measures  over  the  private  health  measures  for  the 
individual. 

Charles  L.  Farrell,  m.d. 
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highly  effective— clinically  proved 


povides  added  certainty  in  antibiotic  therapy  particularly  for 
tlat  90%  of  the  patient  population  treated  in  home  or  office . . . 


M ti-spectrum  synergistically  strengthened 
Si  iamycin  provides  the  antimicrobial  spectrum  of 
•te'icycline  extended  and  potentiated  with  oleandomy- 
ciito  include  even  those  strains  of  staphylococci  and 
ce  ain  other  pathogens  resistant  to  other  antibiotics. 

'«  lied:  Sicmamycin  Capsules  — 250  mg.  (oleandomycin  83  mg., 
let  cycline  167  mg.),  bottles  of  16  and  100;  100  mg.  (oleandomy- 


cin 33  mg.,  tetracycline  67  mg.),  bottles  of  25  and  100.  Sicmamycin 
for  Oral  Suspension —1.5  Gm.,  125  mg.  per  5 cc.  teaspoonful 
(oleandomycin  42  mg.,  tetracycline  83  mg.),  mint  flavored,  bottles 
of  2 oz.  *Trademark 


( Pfizer  Pfizer  Laboratories,  Brooklyn  6,  N.  Y. 

J Division,  Chas.  Pfizer  & Co.,  Inc. 

World  leader  in  antibiotic  development  and  production 


a new  dosage  form 


Compazine*  Ampuls 


for  immediate  control  of  nausea  and  vomiting 
when  oral  administration  is  not  feasible 


In  98%  of  cases  treated  with  ‘Compazine’  Ampuls  during 
clinical  trials,  a single  intramuscular  dose  completely 
stopped  nausea  and  vomiting  or  reduced  its  severity 
enough  to  permit  administration. 

Dosage:  An  initial  dose  of  5 to  10  mg.  (1  to  2 cc.)  should 
be  injected  deeply  into  the  upper  outer  quadrant  of  the 
buttock.  This  may  be  repeated  if  necessary  at  intervals  of 
3 to  4 hours. 

For  further  information,  see  S.K.F.  literature. 

Available:  2 cc.  (10  mg.)  ampuls  in  boxes  of  6 and  100 
5 mg.  tablets  in  bottles  of  50  and  500. 


a potent  antiemetic 
with  minimal  side  effects 


'Compazine 


Smith j Kline  & French  Laboratories,  Philadelphia 


★T.M.  Reg.  U.S.  Pat.  Off.  for  proclorpcrazine,  S.K.F. 
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A.M.A.  House  of  Delegates 
Report  ( including  action  on 

Medicare ),  see  page  344  Volume  XL,  No.  6 

Table  of  Contents,  page  317 


THE  N.r.  ACADEM 
OF  MEDICINE 

■a  -8  135? 

is  treatable 


(Hematinic  Concentrate  with  Intrinsic  Factor,  Lilly) 


Potent— Convenient 
— Economical 

2-a-day  dosage 
In  bottles  of  60  and  500 


now. 


• # 


to  complete  the  Parke-Da^ 


CELONTIN  Kapseals  (Methsuximide,  Parke-Davis) 
0.3  Gm.,  bottles  of  100. 
DILANTIN®  Sodium  (Diphenylhydantoin  Sodium,  Parke-Davis) 
is  supplied  in  a variety  of  forms— including 


Kapseals  of  0.03  Gm.  and  0.1  Gm.  in  bottles  of  100  and  1,000. 


Ml  LONTIN®  Kapseals  (Phensuximide,  Parke-Davis) 
0.5  Gm.,  bottles  of  100  and  1,000. 
M l LONTI N Suspension,  250  mg.  per  4 cc.,  16-ounce  bottles. 


PH  ELANTI N®  Kapseals  (Dilantin  100  mg.,  phenobarbital 
30  mg.,  desoxyephedrine  hydrochloride  2.5  mg.),  bottles  of  100. 


«* . mmm 


lOO 


No.  525 


KAPSEALS  * 

CELONTIN 


METHSUXIMIDE 

0.3  GRAM 


Caution’— Federal  law 
prohibits  dispensing 
without  prescription. 


V s.  c.vn!  .v.crr,; 


alpha- 

n»rthjlpt,rnjl>a.  -.-ioimi.!. 


Stock  15-525-4 


PARKE  DAVIS  A CO 


J 


mily  of  anticonvulsants 


i new  antiepileptic  for  petit  mal 
md  psychomotor  seizures 


CELONTIN 


nethsuximide,  Parke-Davis) 


Kapseals® 


Clinical  experience 1,2,3  with  CELONTIN  indicates  that  it: 

• provides  effective  control  with  minimal  side  effects  in  the 
treatment  of  petit  mal  and  psychomotor  epilepsy; 

• frequently  checks  seizures  in  patients  refractory  to  other 
medications; 

• has  not  been  observed  to  increase  incidence  or  severity  of 
grand  mal  attacks  in  patients  with  combined  petit  and  grand 
mal  seizures. 

Optimal  dosage  of  CELONTIN  should  be  determined  by  individual  needs 
of  each  patient.  A suggested  dosage  schedule  is  one  0.3  Gm.  Kapseal  daily 
for  the  first  week.  If  required,  dosage  may  be  increased  thereafter  at 
weekly  intervals,  by  one  Kapseal  per  day  for  three  weeks,  to  maximum 
total  daily  dosage  of  four  Kapseals  (1.2  Gm.). 

1.  Zimmerman,  E T.,  and  Burgemeister,  B.:  Arch.  Neurol,  ip  Pstjchiat.  72:720,  1954. 

2.  Zimmerman,  E T.,  and  Burgemeister,  B.:  J.A.M.A.  157:1194,  1955. 

•3.  Zimmerman,  E T. : Arch.  Neurol,  ip  Pstjchiat . 76:65,  1956. 
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Part 


Part 


Baker’s  Modified  Milk  is  a complete 
infant  food,  easy  to  prescribe  and  pre- 
pare in  hospital  and  home. 

Available  in  liquid  and  powder  forms, 
both  are  made  exclusively  from  Grade  A 
Milk  (U.S.P.H.S.  Milk  Code).  Both  con- 
tain all  requirements  for  complete 
infant  nutrition. 

Baker's  Liquid  — generally  preferred  for 
its  greater  ease  of  preparation. 

Baker's  Powder  — particularly 
adaptable  for  feeding  prematures 
\ and  for  use  as  complemental 
sOsv  and  supplemental  feedings. 
\ \ Both  forms  are  extremely 
\&  \ low  in  price,  costing  less 

jPjY~'Nv  than  a penny  per 
Ur  X ounce  of  formula. 

^ J\V%v\  Furnished  to  hos- 

W\\  \|  pitals  without 

\ \\  charge,  of  course. 


Liquid 


BAKER  S MODIFIED  MILK 

THE  BAKER  LABORATORIES,  INC. 

/VlUA  ffiioducto  t tfe,  Medicat  'fiwfe/MtoK, 


>owder  Main  Office:  Cleveland  3,  Ohio  e Plant:  East  Troy,  Wisconsin 
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BOOK  REVIEW 

PEDIATRIC  CARDIOLOGY  by  Alexander  S. 

Nadas,  M.D.,  F.A.A.P.,  W.  B.  Saunders  Com- 
pany, Philadelphia,  1957.  $12.00 

The  author,  who  is  cardiologist  to  the  Children's 
Medical  Center,  Boston,  has  admirably  fulfilled  his 
intention  of  making  this  easily  readable  and  help- 
ful volume  a "handbook  for  the  pediatrician,  the 
general  physician  and  the  medical  student.”  More- 
over, with  Doctor  Nadas’s  skill  as  teacher,  pediatri- 
cian and  cardiologist,  and  because  of  his  extensive 
experiences,  this  book  will  also  be  of  value  to  the 
specialists  in  the  various  areas  of  pediatric  cardi- 
ology. 

The  book  is  divided  into  four  parts.  Part  One : 
The  Tools  of  Diagnosis  (which  include  clinical 
methods,  X ray,  ECG,  phonocardiography,  cardiac 
catheterization  and  angiocardiography).  Part 
Two:  Acquired  Heart  Disease:  Rheumatic  Fever 
and  Rheumatic  Heart  Disease ; Bacterial  Endo- 
carditis; Arrhythmias;  Diseases  of  the  Myo- 
cardium and  Pericardium  ; Congestive  Failure  and 
Miscellaneous  Diseases.  Part  Three:  Congenital 
Heart  Disease  (which  covers  half  of  the  book) 
and  Part  Four:  Anesthesia  for  Children  with 
Heart  Disease. 

The  chapters  on  radiology,  including  fluoros- 
copy, electrocardiography,  cardiac  catheterization 
and  angiocardiography  are  written  with  such  clar- 
ity, that  in  the  discussion,  later  on  in  the  book,  of 
congenital  anomalies,  the  interpretations  and  find- 
ings of  these  ancillary  "tools”  are  easily  under- 
stood. The  diagrams  used  by  Dr.  Nadas  in  demon- 
strating the  circulatory  dynamics  with  pressures, 
oxygen  contents  and  percentage  of  saturations  are 
ingenious. 

Doctor  Nadas  differentiates  between  significant 
and  insignificant  murmurs.  This  division  is  very 
intriguing  and  is  of  great  practical  value  to  the 
physician  who  faces  daily  the  problem  of  murmur 
significance.  The  chapter  on  “pulmonary  vascular 
obstruction  syndrome”  helps  to  explain  an  increas- 
ingly important  physiological  entity. 

Throughout  the  547  pages  of  text,  special  atten- 
tion is  given  to  the  clinical  recognition,  the  prin- 
ciples and  procedures  of  clinical  management. 
Doctor  Nadas  points  out  the  hazards  and  dangers 
of  catheterization  and  angiocardiography  in  certain 
types  of  congenital  lesions  and  indicates  how  often 
a clearcut  diagnosis  can  be  made  without  resorting 
to  these  procedures.  He  also  discusses  briefly  but 
clearly  when  surgical  measures  are  indicated,  to- 
gether with  the  results  of  experiences  at  various 
medical  centers.  The  pre-  and  post-operative  man- 
agement in  these  cases  receives  a fair  amount  of 
attention  as  well. 

There  is  a list  of  371  references  which  the  physi- 
cian interested  in  specific  phases  of  pediatric  cardi- 
ology should  find  useful.  This  book  is  a must  in 
any  pediatric  library.  Banice  Feinberg,  m.d. 


A Bed  Board 
is  only  half 
the  answer! 


• • • • 


A bed  board  can  only  prevent  a 
box  spring  from  sagging;  it  cannot 
correct  the  mattress.  Here's  why: 


Soft  mattress  and  box  spring  sags  — giving 
improper  support. 


With  bed  board  added,  mattress  still  sags,  spine 
is  still  distorted. 


the  complete  answer  to  correct  support:  Only  the 
Sealy  Posfurepedic  is  designed  in  cooperation 
with  Orthopedic  surgeons  — adjusts  the  body  to 
comfortably  correct  sleeping  posture. 


Sealu 
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POSTURE  PEDICMATTRESS 


Available  to  doctors  in  both  foam  rubber 
and  innerspring,  at  professional  discount. 


WRITE  TODAY  for  information  on  professional 
discount  for  doctors’  personal  use  and  new  free 
booklet,  "The  Effect  of  Bedding  on  Posture, 
Health  and  Sleeping  Comfort”. 

SEALY  MATTRESS  COMPANY 

79  Benedict  St.  Waterbury  20,  Conn. 


312 


RHODE  ISLAND  MEDICAL  JOURNAL 


&xPia  STRONG 


EDWARD  J.  BURRELL 


THOMAS  HEEL 

S/toes 


Advised  by  many  doctors 
when  they  feel  children’s 
feet  will  benefit  from: 

EXTRA  strong  steel 
shanks,  EXTRA  firm  in- 
ner counters,  EXTRA 
height  and  firmness  at 
the  arch. 

We  have  many  attractive 
boy  and  girl  styles;  and 
wre  fit  them  according  to 
doctors’  orders. 


All  prescription  fittings 
supervised  by  Mr. 
Edward  Burrell  or  Mr. 
William  Burrell.  Call 
GAspee  1-7040  for  furth- 
er information.  Fitting 
prescription  pads  fur- 
nished on  request. 

QjJ  ALITY  FOOTWEAR 
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206  WESTMINSTER  ST.  PROVIDENCE 


E.  WILLIAM  BURRELL 
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GAspee  1-7040  for  furth- 
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prescription  pads  fur- 
nished on  request. 

Quality  footwear 

SINCE  1(1} 


—for  gastrointestinal  tract  disorders  and  their 'emotional  overlay  5 


* TRADEMARK  ® REGISTERED  TRADEMARK  FOR  TRIDIHEXETKYL  IODIDE  LEDERIE 


combines  Meprobamate  (400  mg.): 

Widely  prescribed  tranquilizer-muscle  relaxant.  Effectiveness 
in  anxiety  and  tension  states  clinically  demonstrated  in  millions  of  patients. 
Meprobamate  acts  only  on  the  central  nervous  system.  Does  not  increase 
gastric  acid  secretion.  It  has  no  known  contraindications,  can  be  used 
over  long  periods  of  time.1’2-3 

with  Path i Ion  (25  mg.y. 

An  anticholinergic  noted  for  its  extremely  low  toxicity  and  high 
effectiveness  in  the  treatment  of  G.I.  tract  disorders.  In  a comparative 
evaluation  of  currently  employed  anticholinergic  drugs, 

Pathilon  ranked  high  in  clinical  results,  with  few  side  effects, 
minimal  complications,  and  few  recurrences.4 


Now . . . with  PATH  I BAM  ATE . . .you  can  control  disorders  of  the 
digestive  tract  and  the “ emotional  overlay” so  often  associated  with 
their  origin  and  perpetuation . . . without  fear  of  barbiturate 
loginess,  hangover  or  addiction.  Among  the  conditions  which  have 
shown  dramatic  response  to  PATH  I BAM  ATE  therapy: 

DUODENAL  ULCER  • GASTRIC  ULCER  • INTESTINAL  COLIC 
SPASTIC  AND  IRRITABLE  COLON  • ILEITIS  • ESOPHAGEAL  SPASM 
ANXIETY  NEUROSIS  WITH  G.I.  SYMPTOMS  • GASTRIC  HYPERMOTILITY 


Comments  on  PATH  I BAM  ATE  from  clinical  investigators 


References:  1.  Borrus,  J.  C.:  M.  Clin.  North  America, 
n press,  1957.  2.  Gillette,  H.  E.:  Internal.  Rec.  Med.  & G.  P. 
~lin.  169:453,  1956.  3.  Pennington,  V.  M.:  J.A.M.A., 
n press,  1957.  4.  Cayer,  D. : Prolonged  Anticholinergic 
Therapy  of  Duodenal  Ulcer.  Am.  J.  Dig.  Dis.  1 :301-309 
July)  1956.  5.  McGlone,  F.  B.:  Personal  Communication  to 
Lederle  Laboratories.  6.  Texter,  E.  C.,  Jr.:  Personal 
Communication  to  Lederle  Laboratories.  7.  Bauer,  H.  G. 
md  McGavack,  T.  H. : Personal  Communication 
;o  Lederle  Laboratories. 


1 

Supplied:  Bottles  of  100  and  1000 

| Administration  and  Dosage:  l tablet  three  times  a day 
at  mealtimes  and  2 tablets  at  bedtime.  Full 


• “I  find  it  easy  to  keep  patients  using  the  drug 
continuously  and  faithfully.  I feel  sure  this  is  due 
to  the  desirable  effect  of  the  tranquilizing  drug.”5 

• “The  results  in  several  people  who  were  pre- 
viously on  belladonna-phenobarbital  prepara- 
tions are  particularly  interesting.  Several  people 
volunteered  that  they  felt  a great  deal  better  on 
the  present  medication  and  noted  less  of  the 
loginess  associated  with  barbiturate  administra- 
tion.”6 

• PATH  I BAMATE  . . .“will  favorably  influence  a 
majority  of  subjects  suffering  from  various  forms 
of  gastrointestinal  neurosis  in  which  spasmodic 
manifestations  and  nervous  tension  are  major 
clinical  symptoms.”7 

• “In  the  patients  with  functional  disturbances  of 
the  colon  with  a high  emotional  overlay,  this  has 
been  to  date  a most  effective  drug.”5 


LEDERLE  LABORATORIES  DIVISION,  AMERICAN  CYANAMID  COMPANY,  PEARL  RIVER,  NEW  YORK 
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THERAPEUTIC  EXTERNAL  SOLUTIONS 
IN  THE  MANAGEMENT  OF 

Ivy  Poisoning 


In  a comprehensive  report  covering  the  value  of  therapeutic 
external  solutions  in  the  management  of  various  dermatoses, 
Niedelman  and  Bleier1  make  note  that  while  wet  dressings  may 
he  used  in  any  stage  of  a dermatosis,  they  are  particularly  indi- 
cated in  the  acute  stage. 

Observations  made  on  a number  of  patients  suffering  from 
industrial  dermatitis  or  poison  ivy  dermatitis  established  that  wet 
dressings  proved  to  be  very  soothing  and  gave  a great  deal  of 
relief. 

Of  therapeutic  external  solutions  in  use,  Burow’s  Solution 
U.S.P.  seems  to  he  the  first  choice  of  the  dermatologists.  The 
principal  disadvantages  of  this  solution  is  its  lack  of  stability  and 
consequent  variance  in  effectiveness.  Fortunately  the  full  thera- 
peutic activity  of  clear,  stable  dilute  aluminum  acetate  solution 
U.S.P.  plus  the  antiseptic  and  deodorizing  properties  of  Benze- 
thonium  Chloride  N.N.R.  can  he  provided  for  patients  by  pre- 
scribing BURO-SOLR  ANTISEPTIC  POWDER  “DOAK.” 

In  a summation  of  their  experiences  with  BURO-SOE  AN- 
TISEPTIC POWDER  “DOAK”  as  compared  to  Burow’s 
Solution  prepared  by  the  conventional  method,  Niedelman  and 
Bleier  report,  “In  the  treatment  of  64  patients  with  similar  bi- 
lateral pustular  dermotoses  it  was  found  that  the  length  of  time 
for  the  cure  of  the  infection  for  Burow’s  Solution  was  10.4  days 
and  with  the  BURO-SOL  antiseptic  solution  only  6.5  days.” 

BLTRO-SOL  ANTISEPTIC  POWDER  “DOAK”  is  sup- 
plied in  boxes  of  12  and  100  individual  packets,  each  packet  con- 
taining 2.36  gms.  of  powder.  One  packet  dissolved  in  one  pint 
of  water  makes  a clear,  stable  1:15  Burow’s  Solution  U.S.P  with 
Benzethonium  Chloride  N.N.R. 

BURO-SOL  ANTISEPTIC  POWDER  “DOAK”  is  avail- 
able through  all  pharmacies. 

1 Niedelman,  M.  L.,  and  Bleier,  A.:  Med.  Times  83:238-2 48  (March)  1955. 

DOAK  PHARMACAL  (0.,  IE. 

NEW  YORK  17,  N.  Y. 

P'  Prescribe  BURO-SOL  ANTISEPTIC  POWDER  “DOAK” 
for  early  relief  of  discomfort  in  poison  ivy  dermatitis. 
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^HERE'S  some  mighty  shrewd  wisdom  in  what 
1 Joe  says.  But  human  nature  being  what  it  is, 
far  too  many  of  us  still  seek  medical  advice  from 
those  who  aren't  qualified  to  give  it. 

No  matter  what's  bothering  you  . . . constant 
fatigue,  nerves  on  edge,  recurring  aches  and  pains 
. it  is  never  wise  to  stay  away  from  your  doctor 


in  the  hope  that  you'll  run  into  somebody  who  will 
l now  "just  what's  best''  for  your  trouble.  In  fact,  it  s 
often  dangerous  to  accept  an  amateur's  "sure  cure. 

Seek  a friend's  advice,  if  you  wish,  on  almost 
any  other  problem  But  when  it  comes  to  your 
health,  and  that  of  your  family,  by  all  means 
don't  let  anyone  other  than  a physician  advise  you. 


By  seeing  your  doctor  at  the  first  sign  of  trouble, 
you  will  not  only  avoid  the  hazards  of  amateur 
medical  advice,  but  chances  are  you  will  save  tim 
and  money  in  the  long  run  In  fact,  prompt  and 
proper  medical  care  may  well  turn  out  to  be  one 
of  the  biggest  bargains  ever  to  come  your  way 


Copyright  1957 — ?*' 


& Company  Del  foil  32.  Mu 


PARKE,  DAVIS  & COMPANY 


m.kers  of  medicines  since  IK* 


Working  Kira  your  physirtar.  your  P1’"""*”' 
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“Joe,  the  barber”  speaks  up  again  . . . 


You’ve  met  Joe  before,  doctor— in  the  1956  Parke-Davis  series  of 
public  service  messages.  And  thanks  to  your  warm  reception  of  that 
advertisement  last  year  ...  so  enthusiastically  expressed  in  your 
letters  to  us  . . . we’re  featuring  "Joe”  again — this  time  in  eye- 
catching color.  * 

You’ll  remember  Joe’s  words  of  wisdom  about  seeking  pro- 
fessional medical  advice  from  the  doctor  rather  than  from  the 
"amateur.”  His  remark  points  up  the  fact  that,  by  consulting  you 
at  the  first  sign  of  trouble,  your  patients  will  save  time  and  money 
in  the  long  run  . . . perhaps  even  their  lives. 

Like  all  ads  in  the  colorful  P-D  series,  we  believe  this  latest 
message  will  give  your  patients  and  prospective  patients  a better 
understanding  of  the  importance  of  prompt  and  proper  medical  care. 


PARKE,  DAVIS  & COMPANY 

Detroit  3 2,  Michigan 


This  advertisement  appears  in  the  June  17th  issue  of  Life:  circulation  more 
than  SVi  million;  total  readership,  over  15  million. 


• greater  antibiotic  absorption  • 
earlier  therapeutic  blood  levels  • faster  broad- 
spectrum  action. 


capsules — Each  capsule  (pink)  contains  tetracycline  equivalent  to  250  mg.  of 
tetracycline  HCI,  phosphate-buffered.  Bottles  of  16  and  100  capsules. 

syrup — Each  teaspoonful  (5  cc.)  of  orange-flavored  syrup  contains  125  mg.  of 
tetracycline  HCI  activity,  phosphate-buffered.  Bottles  of  2 and  16  fl.  oz. 

dosage:  6-7  mg.  per  lb.  of  body  weight  per  day  for  children 

and  adults. 


LEDERLE  LABORATORIES  DIVISION.  AMERICAN  CYANAMID  COMPANY,  PEARL  RIVER.  N.  Y. 


322 


RHODE  ISLAND  MEDICAL  JOURNAL 


Why  Physicians  Service 
is  best  for 
your  patients  . . . 
and  far  you! 


PHYSICIANS  SERVICE  is  the  one  and  only  medical  care 
program  that  acts  under  the  supervision  of  the  State 
Medical  Society  to  promote  doctor  bill  coverage  for  all  the 
communities  of  the  State. 

Here  are  a few  practical  reasons  why  Physicians  Service 
is  the  best  plan  for  your  patients  . . . the  best  plan  for  you, 
their  doctor. 


• Enrolls  groups  as  small  as  ten 
not  just  large,  “select  risk"’  groups. 

• Enrolls  individuals  under  65  not 
eligible  for  group  membership. 

• Has  never  cancelled  because  of  age, 
retirement,  unemployment,  or  fre- 
quency of  use. 


• Provides  the  same  coverage  for  all 
enrolled  members  of  the  family  plus 
maternity  care  for  the  wife. 

• Assures  your  patients  free  choice 
of  doctor. 


• Assures  simplicity  and  promptness 
of  payment. 


• Helps  you  retain  your  independ- 
ence in  your  practice  of  medicine. 


Many  Rhode  Islanders  still  do  not  belong  to  Physicians 
Service  — you'll  be  doing  them  — and  yourself  - — a favor 
when  you  recommend  that  they  enroll. 


RHODE  ISLAND  MEDICAL  SOCIETY 
PHYSICIANS  SERVICE 
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years  of 

documented 

experience 


YOUR  PATIENT  NEEDS  AN  ORGANOMERCURIAL 

Practicing  physicians  know  that  many  years  of  clinical  and  laboratory  experience 
with  any  medication  are  the  only  real  test  of  its  efficacy  and  safety. 

Among  available,  effective  diuretics,  the  organomercurials  have  behind  them  over 
three  decades  of  successful  clinical  use.  Their  clinical  background  and  thousands  of 
reports  in  the  literature  testify  to  the  value  of  the  organomercurial  diuretics. 


TABLET 

N E 


OHYDRIN 


BRAND  OF  CHLORMERODRIN  <ie.3  mg.  of  3-chloromercuri-2-methoxy-propylurea 

EQUIVALENT  TO  IO  MG.  OF  NON-IONIC  MERCURY  IN  EACH  TABLET) 


a standard  for  initial  control  of  severe  failure 
MERCUHYDRIN®  SODIUM 

BRAND  OF  MERALLURIDE  INJECTION 


02156 
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BIVAM  is  a superior  nutritional  shield 
against  dietary  deficiencies  to  help  prevent 
abnormal  capillary  permeability  and  fragility; 
contributes  to  normal  metabolism,  anabolism, 
optimal  health  for  pregnant  and  lactating 
women,  the  aged,  before  and  after 
surgery,  in  restricted  diets,  aged  and 
debilitated  patients. 


Supplied:  Bottles  of  100,  300  and  1000  tablets 
SAMPLES  of  BIVAM  and  literature  from  . . . 

u.  s.  vitamin  corporation 

Arlington-Funk  Laboratories,  division 
250  East  43rd  Street,  New  York  17,  N.  Y. 


Dose  of  3 BIVAM  tablets  provides: 
Citrus  Bioflavonoid  Compound4  . . 100  mg. 

Ascorbic  Acid  (C)  . . 100  mg. 

Calcium  Lactate 1 Gm. 

Ferrous  Gluconate 100  mg. 

Vitamin  A 6000  U.S.P.  Units 

Vitamin  D 600  U.S.P.  Units 

Thiamine  Mononitrate  (Bi) 3 mg. 

Riboflavin  (B2) 3 mg. 

Pyridoxine  HCI  (B6) 3 mg. 

Vitamin  B12 

(cobalamin  concentrate) 3 meg. 

Niacinamide 25  mg. 

d,  Calcium  Pantothenate 5 mg. 

Folic  Acid 0.5  mg. 

Menadione  (K) 1 mg. 

Vitamin  E 

(dl,  alpha  tocopheryl  acetate)  1 Int.  Unit 

Magnesium 3 mg. 

Manganese 1 mg. 

Copper 1 mg. 

Zinc 1 mg. 

Molybdenum 0.2  mg. 

Iodine 0.1  mg. 

Cobalt 0.1  mg. 

’'Contains  the  many  active  bioflavonoid  fac- 
tors of  the  specially  processed  water-solu- 
ble bioflavonoid  complex  from  citrus. 


june,  1957 


325 


for  faster  and  higher 


initial  tetracycline  blood  levels 


now . . . the  new  phosphate  complex  of  tetracycline 

SUMYCIN 

Squibb  Tetracycline  Phosphate  Complex 


the  broad  clinical  spectrum  of  sumycin  against  pathogenic  organisms 


Gram  Negative  Bacteria 

Gram  Positive  Bacteria 

Large  Viruses 

RicKettslas 

Proteus 

Shigella  Salmonella 

Colilorms 

Hemophilus 

Ne,sse,ia 

Streptococci 

Staphylococci 

Pneumococci 

Spirochetes 

Endamoeba 

histolytica 

Actinomyces 

1 

SUMYCIN 

the  new  phosphate  complex  of  tetracycline 

SUMYCIN 

a single  antibacterial  antibiotic 

SUMYCIN 

a well  tolerated  antibiotic 

SUMYCIN 

a true  broad  spectrum  antibiotic 

Minimum  adult  dose:  1 capsule  q.i.d. 

Each  Sumycin  capsule  contains  the  equivalent 
of  250  mg.  tetracycline  hydrochloride. 

Bottles  of  16  and  100. 


Squibb 


Squibb  Quality —the  Priceless  Ingredient 


•SUMYCIN’  IS  A SQUIBB  TRADEMARK 


hly  effective— clinically  prove: 


OLEANDOMYCIN  TETRACYCLINE 


provides  added  certainty  in  antibiotic  therapy  particularly  f r 
that  opulation  treated  in  home  or  office.  J 


Multi-spectrum  synergistically  strengthened 
SlGMAMYClN  provides  the  antimicrobial  spectrum  of 
tetracycline  extended  and  potentiated  with  oleandomy- 
cin to  include  even  those  strains  of  staphylococci  and 
certain  other  pathogens  resistant  to  other  antibiotics. 

Supplied:  Sigmamycin  Capsules  — 250  mg.  (oleandomycin  83  mg., 
tetracycline  167  mg.),  bottles  of  16  and  100;  100  mg.  (oleandomy- 


cin 33  mg.,  tetracycline  67  mg.),  bottles  of  25  and  100.  Sigmam'IK 
for  Oral  Suspension  — 1.5  Gm.,  125  mg.  per  5 cc.  teaspoo  ul 
(oleandomycin  42  mg.,  tetracycline  83  mg.),  mint  flavored,  botefl 
of  2 oz.  "Trader  ril 

Pfizer  Laboratories,  Brooklyn  6,  N.  Y. 
Division,  Chas.  Pfizer  & Co.,  Inc. 

World  leader  in  antibiotic  development  and  production 
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UTERINE  CANCER 

A Report  of  the  First  2,000  Cases  of  the  State  Cytology  Program 

for  Uterine  Cancer* 

Herbert  Fanger,  m.d.,  Y.  S.  Song,  m.d.,  and  Thomas  H.  Murphy,  m.d. 


The  Authors.  Herbert  Fancier,  M.D.,  Director-Path- 
ologist, Institute  of  Pathology,  Rhode  Island  Hos- 
pital; V.  S.  Song,  M.D.,  Associate  Director,  State 
Cytology  Program;  Thomas  H.  Murphy,  M.D., 
Director  of  Cancer  Control,  Rhode  Island  State 
Health  Department. 


Introduction 

npHis  is  a progress  report  on  the  mass  screening 
project  for  genital  tract  cancer  in  the  women  of 
Rhode  Island.  We  are  studying  the  incidence  of 
clinically  unsuspected  cancer  in  the  genital  tract  by 
means  of  vaginal  exfoliative  cytology.  The  details 
of  the  program  have  been  described  in  the  Septem- 
ber, 1956  issue  of  the  Rhode  Island  Medical 
Journal  and  in  talks  to  hospital  medical  staffs. 
This  project  is  supported  by  the  U.  S.  Public 
Health  Service  and  is  approved  by  the  Rhode 
Island  Medical  Society,  the  Rhode  Island  Pathol- 
ogy Society,  and  the  Rhode  Island  Chapter  of  the 
American  Cancer  Society.  There  are  similar  pro- 
grams in  other  parts  of  the  country. 

Two  thousand  patients  have  been  examined  in 
the  first  three  months  of  the  program.  The  daily 
volume  of  tests  is  progressively  increasing,  so  that 
we  are  now  averaging  80  cases  per  day.  We  are 
examining  vaginal  aspiration  smears  and  cervical 
scrapings  from  each  case.  Thus,  double  the  number 
of  slides  are  examined  than  in  the  usual  cytology 
study. 

Classification  of  Smears 

The  project  is  using  the  following  classification 
system  as  recommended  by  the  U.  S.  Public  Health 
Service : 

01  V nsatisfactory 

Insufficient  material  present 
Smear  too  thick  for  interpretation 
Presence  of  too  many  blood  cells 
Smear  dried  before  fixation 
10  Negative 

No  abnormal  cells  seen 

■■Rhode  Island  Women’s  Cancer  Cytology  Survey,  Rhode 
Island  Hospital,  Unit  K,  Providence,  Rhode  Island. 


20  Atypical 

Abnormal  cells  due  to  inflammatory  re- 
actions which  would  require  further  study 
by  repeating  smear  in  1,  3,  or  6 months 
30  Questionable 

Suspicious,  but  inconclusive — immediate  re- 
peat and  biopsy,  if  persistent 

32  Cells  present  suspicious  of  carcinoma  in  situ 

33  Cells  present  suspicious  of  invasive  carcinoma 
40  Conclusive  evidence  of  malignancy  — squa- 
mous or  adenocarcinoma — few7  cells  seen 

50  Conclusive  evidence  of  malignancy  — tumor 
cells  are  frequently  rather  than  sparsely 
present 

Additional  smears  are  requested  on  all  unsatis- 
factory smears  containing  too  much  blood  or  too 
many  leukocytes,  as  well  as  in  all  cases  reported  as 
atypical  or  questionable. 

Results 

A summary  of  the  results  of  the  first  2,000  cases 
based  on  reports  to  the  clinicians  is  given  below : 

Cases 


Positive  and  Suspicious  Group  40  (2.0%) 
^Intraepithelial  carcinoma  of 

the  cervix  17 

*Marked  atypical  hyperplasia  3 

*Squamous  cell  carcinoma  of 

the  cervix  2 

*Squamous  cell  carcinoma  of 

the  vaginal  wall  1 

*Adenocarcinoma  of  the  uterine 

fundus  1 

Biopsy  negative  (punch) 1 

Biopsy  recommended  but  not 
yet  received  11 

( Inadequate  Biopsy ) 3 

Repeat  smear  recommended  4 

Atypical  Group 

(Inflammatory  Change)  152(7.6%) 

Unsatisfactory  135  (6.8%) 

Negative  1,673  ( 83.6(4  ) 

*Proved  by  biopsy. 
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Discussion  of  Results 

In  35  out  of  2,000  cases,  the  cytology  diagnosis 
was  positive  or  suspicious  of  cancer  and  biopsy  was 
recommended.  The  majority  of  specimens  were 
examined  in  our  histology  laboratory  where  serial 
sections  were  made  in  order  to  confirm  the  cytologic 
diagnosis.  Frequently  the  lesion  was  minimal,  not 
grossly  apparent,  and  only  demonstrated  as  a micro- 
scopic focus  by  means  of  the  serial  section  tech- 
nique. Approximately  one  half  of  the  specimens 
examined  were  cone  biopsies,  and  the  rest  weie 
cervical  punch  biopsies,  usually  from  four  quad- 
rants. Two  biopsy  specimens  were  destroyed  by 
electrocauterization. 

Intraepithelial  Carcinoma  Confirmed 
There  were  17  cases  of  intraepithelial  carcinoma 
confirmed  by  tissue  study.  8 of  which  were  found 
in  a group  of  young  women  under  35  years  of  age. 
Nine  other  cases  occurred  in  women  under  45.  The 
youngest  woman  was  28  years  of  age  and  had  two 
children.  The  cervix  showed  no  gross  lesion  that 
might  be  suspicious  of  cancer.  1 hree  cases  were 
borderline,  showing  marked  atypical  epithelial 
changes,  but  not  sufficient  for  a diagnosis  of  malig- 
nancy. In  general,  we  strongly  recommend  cone 
biopsies  for  these  cases  which  grossly  show  no 
abnormality.  This  is  the  only  way  adequately  to 
examine  the  entire  endocervical  tissue.  By  serial 
sectioning  all  of  the  tissue,  a complete  search  is 
made  for  the  small  focus  of  carcinoma  which  might 
otherwise  be  missed. 

Squamous  Cell  Carcinoma  Confirmed 
There  were  two  cases  of  invasive  squamous  cell 
carcinoma  of  the  cervix.  One  case  was  suspected 
clinically  by  the  appearance  of  the  cervix,  while 
another  was  diagnosed  as  cervical  erosion.  Physi- 
cians are  advised  to  submit  smears  from  patients 
with  lesions  suspicious  of  malignancy  to  their  hos- 
pital laboratory,  since  the  specimens  from  these 
cases  are  of  no  value  to  this  project.  If  smears  are 
collected  from  women  with  marked  gynecological 
complaints,  then  the  statistics  of  the  incidence  of 
clinically  unsuspected  cancer  will  be  inaccurate  and 
will  defeat  the  purpose  of  the  project. 

Miscellaneous  Carcinomas 
One  case  of  adenocarcinoma  of  the  uterine 
fundus  and  one  case  of  squamous  cell  carcinoma 
of  the  vaginal  wall  were  both  confirmed  by  our 
study  and  clinically  suspected. 

False-Negative  or  False-Positive  Cases 
The  number  of  cases  is  too  few  for  statistical 
significance.  We  have  confirmed  the  cytologic  diag- 
nosis in  21  out  of  26  cases  in  which  biopsies  were 
obtained.  In  3 cases,  the  biopsy  revealed  an  atypical 
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hyperplasia,  in  1 case  a punch  biopsy  was  reported 
as  negative,  and  in  1 case  the  biopsy  was  inadequate. 
The  latter  two  cases  represent  inadequate  biopsies 
and  follow-up  will  he  important. 

It  is  too  earlv  to  evaluate  the  number  of  false- 
negative cases.  In  order  to  determine  its  incidence, 
it  will  be  necessary  to  repeat  the  smears  on  these 
women  annually,  for  at  least  3 years.  The  reports 
sent  by  the  doctors  to  the  patients  tell  them  of  the 
need  for  an  annual  repeat  smear.  It  is  hoped  that 
the  physicians  will  emphasize  this  point. 

Method  of  Reporting 

All  of  the  reports  are  sent  to  the  physicians. 
None  is  sent  to  the  patient  directly.  The  report  uses 
the  classification  previously  described.  Repeat 
smears  are  requested  in  the  cases  diagnosed  as 
atypical  or  questionable.  Biopsies  are  recom- 
mended on  cases  diagnosed  as  suspicious  or  positive 
for  cancer.  A diagnosis  of  malignancy  can  be  made 
only  by  histologic  examination.  The  cytology  ex- 
amination can  indicate  only  the  cases  which  should 
be  biopsied.  Recommendations  for  therapy  are 
never  indicated  on  the  basis  of  cytological  findings 
alone.  Occasionally,  physicians  and  patients  have 
been  alarmed  by  the  report  of  “atypical.”  The 
atypicality  is  usually  due  to  an  inflammatory  re- 
action, and  we  recommend  repeating  the  test  in  1, 
3,  or  6 months,  depending  on  the  degree  of  atypi- 
cality. It  is  highly  unlikely  that  neoplasm  is  present, 
and  we  recommend  a repeat  smear  in  order  to  study 
inflammatory  cell  changes  and  to  insure  that  a more 
serious  abnormality  is  not  present. 

Source  of  Smears 

Most  of  the  specimens  are  sent  from  doctors’ 
offices.  Approximately,  210  physicians  are  actively 
participating  in  this  project.  Physicians  are  urged 
to  collect  specimens  from  women  having  no  clinical 
signs  suspicious  of  malignancy.  If  the  smears  are 
collected  from  symptomatic  patients,  then  the  sta- 
tistics of  the  incidence  of  incipient  uterine  cancer 
will  be  inaccurate.  On  the  whole,  the  physicians 
have  been  cooperative  in  this  respect  as  shown  by 
the  large  number  of  cases  of  carcinoma  in  situ 
which  have  been  detected. 

SUMMARY 

1.  The  goal  of  this  mass  screening  project  is  to 
determine  the  incidence  of  clinically  unsuspected 
cancer  of  the  genital  tract  in  the  women  of 
Rhode  Island. 

2.  During  the  first  three  months  of  operation, 
specimens  from  approximately  2,000  women 
were  examined. 

3.  In  this  relatively  short  period  of  time,  17  clini- 
cally unsuspected  cases  of  cancer  of  the  cervix 
were  discovered  through  this  survey  and  con- 
firmed by  tissue  study.  In  addition  to  these,  four 
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As  I address  you  formally  for  the  last  time  in 
- my  official  capacity  as  president  of  the  Rhode 
Island  Medical  Society.  I would  like  to  leave  for 
posterity  an  erudite  address  which  could  take  its 
place  with  the  presidential  addresses  of  my  illus- 
trious predecessors  in  office.  I am,  however,  so 
deeply  concerned  with  the  changing  medical 
times  and  the  urgent  necessity  for  close  attention 
to  the  more  mundane  aspects  of  our  medical  prac- 
tice, by  each  and  every  member  of  this  Society,  that 
I will  instead  review  for  you  some  of  the  events  of 
the  past  year  and  evaluate  the  potentials  of  the 
future. 

We  are  fortunate  indeed  to  own  our  present 
Medical  Society  headquarters  and  Library  at  a time 
when  many  other  societies  are  in  the  process  of 
financing  the  construction  of  similar  facilities. 

It  is  important  to  remember  however,  that  the 
upkeep  of  this  property  is  increasingly  expensive 
and  provision  must  he  made  yearly  for  repairs, 
modernization,  and  improvements  if  we  are  to 
avoid  heavy  assessments  later  for  lack  of  constant 
attention  to  the  Library  building.  In  this  connec- 
tion I want  to  call  to  your  attention  that  your  Trus- 
tees have  this  year  made  several  important  changes 
which  will  be  completed  during  the  summer  months. 
A new  and  more  comfortable  reading  and  confer- 
ence room  will  be  created  in  the  basement  where 
new  lights  and  bookcases  have  already  been  in- 
stalled. The  Executive  Secretary’s  office  wall  be 
modernized  and  improved  facilities  are  planned  for 
the  office  staff,  with  new  equipment  designed  to 
give  you  improved  service  and  to  keep  you  in- 

*  Presidential  Address  delivered  at  the  146th  Annual 
Meeting  of  the  Rhode  Island  Medical  Society,  at 
Providence,  Rhode  Island,  May  1,  1957. 


formed  on  the  changes  and  events  that  affect  you 
professionally  and  economically. 

Your  Society  has,  through  special  bulletins  and 
notices,  kept  you  posted  on  malpractice  insurance, 
polio,  rheumatic  fever,  Medicare  and  many  other 
aspects  of  medical  practice  throughout  the  year, 
and  it  will  continue  to  be  alert  to  keep  you  informed 
and  solicit  your  reactions,  in  order  to  serve  you  to 
the  best  of  its  ability. 

Your  library  reference  services  continue  to  fill  a 
vital  role  in  the  affairs  of  medicine  as  well  as  the 
community  at  large,  and  continue  to  he  well  patron- 
ized by  the  profession  and  the  public.  Our  Rhode 
Island  Medical  Journal  has  had  another  suc- 
cessful year  and  is  widely  read,  judging  by  the 
requests  for  abstracts  and  reprints  that  come  from 
the  far  corners  of  the  earth. 

Last  year  we  were  saddened  by  the  death  of  one 
of  our  most  colorful  personalities,  and  the  long- 
time Editor  of  our  Medical  Journal,  Doctor  Peter 
Pineo  Chase.  Doctor  Chase  was  famous  far  be- 
yond the  confines  of  Rhode  Island  for  his  ability  as 
a surgeon  and  also  as  a writer  of  note  and  an 
authority  on  Doctor  Johnson.  His  homely  wit  and 
his  pungent  aphorisms  will  long  remain  in  our 
memory,  and  we  are  pleased  to  note  the  publication 
of  his  book  this  week  titled  Your  Wonderful 
Body. 

In  the  field  of  medical  science  the  Society  con- 
tinues to  use  its  influence  and  facilities  for  the  ad- 
vancement of  the  public  health.  As  an  example.  I 
cite  the  recent  polio  immunization  campaign  of  our 
Society  which  received  national  acclaim  and  com- 
mendation from  the  press  and  the  American  Medi- 
cal Association.  If  anything,  the  campaign  may  he 
said  to  be  too  successful  in  that  we  evoked  so  much 
interest  and  support  that  vaccine  supplies  quickly 
became  exhausted,  although  previously  we  were  told 
there  was  a surplus.  I have  been  in  communication 
with  the  American  Medical  Association  and  the 
U.  S.  Public  Health  Service  and  have  been  assured 
that  supplies  are  being  released  to  meet  our  needs 
in  the  immediate  future. 

Another  project,  about  which  little  was  said  pub- 
licly in  order  to  prevent  needless  alarm,  was  the 
activity  of  the  profession  when  there  was  an  in- 
crease in  scarlet  fever  and  rheumatic  heart  disease 
cases  in  February.  Your  Society  alerted  the  pro- 
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fession  and  presided  full  and  prompt  cooperation 
to  the  State  Health  Department,  the  Rhode  Island 
Heart  Association,  and  the  U.  S.  Public  Health 
Service  for  the  taking  of  cultures,  the  administra- 
tion and  distribution  of  penicillin  to  school  children 
and  contacts,  and  the  special  study  of  certain 
schools  where  the  incidence  was  highest.  It  is  in- 
teresting to  note  that  in  these  special  school  studies 
only  seven  parents  out  of  several  hundred  refused 
to  participate  in  the  special  program.  The  U.  S. 
Public  Health  officials  were  amazed  at  the  speed 
and  efficient  cooperation  of  your  Society  and  the 
medical  profession  of  Rhode  Island  and  they  were 
generous  in  their  praise  for  our  assistance. 

Unity  in  the  Profession 

Doctor  Frank  B.  Cutts,  the  immediate  past- 
president  of  this  Society,  called  attention  in  his 
presidential  address  last  year  to  the  need  for  unity 
in  the  profession,  and  he  deplored  criticism  without 
the  attempt  to  reform.  Doctor  Albert  Jackvony 
also  pointed  out  in  his  annual  address  in  1953  that 
only  a “minority  of  the  physicians  realized  the  full 
extent  of  the  activities  of  the  Society.”  Doctor 
Charles  J.  Ashworth,  in  his  address  in  May,  1951, 
said  “The  value  of  a better  understanding  of  the 
socio-economic  factor  as  an  integral  part  of  medical 
service  today  is  of  paramount  importance — no  less 
a task  is  ours  in  practice,  to  arouse  a broader  social 
consciousness  in  the  individual,  ever  mindful  that 
medical  practice  is  no  longer,  if  it  ever  was,  a pri- 
vate enterprise,  but  a public  responsibility  of  the 
highest  order.”  Therefore  I hope  you  will  forgive 
my  repetition  of  this  theme  as  I attest  to  its  impor- 
tance after  serving  as  president  this  past  year. 

A very  brief  report  of  some  of  the  highlights  of 
our  public  service  activities  during  the  past  twelve- 
month  period  warrants  reporting  to  you. 

The  Society  offered  its  cooperation  to  the  De- 
partment of  Motor  Vehicles  on  the  problem  of  the 
handicapped  driver.  A nine-man  committee  is  now 
working  with  the  department  and  the  registrar  on 
this  problem. 

The  legal  counsel  of  the  Society  and  the  Com- 
mittee on  Highway  Safety  examined  in  detail  the 
Alcometer  bill  introduced  in  the  General  Assembly 
and  felt  that  with  its  latest  corrections  it  was  a good 
hill,  with  adequate  legal  and  medical  safeguards. 

While  on  the  subject  of  legislation  I would  like 
to  remind  you  that  each  year  a new  attempt  is  made 
to  amend  the  Basic  Science  Act  in  order  to  qualify 
by  legislation  some  person,  or  group  of  persons, 
who  could  not  otherwise  be  considered  to  have  had 
the  minimum  education  now  recognized  as  essential 
in  order  to  safeguard  the  public  from  incompetent 
and  inadequately  trained  practitioners.  This  is  one 
area  where  constant  vigilance  is  necessary  in  the 
interest  of  public  welfare. 
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One  of  our  most  far-reaching  and  exhaustive 
committee  activities  was  the  work  of  the  Chapin 
Hospital  Committee  which  carried  over  from  last 
year.  This  committee  spent  many  hours  at  meet- 
ings, interviewing  witnesses,  searching  files  and 
records  and  getting  expert  opinions  and  legal  advice 
in  order  to  do  a thorough  job.  The  Society  paid 
expenses  of  over  one  thousand  dollars  for  this  com- 
mittee. I consider  this  to  be  a considerable  sum  of 
money  for  vour  organization  to  expend  in  the  in- 
terests of  the  health  problems  of  our  citizens.  The 
Providence  Journal  made  the  committee  report 
the  subject  of  two  full-page  editorials. 

Before  leaving  the  subject  of  committees  I want 
to  pay  special  tribute  to  the  activities  of  Doctor 
Marshall  N.  Fulton  and  his  committee  on  Scientific 
Arrangements  for  the  very  excellent  programs  they 
arranged  for  both  sessions  of  the  Society  this  year. 

I also  want  to  pay  tribute  to  the  high  caliber  of 
medical  care  in  this  state,  as  well  as  the  constant 
expansion  of  medical  activities  on  the  part  of  the 
profession  and  the  ever-increasing  and  steadily  im- 
proving hospital  facilities  at  our  disposal.  The  type 
of  medical  care  available  to  the  citizens  of  Rhode 
Island  is  the  equal  of  any  given  at  the  larger  medi- 
cal centers  of  the  country.  We  have  modern  hos- 
pitals and  special  clinical  facilities  for  the  care  and 
treatment  of  brain,  heart,  and  lung  surgery,  as  well 
as  special  diagnostic  equipment  for  unusual  tests. 

The  high  cost  of  hospital  care  continues  to  dis- 
turb us.  Thirty  years  ago  the  rate  for  a ward  bed 
was  three  dollars  a day.  Now  it  is  from  $13.  to  $16. 
When  one  envisions  the  rapid  and  almost  phe- 
nomenal progress  of  medicine,  and  of  hospital  care, 
it  is  understandable  why  costs  have  risen.  Blue 
Cross  plans  have  helped  materially  to  lighten  the 
individual  burden,  but  not  as  completely  as  desired. 
In  the  very  near  future  1 hope  that  the  Rhode 
Island  Medical  Society  Physicians  Service  will  be 
able  to  offer  a Major  Medical  Expense  Coverage 
that  will  he  helpful  to  patients  and  hospitals  alike. 
One  important  aspect  of  hospital  aid  that  has  not 
received  the  attention  from  the  public  it  deserves  is 
more  voluntary  donations  from  the  individuals, 
business,  and  industry.  I quote  from  the  presiden- 
tial address  of  Doctor  Herman  A.  Lawson  in  May. 
1952:  "There  is  too  much  emphasis  and  exagger- 
ated importance  given  to  the  ‘drying  up'  of  philan- 
thropy, the  disappearance  of  those  wealthy  bene- 
factors who  in  other  days  were  willing,  and  able, 
to  give  large  sums  which  supported  our  hospitals 
and  prevented  a deficit.  The  support  should  now 
come  from  the  many  people  in  the  state  who  could 
make  individual  small  contributions.” 

That  the  need  for  additional  public  support  is 
acute  is  demonstrated  by  the  fact  that  for  the  past 
two  years  hills  have  been  introduced  in  the  State 
Legislature  asking  for  partial  reimbursement  to 
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the  Public  Health  Nursing  Associations  for  bed- 
side care  rendered  by  the  nurses.  If  we  are  to  avoid 
ever-increasing  hospital  and  nursing  deficits  we 
must  continually  improve  our  voluntary  prepay- 
ment plans  and  increase  our  voluntary  contribu- 
tions to  health  and  welfare  organizations. 

The  State  Sanatorium 

Some  months  ago  I appointed  a committee  to 
review  the  utilization  of  beds  at  the  State  Sanato- 
rium at  Wallum  Lake.  The  committee  made  an 
exhaustive  study  of  the  problem  and  recommended 
that  the  Sanatorium  admit  nontuberculous  cases  of 
chest  diseases,  and  also  establish  an  asthmatic  unit 
for  children.  Legislation  to  permit  this  change 
was  introduced  in  the  General  Assembly. 

The  Society  expressed  concern  that  Wallum 
Lake  patients  are  sent  to  hospitals  in  Norfolk 
County  and  Cambridge,  Massachusetts,  for  lung 
surgery  that  can  and  should  be  performed  here. 
Some  years  ago  when  such  surgery  was  in  its  early 
stage  of  development  and  there  were  few  fully 
qualified  chest  surgeons  available,  your  Society  ac- 
cepted such  an  arrangement  as  being  in  the  best 
interests  of  the  patients.  As  time  passed,  however, 
and  as  qualified  surgeons  developed  in  this  state,  it 
became  obviously  unfair  to  subject  Rhode  Island 
patients  to  additional  travel  to  another  state  and  to 
require  their  relatives  and  blood  donors  to  make 
these  trips  also. 

In  addition  to  this,  the  state  has  had  to  pay  thou- 
sands of  dollars  of  tax  money  for  services  which 
might  be  more  economically  and  just  as  efficiently 
administered  in  Rhode  Island.  Patients  who  have 
nontubercular  chest  diseases  are  being  operated  on 
in  our  local  hospitals  constantly  and  this  same  serv- 
ice should  be  available  for  Wallum  Lake  patients 
also.  A committee  of  the  Society  has  demonstrated 
that  there  are  surgeons  and  hospitals  prepared  to 
take  on  this  responsibility,  but  we  have  been  unable 
to  interest  the  Department  of  Social  Welfare  in 
making  the  change.  The  director  of  Social  Welfare 
expresses  his  interest,  and  obviously  his  approval, 
but  the  Superintendent  of  Wallum  Lake  prefers 
the  present  arrangement.  In  the  meantime  the 
proposal  is  “under  study.”  We  should  not  he  im- 
patient with  slow  and  careful  consideration  of  all 
aspects  of  such  proposed  changes,  but  we  should 
recognize  that  undue  delay  in  providing  for  our 
tuberculosis  patients  the  same  services  that  are 
constantly  utilized  in  our  hospitals  at  the  present 
time  for  nontuberculosis  chest  cases,  is  not  in  the 
public  interest.  It  is  imperative  that  this  problem 
be  under  constant  study. 

The  Medicare  Program 

A new  problem  has  arisen  this  year — Medicare. 
This  is  the  result  of  the  passage  by  the  Congress 


of  the  United  States  of  Public  Law  569  which  per- 
mits medical  care  for  dependents  of  the  uniformed 
services  in  civilian  hospitals.  It  is  not  an  insurance 
program  and  it  is  not  geared  to  income  levels ; it 
affects  the  dependents  of  all  uniformed  personnel 
from  enlisted  men  to  generals  and  admirals.  The 
hospital  and  medical  care  “Schedule  of  Allowances” 
to  be  paid  by  the  government  is  provided  through 
contractual  arrangements  between  the  Department 
of  Defense  and  the  various  Blue  Cross-Blue  Shield 
plans  or  insurance  companies. 

Last  fall  this  problem  was  presented  to  us  with 
the  request  that  all  details  be  completed  and  the 
plan  put  in  operation  by  December  7,  1956.  One 
meeting  at  American  Medical  Association  bead- 
quarters  in  Chicago  was  arranged  with  a Navy 
Task  Force  to  brief  the  Society  officers  on  this  sub- 
ject. Subsequently  we  journeyed  to  Washington 
and  found  a very  different  concept  of  the  plan  than 
the  one  on  which  we  had  been  previously  briefed. 
Since  Rhode  Island  had  no  previously  established 
fee  table  it  was  necessary  to  prepare  one  which 
would  be  representative  of  the  proper  fees  for  the 
medical-surgical  care  in  this  state.  I therefore 
quickly  assembled  a group  representative  of  all  of 
the  specialties  within  the  profession.  I kept  the 
committees  limited  in  personnel  and  chose  them  from 
men  within  the  greater  Providence  area  as  “time 
was  of  the  essence,”  and  I also  asked  them  to  can- 
vass their  colleagues  to  be  certain  that  they  would 
reflect  the  thinking  typical  of  their  specialties.  Sev- 
eral small  group  meetings  were  held  and  three  large 
meetings  followed;  thus  a fee  table  was  born  with 
the  usual  pains  of  accouchement.  It  was  then  sub- 
jected to  all  kinds  of  operative  procedures  before 
final  acceptance.  The  House  of  Delegates  author- 
ized this  committee  to  speak  for  the  Society  in  this 
government  proposal. 

In  our  negotiations  with  the  Army  we  learned 
that  it  had  already  decided  on  what  it  thought  the 
proper  fees  for  Rhode  Island,  and  that  they  were 
for  a “low  income  group”  as  we  were  supposed  to 
be  in  a distressed  area  economically.  I quoted  sta- 
tistics, sent  clippings  from  the  financial  section  of 
the  Sunday  Journal,  reports  from  the  Rhode 
Island  Development  Council,  etc.,  but  the  Army 
gave  us  no  contract  even  though  we  revised  our 
fees  as  they  suggested  to  conform  with  the  changed 
conditions  proposed  to  us  in  Washington,  and 
which  varied  from  our  original  concept  of  the  plan 
as  explained  to  us  in  Chicago.  We  offered  to  nego- 
tiate some  of  the  more  common  procedures  but 
this  offer  was  ignored.  So.  by  December  7,  the 
Army  offered  Rhode  Island  physicians  the  Army’s 
version  of  what  medical  service  was  worth  in 
Rhode  Island. 

It  is  the  privilege  and  right  of  every  doctor  to 
decide  for  himself  whether  or  not  a fee  offered  by 
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a third  party  should  be  accepted  as  full  payment 
for  his  professional  services,  particularly  when  no 
contractual  obligation  exists  to  provide  otherwise. 
It  is  our  contention  that  the  law  does  not  prohibit 
patients  from  paying  their  doctors  any  difference 
between  the  Army  allowance  and  the  prevailing 
fees  established  by  the  Society,  if  the  patient  is  able 
and  willing  to  do  so.  In  the  application  of  this  Act 
the  General  in  charge  insists  that  the  Army  allow- 
ance is  to  be  full  payment  even  if  insurance  sources 
exist  to  pay  a balance  remaining.  The  Army  will 
pay  nothing  for  the  patient’s  medical  care  unless 
the  doctor  accepts  the  Army  fee  as  full  payment, 
although  the  patient  may  occupy  the  most  de  luxe 
hospital  accommodation  without  forfeiting  any 
claim  on  the  Army’s  allowance  for  hospital  care. 
The  subject  of  fees,  though  relevant,  is  not  of  prime 
importance,  hut  the  principle  involved  is  vitally 
important. 

I commend  to  your  attention  the  editorial  pub- 
lished in  the  Rhode  Island  Medical  Journal  for 
January,  1957  on  the  Erosion  of  Medical  Liberties, 
and  the  December,  1956  report  of  the  negotiating 
committee  of  the  District  of  Columbia  as  reported 
in  the  Annals  of  the  District  of  Columbia. 

Amendments  to  this  federal  law  have  already 
been  proposed  in  Congress  to  liberalize  the  benefits 
to  include  retired  personnel,  and  others.  Do  you 
think  that  you  can  accept  limitations  of  practice  and 
Army  dictation  while  your  patient  is  in  service,  and 
then  have  him  agreeable  to  the  removal  of  these 
limitations  on  his  return  to  civilian  life?  Time  does 
not  permit  me  to  fill  you  in  on  all  the  details  and 
complexities  of  this  problem.  Your  House  of  Dele- 
gates is  fully  informed  and  has  taken  action  de- 
signed to  evolve  a satisfactory  solution.  I call  this 
matter  to  your  attention  primarily  to  again  empha- 
size that  “Eternal  Vigilance  is  the  Price  of  Safety.’’ 
Is  this  socialized  medicine  by  the  back  door  ? Is  this 
the  prospect  for  the  future  ? 

National  Socialism  is  being  fed  to  you  piecemeal. 
When  Representative  Dingell  of  Michigan  intro- 
duced his  National  Health  Bill  this  year  he  showed 
representatives  of  the  American  Medical  Associa- 
tion the  sections,  previously  submitted  in  other 
years,  that  were  omitted  this  year  as  they  had 
ALREADY  BEEN  EN ACTED ! Beware  the 
emotional  appeal  that  a little  socialism  is  good  for 
a single  short-time  purpose.  The  camel’s  nose  is  in 
the  tent ! 

The  physicians  of  Rhode  Island  will  continue  to 
offer  the  highest  quality  medical  care  to  every  pa- 
tient regardless  of  his  economic  status.  We  will 
continue  to  treat  dependents  of  servicemen  the 
same  as  any  other  patient,  whether  the  government 
pays  for  them  or  not. 

I am  not  easily  discouraged  and  I have  for  many 
years  resisted  the  attempts  of  those  around  us  who 


would  steer  the  course  of  medicine  into  socialistic 
channels.  Medicine  does  not  oppose  social  gains, 
and  is  in  fact,  always  promoting  and  supporting  all 
activities  designed  to  make  a better  life  for  all,  hut 
we  resist  regimentation.  This  becomes  more  diffi- 
cult all  the  time  and  the  prospect  for  the  future 
seems  to  he  one  of  either  more  and  more  resistance, 
or  complacent  capitulation.  It  devolves,  then,  upon 
each  and  everv  one  of  us  to  he  alert,  well-informed 
and  critically  analytical  of  all  the  socio-economic 
factors  which  affect  us,  otherwise  the  constant  at- 
traction by  outside  forces  will  destroy  the  practice 
of  medicine  as  we  know  it.  and  we  will  he  like  our 
British  colleagues — mere  pawns  in  a web  of  restric- 
tions, developed  by  our  own  complacence  or  indif- 
ference while  we  were  busily  practicing  “physic” 
and  letting  our  medico-economic  problem  go  by 
default. 

In  conclusion  1 want  to  take  this  opportunity  to 
thank  the  many  members  of  the  Society  who  have 
by  their  encouragement  and  active  support  made 
my  official  activities  somewhat  easier.  It  is  a privi- 
lege indeed  to  serve  as  president  of  this  august  and 
honorable  group  of  physicians  and  I am  dulv  and 
humbly  appreciative.  It  is  my  sincere  hope  that  my 
administration  has  been  of  benefit  to  the  Society 
and  the  profession,  as  well  as  advancing,  if  only 
ever  so  slightly,  the  cause  of  public  health.  I am 
proud  to  he  a member  of  such  an  honorable  and 
noble  profession  and  prouder  still  of  the  opportu- 
nity to  serve  it  to  the  limit  of  my  ability. 


UTERINE  CANCER 
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cases  of  miscellaneous  cancers  of  the  genital 
tract  were  detected  by  this  survey.  Biopsies 
were  recommended  on  1 1 other  cases,  hut  these 
have  not  yet  been  received. 

4.  An  increasing  number  of  cases  are  being  exam- 
ined, and  it  is  expected  that  information  useful 
to  the  doctors  will  lie  obtained. 


E.  P.  Anthony,  Inc. 


Wilbur  E.  Johnston  Raymond  E.  Johnston 
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Adenomatous  polyps  of  the  gastro-intestinal 
tract  have  been  generally  accepted  as  pre- 
malignant  lesions  and  as  such,  have  become  a sub- 
ject of  considerable  interest  to  surgeons  and  phy- 
sicians interested  in  the  treatment  of  this  disease. 
We  have  surveyed  a series  of  cases  treated  over  the 
past  ten  years  (1946-1957)  at  St.  Joseph’s  Hos- 
pital. All  cases  where  the  gross  surgical  descrip- 
tion and  pathological  findings  were  questionable 
were  deleted  so  that  the  series,  although  small,  is 
as  accurate  as  possible.  This  small  number  of  cases 
cannot  be  considered  statistically  significant  in  it- 
self, but  does  follow  the  statistical  pattern  in  the 
current  literature. 

In  reviewing  this  series,  we  will  attempt  to  dem- 
onstrate that  the  present  concept  of  surgical  ap- 
proach often  falls  short  of  adequate  treatment  for 
this  type  of  lesion  which  has  such  a high  malignant 
potential. 

Case  Study 

This  is  a summary  of  forty-nine  patients  with 
gastro-intestinal  polyps  in  St.  Joseph’s  Hospital 
from  the  year  1946  until  March,  1957 : 

Table  I summarizes  some  of  the  more  important 
clinical  and  pathological  data  in  our  series  of  fortv- 
nine  patients  with  gastro-intestinal  polyps.  From 
our  small  series  we  cannot  infer  any  special  pre- 

TABLE  I 


Age  or  Sex 

No. 

% 

Men  

20 

41 

Women  

29 

59 

Over  50 

25 

51 

Over  30 

43 

88 

Positive  Family  Historv 

10 

20 

Bleeding  

32 

65 

dilection  for  either  sex,  although  twenty-nine  of 
the  cases,  or  fifty-nine  per  cent,  were  females. 

The  malignancy  age  group,  that  is,  over  the  age 
of  fifty,  is  the  age  group  in  which  polyps  were  most 


frequently  present  in  this  series,  slightly  over  fifty 
per  cent,  being  more  than  fifty  years  of  age.  Forty- 
three  of  the  forty-nine  patients  were  more  than 
thirty  years  of  age. 

The  most  frequent  and  prominent  symptom  was, 
as  might  be  expected,  rectal  bleeding,  and  the 
known  duration  of  this  symptom  ranged  from  one 
or  two  weeks  to  two  years. 

The  importance  of  a positive  family  history  of 
gastro-intestinal  malignancy  or  of  polyps  is  empha- 
sized by  the  fact  that  in  five  of  ten  cases  with  a 
known  positive  family  history,  the  polyps  proved 
to  be  malignant,  while  seven  of  ten  cases  with  un- 
known family  history  also  had  malignant  polyps. 

The  frequency  of  polyps  of  the  various  sites  in 
the  gastro-intestinal  tract  is  summarized  in  Table 
II.  This  shows  the  rectum  to  be  by  far  the  most 
common  location,  sixty-five  per  cent  of  the  patients 


TABLE  II 


Location 

No. 

(/c 

Rectum 

32 

65 

Sigmoid  

11 

22 

Descending  Colon 

6 

12 

Stomach  

2 

4 

Ileum  

i 

? 

Rectum  and  Sigmoid 

i 

2 

Sigmoid  and  Descending 

2 

4 

in  our  series  having  rectal  polyps.  The  two  next 
most  common  sites  are  the  sigmoid  and  descending 
colon,  with  gastric  and  ileal  polyps  somewhat  of  a 
rarity.  Three  of  the  patients  had  lesions  in  more 
than  one  site. 

Twenty-five  of  the  forty-nine  patients,  or  more 
than  fifty  per  cent,  had  malignant  polyps;  twelve 
of  thirty-two  rectal,  eight  of  ten  sigmoidal,  and  five 
of  six  descending  colon  polyps  were  malignant ; one 
of  the  polyps  in  each  of  the  three  patients  with 
lesions  in  more  than  one  location  proved  to  be 
malignant. 

The  value  of  X ray  in  the  diagnosis  of  polyps  in 
those  locations  which  cannot  be  reached  bv  the 
examining  finger  is  shown  by  the  fact  that  in  all 
thirteen  cases  of  malignant  polyps  of  the  descend- 
ing and  sigmoid  colon,  the  lesion  was  demonstrated 
by  X ray. 

Sigmoidoscopy  did  not  prove  nearly  as  accurate 
in  these  same  thirteen  cases,  as  only  three  lesions 
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were  visualized  in  the  nine  patients  in  whom  the 
examination  was  performed. 

The  treatment  of  these  polyps,  summarized  in 
Table  III,  can  be  reduced  to  excision,  resection, 
and  fulguration.  In  this  series  of  polyps,  thirty- 
four  out  of  forty-nine,  or  sixty-nine  per  cent,  were 

TABLE  III 

Treatment  No.  % 

Excision  34  69 

Resection  10  20 

Fulguration  3 6 

None  2 4 

excised,  ten  were  resected,  while  in  only  three  pa- 
tients were  the  lesions  fulgurated.  Two  patients 
received  no  treatment.  It  is  interesting  to  note  that 
nine  out  of  the  ten  resections  were  performed  for 
malignant  polyps,  the  tenth  one  being  a gastrectomy 
for  removal  of  the  lone  gastric  polyp.  This  means 
that  the  remaining  sixteen  malignant  polyps  may 
have  received  less  than  adequate  treatment ; four- 
teen of  these  polyps  were  excised,  one  was  fulgu- 
rated, and  one  was  left  untreated. 

Follow-up  was  limited  only  to  those  with  malig- 
nant lesions  and  was  possible  in  all  twenty-five 
cases.  There  were  no  ten-year  survivors.  The  long- 
est survival  rate  was  nine  years  in  a patient  with  a 
sigmoidal  lesion  treated  by  excision.  This  patient 
is  still  alive  today.  Only  seven  patients  survived 
five  years.  The  sigmoid  colon  by  a narrow  margin 
proved  to  be  the  most  favorable  site,  as  three  of 
the  seven  five-year  survivors  had  sigmoidal  lesions, 
while  the  other  four  five-year  survivors  were  equal- 
ly divided  between  rectal  and  descending  colon  le- 
sions. The  average  survival  rate  was  2.9  years  for 
all  lesions,  longest  for  sigmoidal  (3.6  years),  and 
shortest  for  descending  colon  (2.8  years).  The 
average  survival  rate  for  those  lesions  treated  by 
excision  was  three  years  as  compared  to  an  average 
survival  rate  of  2.8  years  for  resected  lesions.  This 
may  be  misleading,  as  in  most  cases  the  lesions 
treated  by  resection  were  more  advanced  at  the 
time  of  surgery.  Of  the  total  of  twenty-five  pa- 
tients four  died  of  the  disease,  while  two  died  from 
some  intercurrent  condition.  Nineteen  patients  are 
alive  today,  fifteen  with  no  signs  of  disease,  and 
four  with  malignancy  known  to  be  present.  Men- 
tion should  be  made  of  the  fact  that  some  of  the 
lesions  treated  by  excision  and  the  patients  reported 
as  alive  and  well  today  might  be  classified  more 
correctly  as  alive  with  disease,  as  the  histological 
sections  may  or  may  not  have  been  through  the  base 
of  the  lesion  at  the  time  of  surgery.  This  fact  could 
not  be  ascertained  from  the  pathological  reports. 

One  of  the  patients  in  this  series,  reported  as 
alive  and  well  today  harbored  a benign  rectal  polyp 
which  was  treated  bv  excision  in  1949,  and  which 
recurred  in  1954,  this  time  as  an  adenocarcinoma 


treated  by  abdominal  perineal  resection.  Another 
patient  alive  and  well  today  had  some  rectal  polyps 
excised  in  1949  and  was  then  examined  with  barium 
enemas,  two  to  three  times  yearly,  for  the  next 
two  years.  In  1951  he  underwent  an  excision  of  a 
malignant  polyp  of  the  descending  colon.  These 
two  cases  would  seem  to  indicate  the  importance  of 
periodic  follow-up  on  all  patients  who  have  had 
gastro-intestinal  polyps  removed,  whether  they 
were  benign  or  malignant. 

Discussion 

The  surgical  management  of  these  lesions,  partic- 
ularly of  those  in  the  colon,  has,  during  the  past 
few  years,  become  a subject  of  controversy  among 
surgeons.  It  is  our  opinion  that  there  is  no  place 
for  conservatism  in  the  surgical  treatment  of  these 
pre-malignant  lesions. 

The  adenomatous  polyps  located  in  the  colon  are 
usually  attacked  by  the  surgeon  in  one  of  two  pos- 
sible operations.  He  can  do  colotomy,  coloscopy, 
polypectomy,  and  can  obtain  a frozen  section,  or 
he  can  do  a segmental  resection  together  with  co- 
loscopy to  rule  out  the  presence  of  other  polyps. 
Regardless  of  which  approach  the  surgeon  prefers, 
coloscopy  should  always  be  done  because  multiple 
polyps  are  present  in  about  thirty-three  per  cent 
of  the  cases.  Deddish  and  Fairweather  found 
polyps  other  than  those  shown  by  X ray  in  fifty 
per  cent  of  their  cases.  Bacon  and  Peale  found  a 
twenty-one  per  cent  X-ray  diagnostic  error  in 
their  series  of  two  hundred  and  two  cases  by  using 
coloscopy  routinely  at  the  time  of  laporatomy. 

We  believe  that  segmental  resection  of  the  colon 
is  the  operation  of  choice  in  the  treatment  of  ade- 
nomatous polyps  located  in  the  colon  and  small 
bowel.  We  will  endeavor  to  present  several  reasons 
in  support  of  this  approach: 

( 1 ).  The  incidence  of  malignant  change  in  be- 
nign adenomatous  polyps  is  fairly  common  and 
varies  from  ten  per  cent  to  fifty  per  cent,  accord- 
ing to  numerous  authors.  The  distribution  of 
polyps  and  cancer  is  similar  throughout  the  colon, 
and  the  incidence  of  age  and  sex  is  approximately 
the  same  for  the  two  lesions.  Moreover,  polyps 
are  found  in  about  twenty-five  per  cent  of  all 
colons  resected  for  cancer  and  usually  within  a 
few  centimeters  of  the  malignant  lesion.  These 
polyps  will  show  microscopically  various  degrees 
of  change  ranging  from  benignity  to  invasive 
cancer.  These  factors  definitely  demonstrate  the 
relationship  between  the  two  lesions. 

(2.)  Welch  states  that  local  recurrence  is  very 
common  if  there  is  any  microscopic  evidence  of 
invasive  cancer.  This  local  recurrence  presents 
no  problem  when  the  lesion  is  in  reach  of  the  sig- 
moidoscope ; however,  when  located  in  the  colon, 
the  recurring  tumor  will  escape  detection  until  it 
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has  reached  significant  size.  Visualization  by 
barium  enema  is  difficult,  and  usually  impossible, 
until  the  lesion  is  over  one  centimeter. 

(3.)  Gross  appearance  of  the  polyp  can  be  de- 
ceiving. In  1952  Welch  et  al  reviewed  three  hun- 
dred and  twenty-two  cases  of  polyps  of  the  rec- 
tum and  colon  that  were  called  benign  on  gross 
examination,  by  both  the  surgeon  and  patholo- 
gist, and  that  proved,  on  microscopic  examina- 
tion, to  be  malignant.  Bacon  and  Peale  reported 
fifty-one  per  cent  of  malignancy  in  clinically  be- 
nign cases  in  which  they  performed  polypectomy. 
The  presence  of  a peduncle  is  favorable  only 
to  the  extent  that  local  recurrence  can  be  pre- 
vented by  polypectomy,  but  it  does  not  rule  out 
metastases  by  tumor  emboli.  This  type  of  metas- 
tasis cannot  be  ruled  out  by  serial  sections 
through  the  peduncle.  Bacon  and  Peale  cite  two 
instances  where  the  stalk  measured  two  and  one- 
half  centimeters  and  positive  epicolic  nodes  were 
present  in  the  resected  specimens.  Scarborough 
and  Klein  reported  five  similar  instances. 

(4.)  The  limitations  of  frozen  section  technique 
were  presented  at  length  by  Jennings  and  Lan- 
ders, who  state  that  the  method  is  not  suitable 
for  papillary  tumors  of  the  colon  and  rectum ; 
histologic  diagnosis  of  the  non-invasive  type  of 
tumor  is  also  difficult  by  this  method,  and,  of 
course,  no  serial  sections  are  done,  so  the  status 
of  the  stalk  and  base  with  regard  to  invasion  is 
still  questionable  after  frozen  section. 

Considering  all  these  factors,  we  believe  that 
polyps  of  the  colon  should  be  treated  by  segmental 
resection,  to  prevent  local  recurrence  and  to  eradi- 
cate adequately  lymphnode  spread.  The  increased 
morbidity  and  mortality  associated  with  this  opera- 
tion, in  contrast  to  that  of  polypectomy,  need  not  be 
formidable.  Bacon  and  Peale  state  that  the  mortal- 
ity is  four  times  as  high  with  resection,  but  their 
statistics  were  derived  from  a group  of  three  hun- 
dred and  thirty-four  cases  of  carcinoma  located 
from  the  cecum  to  the  rectosigmoid.  This  series, 
obviously,  is  made  up  of  patients  with  fairly  ad- 
vanced lesions,  presenting  various  degrees  of  ob- 
struction, anemia,  and  chronic  debilitation,  depend- 
ing on  the  extent  and  duration  of  their  disease.  The 
mortality  from  segmental  resection  for  colonic 
polyps  should  not  approach  the  figure  seen  with 
extensive  resection  for  bulky  carcinomatous  lesions. 

SUMMARY 

A series  of  cases  of  gastro-intestinal  polyps  is 
presented,  together  with  some  arguments  in  favor 
of  segmental  resection  as  a more  adequate  form  of 
surgical  therapy,  when  these  adenomatous  polyps 
are  located  in  the  colon. 
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There  are,  perhaps,  as  many  definitions  of 
'■education”  as  there  are  persons  who  have  writ- 
ten or  spoken  about  education.  Whatever  definition 
you  may  prefer,  this  much  can  be  said  with  truth, 
that  education  is  concerned  with  teaching  human 
beings  sufficient  skills  to  make  a living  and  suf- 
ficient knowledge  for  a well-rounded  intelligent 
human  life. 

We  could,  I suppose,  view  with  alarm  the  em- 
phasis on  specialization  in  our  modern  educational 
plans;  but  we  would  be  inviting  criticism  from  the 
advocates  of  perfection  in  skills.  Yet,  it  is  true,  that 
even  in  our  pursuit  of  perfection  in  the  natural 
sciences  we  are  finding  more  interest  in  the  broad- 
ening effect  of  the  liberal  arts.  Medical  schools, 
for  instance,  want  candidates  with  a good  cultural 
— humanistic,  if  you  will — background,  as  well  as 
with  talent  for  the  natural  sciences.  Technical 
schools  and  industries  where  technical  skill  is  im- 
portant are  sending  some  of  their  more  promising 
personnel  back  to  the  liberal  arts  for  further  educa- 
tion. The  Bell  Telephone  Company  is  an  example. 
For  several  years  it  has  been  running  what  it  calls 
The  Institute  for  Humanistic  Studies  for  Execu- 
tives, in  cooperation  with  the  University  of  Penn- 
sylvania. In  this  Institute  junior  executives  have 
been  brought  to  Philadelphia — together  with  their 
families — from  all  parts  of  the  country  to  partici- 
pate in  a ten-months'  program  of  liberal  arts  stud- 
ies. ‘‘A  well-trained  man  knows  how  to  answer 
questions,  they  reasoned ; an  educated  man  knows 
what  questions  are  worth  asking.  ...  A real  educa- 
tion is  an  emotional  experience  as  well  as  an  intel- 
lectual experience.”  ( Bell  Telephone’s  Experiment 
in  Education,  Harper's  Magazine,  March,  1955.) 

I he  directors  of  the  Bell  Telephone  “experiment” 
are  not  yet  prepared  to  make  predictions,  but  the 
students  are  pleased  with  the  experience  and  insist 
that  they  have  benefited  in  a very  large  measure 
from  their  “liberal"  training.  Some  critics  of  this 

* Presented  at  the  Annual  Meeting  of  the  Rhode  Island 
Association  of  Medical  Record  Librarians,  at  the  Rhode 
Island  Medical  Society  Library,  Providence,  Rhode 
Island,  May  1,  1957. 


idea  insist  this  is  mere  “lip  service,”  because  it  is 
still  the  skilled  technician  rather  than  the  product 
of  broad  liberal  education  who  is  so  much  in  de- 
mand. Whatever  statements  might  he  made  here 
and  there,  this  much  is  admitted  to  be  true : the 
research  experts  in  science  who  have  come  to  this 
country  from  European  universities,  where  much 
more  emphasis  on  the  liberal  arts  is  given  at  the 
college  and  university  level,  are  leading  the  Amer- 
ican-trained scientists  in  accomplishments. 

The  Dignity  of  Man 

The  reason  for  a well-rounded  program  of  higher 
education  lies  in  the  dignity  of  man.  It  is  just  as 
simple  as  that.  One  of  the  finest  expressions  of 
the  dignity  of  man  comes  from  the  Psalmist,  David, 
centuries  before  the  competition  between  technical 
skill  and  liberal  education  was  noticed:  “What  is 
man  that  Thou  art  mindful  of  him?  or  the  son  of 
man  that  Thou  visitest  him  ? Thou  hast  made  him 
a little  less  than  the  angels.  Thou  hast  crowned  him 
with  glory  and  honor : and  hast  set  him  over  the 
works  of  Thy  hands.  Thou  hast  subjected  all 
things  under  his  feet.”  (Ps.  8,  5-8)  And  Shake- 
speare has  the  prince  of  Denmark,  Hamlet,  say,  in 
one  of  his  numerous  soliloquies : “What  a piece  of 
work  is  a man ! how  noble  in  reason ! how  infinite 
in  faculty ! in  form  and  moving  how  express  and 
admirable!  in  action  how  like  an  angel!  in  appre- 
hension how  like  a god  ! the  paragon  of  animals !’’ 
( Hamlet , Act  2,  Sc.  2.) 

A realistic  view  of  man  reveals  in  him  the  pres- 
ence of  an  immortal  principle  of  life — the  human 
soul — endowed  with  two  great  powers,  spiritual 
like  itself,  namely,  the  intellect  and  the  will.  The 
proper  activity  of  the  intellect  is  to  know  truth  ; 
the  proper  activity  of  the  will  is  to  wish  good,  that 
is,  to  love,  to  choose,  to  do,  to  possess  good. 

Beneath  the  intellect  and  will  are  arranged  lesser 
powers  of  cognition  and  appetition  to  assist  the 
intellect  in  learning  truth  and  to  carry  out  the  action 
of  the  will  in  doing  good.  And,  since  the  purpose 
of  liberal  education  is  to  develop  the  entire  man, 
“man  as  a whole,  individually  and  socially,  in  the 
order  of  nature  and  in  the  order  of  grace,”  (Pope 
Pius  XI,  Encyclical,  Christian  Education  of 
Youth,  par.  14  ) this  means  not  only  the  develop- 
ment of  the  intellect  and  will  but  a whole  hierarchy 
of  powers  with  the  intellect  at  the  top  knowing  and 
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directing,  with  the  will  next,  trained  to  will  and 
choose  in  conformity  with  the  guidance  of  the  in- 
tellect. The  work  of  liberal  education,  then,  is  to 
produce  a comparatively  perfect  man,  strong  all 
around  and  sterling  in  every  quality. 

There  are  five  intellectual  virtues:  Art,  Science, 
Prudence,  Understanding  and  Wisdom.  Liberal 
education  develops  these  virtues  by  means  of  the 
curriculum.  The  curriculum  is  laid  out  on  a scien- 
tific plan  which  includes  all  the  major  fields  of  cul- 
ture. because  the  pursuit  of  each  field  trains  the 
mind  in  one  or  more  of  the  intellectual  virtues,  and, 
since  there  is  some  overlapping  in  the  fields,  it  trains 
in  all  of  the  virtues. 

Major  Fields  of  Culture 

There  are  five  major  fields  of  culture,  since  there 
are  five  important  relations  of  man  to  human  living. 
The  first  of  these  fields  pertains  to  man’s  personal 
relations  to  others  through  the  expression  of  his 
mind  and  will,  through  communication,  in  the 
beauty  of  his  thoughts  and  loves  and  aspirations. 
It  is  a noble  one.  and  in  liberal  culture  comprises 
the  field  of  the  fine  arts,  particularly  the  most  ex- 
pressive of  them  which  is  literature.  Naturally,  the 
more  one  expresses  and  appreciates  beauty  in  the 
fine  arts  the  more  proficient  he  becomes  in  the  vir- 
tue of  art. 

Next  we  would  consider  the  relation  of  man  to 
the  universe  around  him  which  is  studied  in  the 
magnificent  array  of  the  natural  sciences,  extend- 
ing from  the  heavens  above  to  the  earth  beneath 
and  up  to  man  himself.  This  field  is  both  theoretical 
and  practical.  In  its  applications  it  contributes  to 
man’s  personal  well-being  and  comfort.  The  virtue 
of  science  results  from  study  in  this  field. 

In  the  third  place  is  the  relation  of  man  to  so- 
ciety— to  life  with  others  in  its  multiple  aspects. 
This  constitutes  the  field  of  social  science.  Study 
in  this  field  engenders  the  virtue  of  prudence.  But 
the  virtue  of  prudence  stands  not  only  among  the 
intellectual  virtues  but  also  at  the  head  of  all  the 
moral  virtues  and  it  determines  the  uprightness  of 
their  acts.  Consequently  the  main  divisions  within 
the  social  field  must  receive  individual  attention  so 
that  prudence  may  be  a safe  guide  for  the  social 
actions  of  the  moral  virtues.  Hence,  there  is  the 
study  of  human  experience  in  history,  which  affects 
prudence  itself.  Then,  there  is  the  study  of  the 
common  temporal  welfare  in  political  science  or 
government ; the  common  moral  good  in  sociology  ; 
the  common  material  good  in  economics.  These 
studies  enlighten  prudence  in  regard  to  the  other 
moral  virtues,  justice,  fortitude  and  temperance. 

But  behind  natural  and  social  s ience  and  all 
human  expression  stands  the  field  of  philosophy, 
which  organizes  what  has  been  learned  in  the  other 
fields  by  offering  the  fundamental  explanation  pos- 
sible through  the  light  of  pure  reason.  Perhaps  we 
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might  summarize  this  field  in  the  following  man- 
ner. Logic  trains  the  mind  to  obtain  truth  by  means 
of  accurate,  deep  and  discriminate  thinking  and  rea- 
soning. Epistomology  studies  knowledge  itself, 
evaluates  it,  and  ascertains  whether  it  is  really  true. 
Ethics  gives  a scientific  exposition  of  morals  and 
inculcates  the  necessity  of  living  a life  of  moral 
integritv  and  high  character.  These  are  the  norma- 
tive and  critical  parts  of  philosophy.  They  are 
elemental  in  respect  to  the  intellectual  and  moral 
virtues.  Ontology,  or  metaphysics,  analyzes  the 
very  first  principles  of  reality.  This  is  the  place  in 
the  curriculum  where  principles  as  such  are  studied, 
and  therefore  it  is  ontology  especially  that  trains 
the  mind  in  the  virtue  of  understanding.  Finally, 
there  are  the  three  great  divisions  into  cosmology, 
psychology,  and  theodicy,  which  represent  the  fun- 
damental explanation  and  coordinated  outlook 
upon  life  in  respect  to  the  universe,  living  things — 
especiallv  man — and  God.  Those  who  study  well 
at  these  deep  sources  grow  in  the  virtue  of  true 
human  wisdom. 

Alan's  Relationship  to  God 

To  complete  the  discussion  of  the  intellectual  life 
of  man — beyond  the  field  of  philosophy  there  lies 
the  most  profound  and  important  field  of  all,  that 
of  theology,  the  study  of  God  and  man’s  relation- 
ship to  God.  This  perfects  the  work  begun  in 
philosophy.  It  expands  and  deepens  the  fund  of 
knowledge  far  beyond  the  limits  of  unaided  reason, 
as  brilliant  as  that  might  be.  It  unifies  all  culture, 
vitalizes  it.  interprets  it  and  sublimates  it,  and  di- 
rects it  to  man’s  eternal  destiny.  To  leave  out  re- 
ligion or  theology  is  to  render  a curriculum  essen- 
tially unscientific  and  arbitrarily  truncated.  With- 
out theology  human  knowledge  remains  only  a 
candle  in  the  dark.  Without  religion  culture  is  vain 
and  depraved,  futile  and  blind ; it  has  lost  its  pur- 
pose and  wanders  off  to  its  own  self-destruction. 
For  truth,  good  and  beauty — light,  life  and  happi- 
ness— are  found  in  God  ; in  fact,  they  are  God  ; and 
religion  unites  us  to  Him.  A living  understanding 
of  this  is  Divine  W isdom — the  highest  quality  of 
cultured  minds. 

Our  age  of  specialization  has  been  inclined  to 
leave  the  things  of  religion  exclusively  to  the  dedi- 
cated and  professional  men  of  religion,  assuming 
that  it  is  a field,  like  the  Holy  of  Holies,  where  an 
unconsecrated  dare  not  enter.  As  a result,  we  have 
matters  of  material  science  going  along  blindly  as- 
suming there  is  no  moral  implication,  no  relation- 
ship to  God  or  human  beings — in  a word,  pnre 
science.  There  can  no  more  be  pure  science  without 
relationship  to  human  beings  than  there  can  be 
theology  without  relationship  to  God,  because,  as 
we  quoted  from  the  Psalmist  David,  man  was 
placed  over  all  material  creation,  and  it  must  Ire  for 
his  service  and  welfare  that  he  use  these  things. 

concluded  on  page  348 
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npiiE  title  of  this  talk  may  sound  as  if  I were 
the  owner  of  a crystal  ball  and  had  spent  some 
time  looking  into  it.  I can  assure  you  that  I have 
no  crystal  ball,  and  the  observations  are  deduced 
from  a number  of  straws  in  the  wind. 

The  times  are  changing  rapidly,  and  people  and 
events  appear  and  disappear,  so  that  predictions  are 
dangerous  and  untrustworthy.  I recently  read  of 
a meeting  that  took  place  at  the  Edgewater  Beach 
Hotel  in  Chicago  in  1923,  that  is,  about  thirty-four 
years  ago.  Attending  this  meeting  there  were, 
among  others,  nine  of  the  world’s  outstanding 
financiers : 

The  president  of  the  largest  independent  steel 
company ; 

The  president  of  the  largest  utility  company ; 
The  president  of  the  largest  gas  company ; 

The  greatest  wheat  speculator  ; 

The  president  of  the  New  York  Stock  Ex- 
change ; 

A member  of  tbe  president’s  cabinet ; 

The  greatest  “bear”  in  Wall  Street ; 

Head  of  the  world’s  greatest  monopoly ; 
President  of  the  Bank  of  International  Settle- 
ments. 

Within  twenty-five  years  let’s  see  what  has  hap- 
pened to  these  men : 

The  president  of  the  largest  independent  steel 
company,  Charles  Schwab,  died  a bankrupt  and 
lived  on  borrowed  money  for  five  years  before 
bis  death.  Worth  thinking  about ! 

The  president  of  the  greatest  utility  company, 
Samuel  Insull,  died  a fugitive  from  justice  and 
penniless  in  a foreign  land. 

The  president  of  the  largest  gas  company,  How- 
ard Hopson,  was  insane. 

The  greatest  wheat  speculator.  Arthur  Cutten, 
died  abroad,  insolvent. 

The  president  of  the  New  York  Stock  Exchange, 
Richard  Whitney,  has  recently  been  released 

*An  Address  delivered  at  the  146th  Annual  Meeting  of  the 
Rhode  Island  Medical  Society,  at  Providence,  Rhode 
Island,  May  2,  1957. 


from  Sing  Sing  Penitentiary. 

The  member  of  the  president’s  cabinet,  Albert 
Fall,  was  pardoned  from  prison  so  be  could  die 
at  home. 

The  greatest  “bear"  in  Wall  Street,  Jesse  Liver- 
more, died  a suicide. 

Tbe  head  of  the  greatest  monopoly,  Ivar  Krue- 
ger. died  a suicide. 

The  president  of  the  Bank  of  International 
Settlements,  Leon  Fraser,  died  a suicide. 

Who  at  the  time  of  that  meeting  would  have  been 
willing  to  predict  these  dire  happenings? 

Before  attempting  any  prediction  it  might  be 
well  to  review  with  you  some  of  the  things  that 
happened  to  us  legislatively  in  the  last  Congress 
and  why  some  of  them  happened. 

Increasing  Role  of  Government 
We  are  all  aware  of  the  increasing  importance 
which  the  federal  government  has  assumed  in  our 
daily  lives.  We  are  aware  of  the  constantly  increas- 
ing demand  by  some,  that  the  federal  government 
solve  the  problems  which  beset  us  as  individuals 
and  our  local  communities.  Schools  and  roads 
which  a generation  ago  were  regarded  as  local  prob- 
lems have  now  become  the  center  of  great  activity 
in  Washington.  This  results  in  a tremendous  in- 
crease in  the  number  of  bills  considered  in  Congress 
each  year.  For  example,  more  bills  were  introduced 
in  the  last  Congress  than  in  any  of  the  preceding 
ten  Congresses  (approximately  19.000).  The  last 
Congress  enacted  more  Public  Laws  than  any  Con- 
gress in  our  history  save  one.  These  figures  serve 
to  indicate  the  increasing  importance  of  national 
legislation  as  compared  to  the  legislative  activities 
of  our  states  and  local  communities. 

The  interest  of  Congress  in  matters  directly  or 
indirectly  affecting  the  practice  of  medicine  has 
also  been  growing.  Not  only  are  more  bills  intro- 
duced and  more  laws  enacted,  but  an  ever- 
increasing  percentage  of  these  measures  relates  to 
medical  practice.  Of  the  19.000  bills  introduced  in 
the  last  Congress,  a total  of  571  had  primary  medi- 
cal implications,  and  of  these,  25  were  enacted  into 
law. 

I he  last  Congress  considered  an  ominously  wide 
range  of  medical  measures.  They  varied  from  men- 
tal health  to  the  construction  of  medical  research 
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facilities,  from  the  deferment  of  medical  students 
from  military  service  to  appropriations  for  civil 
defense  medical  stock  piling ; from  vocational  train- 
ing of  practical  nurses  and  auxiliary  hospital  per- 
sonnel to  water  pollution ; from  treaties  affecting 
medical  licensure  to  the  doctor  draft  law;  from 
child  health  and  welfare  services  to  the  commission- 
ing of  osteopaths  as  medical  officers  in  the  Armed 
Forces  ; from  the  Salk  vaccine  to  the  national  medi- 
cal library;  from  the  Jenkins-Keogh  hills  to  the 
medical  care  of  military  dependents;  from  a na- 
tional morbidity  survey  to  Social  Security  disabil- 
ity benefits ; from  narcotic  addiction  to  air  pollu- 
tion. I have  not  named  them  all.  I have  not  even 
named  all  of  the  bills  on  which  the  American  Medi- 
cal Association  presented  testimony  during  the  84th 
Congress.  I believe,  however,  that  I have  named 
enough  to  give  you  some  idea  of  the  scope  of  the 
problem.  I would  suggest  that  if  you  have  the  time 
you  should  read  the  Annual  Reports  of  the  Wash- 
ington Office  of  the  Association,  and  the  Committee 
on  Legislation  for  1956  and  look  over  the  compila- 
tion of  the  medical  bills  introduced  in  the  84th  Con- 
gress, which  has  been  prepared  by  the  Washington 
Office. 

Current  Congressional  Legislation 

How  about  the  present  session?  To  date  there 
have  been  10,100  bills  introduced  of  which  343  had 
primary  medical  implications.  Apparently  the  84th 
Congress  with  571  medical  bills  will  he  surpassed. 
The  80th  Congress  (1948-49)  had  only  220. 

For  the  most  part,  the  health  measures  intro- 
duced thus  far  deal  with : Veterans  Medical  Bene- 
fits, amendments  to  the  Social  Security  Program, 
tax  deferments  for  private  pension  plans  or  for 
medical  expenses,  public  health,  and  studies  of,  and 
additional  benefits  for,  the  aging. 

There  are  a few  old-time  favorites  and  a few 
new  ones  in  this  accumulation  which  deserve  special 
mention. 

As  anticipated,  a bill  has  already  been  introduced 
(S.  173)  by  Senator  Langer  which  would  change 
the  required  age  of  fifty  for  cash  disability  benefits 
under  the  recently  amended  Social  Security  Act  to 
any  age.  Of  course,  we  all  knew  this  proposal  was 
coming  and  it  sure  didn’t  take  long.  In  terms  of 
enactment,  however,  the  reduction  in  age  will  prob- 
ably come  in  easier  and  slightly  more  palatable 
stages.  The  ultimate  result  suggested  by  Senator 
Langer  is,  however,  probably  inevitable  unless  there 
is  a sharp  reappraisal  of  Social  Security  legislation 
in  general. 

Another  bill  in  the  Social  Security  field  which 
has  been  introduced  before  suggests  that  free  hos- 
pital benefits  be  given  to  all  Old  Age  and  Survivors 
Insurance  beneficiaries  over  age  65.  There  are  over 
twenty  other  bills  which  would  authorize  various 


studies  dealing  with  problems  of  the  aging.  Only 
one  of  these  suggests  that  the  present  Social  Secur- 
ity program  be  reviewed  and  re-evaluated. 

The  Jenkins-Keogh  Bills  are  both  back  and  have 
the  same  numbers,  H.R.  9 and  10.  They  are  sub- 
stantially the  same  as  last  year  with  smaller  author- 
ized annual  deductible  amounts  allowable  for  the 
purchase  of  private  retirement  annuities.  Since 
these  bills  now  have  the  full  and  complete  support 
of  the  American  Bar  Association,  chances  for  pass- 
age in  this  Congress,  despite  the  resulting  loss  in 
federal  income,  although  still  doubtful,  are  greatly 
improved. 

As  always,  there  is  a large  number  of  bills  deal- 
ing with  veterans’  medical  benefits.  Probably  the 
greatest  number  of  these  propose  presumptions  as 
to  service-connection  for  various  types  of  diseases 
and  disabilities.  Most  of  these  presumptions  have 
no  basis  in  medical  fact.  Of  course,  there  is  still  no 
one  in  Congress  who  has  introduced  a bill  which 
would  espouse  our  position  and  eliminate  the  pres- 
ent system  of  federal  responsibility  for  non-service- 
connected  medical  care  for  veterans  and  return 
that  responsibility  to  the  individual  and  the  com- 
munity or  state  where  we  believe  it  rightfully 
belongs. 

There  is,  however,  a bill  in  the  right  direction, 
H.R.  58,  which  was  introduced  by  Congressman 
Teague  of  Texas.  This  bill  would  tighten  up  con- 
siderably  the  administrative  procedures  for  check- 
ing on  the  economic  status  of  a veteran  with  a non- 
service-connected disability  who  claims  to  the  Vet- 
erans Administration  that  he  is  unable  to  pay  for 
his  own  medical  care. 

The  cry  continues  that  the  nation’s  medical  re- 
sources, especially  its  manpower,  is  insufficient  to 
meet  the  demand  for  medical  care.  The  House 
Committee  on  Interstate  Foreign  Commerce  has 
held  a series  of  hearings  on  this  subject.  The  same 
arguments  are  being  presented  that  we  have  heard 
before — that  the  medical  schools  are  not  producing 
a sufficient  number  of  physicians,  that  nurses  are 
in  short  supply,  and  that  in  many  specific  health 
fields  the  deficiency  of  personnel  continues  to  be 
acute.  The  American  Medical  Association  can  pre- 
sent an  interesting  story  in  this  field  and  among 
other  things  call  attention  to  the  actual  shortage  of 
top-notch  student  applicants  in  certain  areas,  espe- 
cially in  medicine,  to  the  point  of  scarcity. 

One  troublesome  issue  will  still  be  before  us  next 
year  and  that  is  the  conflict  between  medical  schools 
with  full-time  clinical  teachers  and  practicing  phy- 
sicians. This  also  includes  certain  hospitals  whose 
trustees  see  no  wrong  in  hiring  a salaried  staff  and 
making  a profit  from  their  services  which  may  be 
applied  against  the  losses  incurred  in  other  depart- 
ments of  their  hospital.  This  situation  should  he 
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resolved  by  the  parties  concerned  and  not  fought 
out  in  the  public  press. 

Cost  of  Medical  Care 

The  cost  of  medical  care  will  come  in  for  much 
discussion,  and  we  should  do  all  we  can  to  dissociate 
costs  of  medical  care  and  physicians’  fees.  The 
latter  have  maintained  a level  consistent  with  the 
Consumers  Price  Index,  but  hospital  charges  are 
rising  at  a continuing  rate  of  about  5 per  cent  per 
year.  The  best  education  of  the  public  in  this  field 
is  the  physician  himself  who,  if  he  were  to  take  time 
to  explain  his  fees  to  his  patients,  the  problem 
would  not  continue  to  plague  us. 

Many  factors  impinge  upon  this  issue.  The  role 
of  labor,  for  example,  cannot  he  overemphasized. 
To  a large  extent,  the  face  of  medical  care  in  the 
next  few  years  will  reflect  the  degree  to  which  labor 
achieves  the  objectives  that  it  has  set.  Those  objec- 
tives have  been  clearly  defined  by  various  labor 
spokesmen : the  promotion  of  fixed  fee  schedules 
throughout  the  nation,  regardless  of  the  income 
status  of  the  patient,  for  the  purchase  of  compre- 
hensive benefits,  from  home  and  office  calls  to  drugs 
and  all  other  items  included  in  the  maintenance  of 
health  or  the  prevention  of  disease.  These  objec- 
tives can  only  raise  the  cost  of  medical  care  because 
they  interfere  with  the  free  market  in  medicine 
with  the  operation  of  a flexible  pricing  system,  and 
promote  mechanisms  of  financing  with  inherently 
high  overhead  cost.  Labor  pressure  is  designed  to 
eliminate  the  need  for  personal  budgeting  and  to 
transfer  full  responsibility  for  the  financing  of 
health  care  to  third  party  mechanisms  over  which 
labor  leaders  intend  to  exercise  complete  economic 
and  political  control.  The  corporate  practice  of 
medicine  in  its  various  forms  by  hospitals  or  lay- 
sponsored  panels  of  physicians  are  all  related  in 
one  way  or  another  to  this  question.  An  urgent 
public  relations  need  in  connection  with  cost  is  the 
preparation  and  dissemination  of  convincing  argu- 
ments that  a free  competitive  market  in  medicine 
is  best  for  both  the  profession  and  the  public. 

In  one  area  I believe  that  conflict  is  bound  to 
continue  on  an  on  again-off  again  basis.  That  is 
in  connection  with  veterans’  medical  care.  Although 
quiescent  during  the  last  year  this  controversy  will 
undoubtedly  erupt  again  as  it  has  from  time  to  time 
during  the  last  thirty  years.  The  continued  pro- 
vision of  direct  federal  medical  and  hospital  bene- 
fits. by  salaried  physicians,  through  tax  money,  to 
veterans  whose  disabilities  have  no  relation  whatso- 
ever to  military  service,  will  undoubtedly  he  at- 
tacked at  intervals  in  the  AMA  House  of  Dele- 
gates. Our  relations  with  the  American  Legion 
and  other  veterans’  groups,  therefore,  will  tend  to 
he  serene  or  turbulent,  depending  on  the  policies 
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enunciated  by  the  association.  I foresee  recurrent 
turbulence. 

Informing  the  Membership 
One  of  the  greatest  problems  of  organized  medi- 
cine today  is  the  failure  of  communications  to  our 
members.  After  spending  hours  in  preparing  ma- 
terial and  large  sums  for  printing  and  mailing,  we 
find  the  majority  of  our  members  are  still  un- 
informed about  vital  issues  which  concern  their 
livelihood  and  position  in  a free  economy.  For  in- 
stance. in  March  of  this  year,  1957,  I received  a 
letter  from  a successful  physician,  the  head  of  a 
clinic  who  told  me  he  had  been  talking  to  a lawyer 
about  a scheme  of  pensions  of  the  self-employed 
which  might  come  up  in  Congress.  He  wanted  to 
know  if  the  A.M.A.  had  ever  heard  of  it  and  if  we 
considered  it  a good  thing.  All  this  in  the  face  of 
editorials,  circulars,  letters,  etc.  Evidently,  we  did 
not  get  this  across  very  well. 

Now  let  us  consider  our  communications,  or  lack 
of  them,  as  they  affect  the  legislative  scene.  When 
the  Wagner-Murray-Dingell  hill  was  being  consid- 
ered in  Congress,  we  made  an  all-out  effort  from 
the  grass  roots  up.  and  we  were  victorious.  Nearly 
every  physician  knew  the  issues  and  was  willing  to 
discuss  them  anywhere.  Beginning  in  1952,  how- 
ever. the  proponents  of  compulsory  health  insur- 
ance adopted  new  tactics.  They  did  not  go  all  out 
in  a frontal  attack  hut  adopted  a “piecemeal’’  ap- 
proach with  much  success. 

During  the  84th  Congress  we  had  what  was  con- 
sidered a “friendly  administration.”  Despite  this 
fact,  there  were  more  hills  adverse  to  the  private 
practice  of  medicine  passed  in  the  two-year  period 
than  in  any  other  comparable  period  in  our  history. 
Let  us  ask  ourselves  how  this  could  happen.  Is  it 
possible  that  our  philosophy  was  wrong?  Is  our 
method  for  commenting  on  legislation  antiquated 
and  ineffective?  I believe  the  answers  to  these 
questions  is  an  emphatic  “No.”  I believe  that  the 
cause  of  our  present  situation  is  as  simple  as  this. 
Those  individuals  and  groups  whose  philosophies 
vary  from  ours  have  increased  their  activities  and 
their  efforts  in  Washington  tremendously.  Our 
efforts  have  not  kept  pace.  In  spite  of  the  fact  that 
we  have  a small  group  who  have  done  a very  good 
job,  we  have  not  used  one  tenth  of  our  legislative 
potential.  If  we  are  to  succeed,  we  must  make  our 
voices  heard  hack  in  the  grass  roots,  where  the 
votes  come  from. 

Legislative  Summary 

I have  not  given  you  much  of  a forecast  on  spe- 
cific measures  hut  I will  take  a chance  and  tell  you 
what  our  legislative  committee  thinks  of  some  of 
these  things : 

(a)  Federal  subsidization  of  some  form  of 
health  insurance  for  government  employees.  (I 
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THE  "TRANQUILIZERS’’ 

Calm  by  Chemicals  vs.  Calm  by  Character 


Very  little  is  known  about  the  mode  of  action 
of  the  phrenotropic  agents  or  “tranquilizers.” 
The  term  “phrenotropic”  means  action  “on  the 
mind,”  and  it  is  not  strange  that  a clear  understand- 
ing of  such  action  is  not  easy  to  attain.  The  end 
results  of  long  continued  use  are  also  still  to  be  de- 
termined. It  is  clear,  however,  that  these  substances, 
like  all  drugs  that  have  strong  and  definitive  action, 
have  harmful  as  well  as  favorable  effects  of  which 
the  physician  must  be  aware.  The  very  fact  that 
their  action  is  “on  the  mind”  is  an  indication  that 
they  will  be  found  most  useful  in  the  treatment  of 
mental  illness.  It  is  clear  that  these  agents  have 
been  of  great  help  to  people  who  suffer  from  real 
psychoses  and  thus  to  society  in  general,  as  they 
have  greatly  reduced  the  number  of  individuals 
who  have  had  to  be  confined  to  “disturbed”  wards 
in  mental  hospitals.  “Tranquilizers”  do  indeed 
afford  much  needed  relief — to  sufferers — as  do  also 
morphine,  alcohol  and  prefrontal  lobotomy — when 
appropriately  applied. 

But  what  of  the  effect  of  these  drugs  on  essen- 
tially normal  people?  This  is  important,  because 
it  is  such  people,  in  contrast  to  those  who  are  men- 
tally ill,  who,  it  is  estimated,  “consume  over  half 


the  total  production  of  these  drugs.”  “Three  out  of 
ten  prescriptions  in  this  country  are  now  for  ‘tran- 
quilizers.’ ” This  type  of  situation  has  been  re- 
peated over  and  over  again  in  the  case  of  other  new 
forms  of  medication,  to  the  great  detriment  of 
many  people.  A therapeutic  agent  is  discovered 
which  has  definite  and  apparently  spectacular  ac- 
tion, and  its  striking  benefits  become  known  to  the 
laity,  often,  unfortunately,  by  means  of  premature 
reports,  not  free  from  exaggeration,  which  appear 
in  the  public  press.  The  disadvantages  and  possible 
damage  from  its  use  have  not  been  fully  deter- 
mined, though  clinical  and  laboratory  study  is  being 
carried  on  intensively.  At  this  point,  because  some 
of  its  spectacular  results  have  been  made  known, 
there  is  a public  demand  for  it,  and  physicians  who 
have  been  deluged  by  the  rosy  hued  propaganda  of 
some  drug  houses  have  been  put  in  a position  in 
which  it  is  difficult  to  refuse  it  to  patients.  Thus, 
while  those  who  are  studying  the  substance  scien- 
tifically are  most  conservative  in  advising  its  use, 
practitioners  on  the  forefront  of  medical  practice 
are  prescribing  it  with  the  utmost  abandon.  This 
situation  has  been  obtained  in  the  case  of  adrenal 
steroids  and  other  hormonal  preparations,  anti- 
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biotics,  digitalis  glycosides  and  many  other  most 
valuable  agents.  The  final  place  of  a new  prepara- 
tion in  practical  therapeutics  is  often  determined 
only  after  the  great  good  that  comes  from  its  proper 
use  has  been  diluted  by  avoidable  barm  to  indi-  - 
viduals. 

In  a study  of  8200  patients  who  received  “tran- 
quilizers” of  various  makes,  Dickel  and  Dickson1 
found  that  400  developed  serious  untoward  re- 
actions related  to  the  skin,  liver  or  gastrointestinal 
tract.  Seventy-two  became  habituated,  and  two 
were  so  depressed  that  they  committed  suicide. 
These  were  all  apparently  normal  people — -not 
psychotics,  whose  main  complaint  was  anxiety. 

Is  anxiety  normal?  Of  course.  Should  we  be 
subject  to  emotional  tension?  Beyond  a doubt  we 
should,  under  appropriate  circumstances.  Haven’t 
we  all  noted  that  the  athlete,  who  is  most  nervous 
and  “jittery”  before  competition,  often  outdoes 
himself  when  the  contest  is  under  way  ? It  has  been 
well  said  that  “some  emotional  tension  is  essential 
to  doing  a good  job.”  It  is  not  for  nothing  that  our 
adrenal  cortices  and  related  mechanisms  under  such 
tension  get  us  ready  to  react  effectively  to  stress. 

And  what  of  the  effect  of  abnormal  calm  by 
chemical  agents  on  character?  The  boy  who  “stood 
on  the  burning  deck  whence  all  but  he  had  fled” 
cannot  be  given  much  credit  for  bravery  if  he  was 
filled  up  with  drugs  that  really  made  him  rather 
unconcerned  about  the  proximity  of  the  flames. 
Only  recently  a Providence  physician  told  of  a 
young  girl  who  came  to  his  office  and  said  : “Doctor, 

I am  on  my  noon  hour  and  I came  to  see  if  you  will 
write  me  a prescription  for  Miltown.”  “Why,” 
said  the  doctor,  “do  you  want  Miltown  ?”  “Because 
I sometimes  get  jittery  and  wish  to  take  something 
for  it,”  she  replied.  “But  why  do  you  need  a tran- 
quilizer ?”  asked  the  doctor.  “Are  you  smoking  too 
many  cigarettes,  or  drinking  too  much  coffee,  or 
perhaps  staying  up  too  late  nights?”  No  answer. 
When  he  finally  refused  her  request  she  said:  “I 
don’t  see  why  you  won’t  give  it  to  me.  Five  or  six 
girls  who  work  with  me  are  taking  the  medicine, 
and  their  doctors  write  prescriptions  for  it.” 

Shall  we  allow  our  patients  to  turn  to  the  tran- 
quilizer every  time  things  get  difficult  for  them? 
Shall  we  substitute  brain  soothers  for  the  courage 
and  determination  to  face  the  music  and  carry 
through?  How  will  our  patients  meet  emergencies 
when  the  pillbox  isn’t  available?  Leaning  on  these 
drugs  is  too  similar  to  dependence  on  the  “Dutch 
Courage”  engendered  by  John  Barleycorn,  and  the 
result  is  just  as  unreliable. 

Today's  need  is  for  real  courage  and  character, 
not  chemicals,  and  that  type  of  constant  high  en- 
deavor indicated  in  the  following  lines  from  Prayer, 
by  Untermeyer,  which  are  quoted  at  the  end  of  a 
ijournal  of  the  A.M.A.,  Feb.  9,  1957 


recent  article  on  the  subject  of  psychopharma- 
cology.2 

From  compromise  and  things  half  done 

Keep  me  with  stern  and  stubborn  pride : 

And  when,  at  last,  the  fight  is  won 

God,  keep  me  still  unsatisfied. 

2Drugs  for  the  Soul  : The  Rise  of  Psychopharmacology. 

R.  W.  Gerard.  Science  125:201,  Feb.  1.  1957 

STATE  CYTOLOGY  PROGRAM  FOR 
UTERINE  CANCER 

Published  elsewhere  in  this  issue  is  an  important 
preliminary  report  from  the  Rhode  Island  Wom- 
en's Cancer  Cytology  Survey,  which  is  currently  in 
operation  under  the  able  direction  of  Doctor  Her- 
bert Fanger  and  associates.  The  survey  was  estab- 
lished primarily  as  a pilot  program  to  determine 
under  controlled  conditions  the  value  of  cytological 
techniques  for  mass  screening  purposes.  The  re- 
sults presented  in  this  first  report  are  so  striking 
that  the  reader  is  urged  to  peruse  them  carefully. 
As  a result  of  the  first  2,000  examinations,  forty 
cases  (2%)  of  positive  or  suspicious  genital  cancer 
have  been  discovered.  Twenty-one  of  these  (1% 
of  the  whole  group)  have  since  been  verified  by 
biopsy.  This  is  a significantly  higher  percentage  of 
positive  results  than  previous  studies  have  indi- 
cated. Part  of  the  increase  is  possibly  accounted 
for  by  the  submission  of  cervical  scrapings  as  well 
as  aspirated  secretions,  a more  thorough  approach 
than  is  generally  used.  One  is  inclined  to  infer 
some  weighing  of  the  statistics  by  inclusion  of  cases 
suspected  by  the  attending  physician  of  having  can- 
cer, despite  the  careful  warnings  of  the  sponsors 
that  the  study  is  to  be  directed  to  patients  not  sus- 
pected of  harboring  malignant  disease.  Neverthe- 
less, making  full  allowance  for  this  possibility,  the 
initial  findings  are  highly  evocative. 

The  general  introduction  of  mass  screening  by 
cytological  methods  has  in  the  past  been  impeded 
by  a number  of  difficulties.  Technicians  trained  in 
interpreting  the  stained  material  have  been  in  dis- 
tinctly short  supply.  Examination  of  large  num- 
bers of  smears  is  a time-consuming,  laborious, 
tedious  and  expensive  process.  Attempts  to  modify 
the  Papanicolaou  technique  with  a view  to  reducing 
the  laborious  nature  of  the  procedure  or  to  render 
the  specimens  amenable  to  interpretation  by  in- 
dividuals untrained  in  cytological  methods  have 
thus  far  been  unavailing.  If  first  impressions  en- 
gendered by  this  study  are  borne  out  by  later  re- 
ports, such  obstacles  will  of  necessity  be  overcome. 

THE  LIBERAL  ARTS 

In  this  era  of  specialization  in  all  fields  of  activity 
the  great  role  of  the  liberal  arts  in  education  is 
subject  to  continuous  criticism,  and  to  our  regret. 
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curtailment  in  the  discussion  of  curricula  for  the 
student  of  today  whether  lie  be  an  undergraduate 
or  a postgraduate.  For  physicians,  education  is  part 
of  their  vocation  for  their  lifetime,  and  a vital  part 
as  the  wonders  of  scientific  discovery  are  revealed. 

Therefore,  it  is  with  no  little  pleasure  that  we 
welcome  to  the  pages  of  our  Journal  the  excellent 
presentation  on  the  role  of  the  liberal  arts  in  educa- 
tion today  as  given  by  the  associate  dean  of  Provi- 
dence College,  the  Reverend  William  R.  Clark, 
O.P.,  Ph.D.,  in  his  address  at  our  Medical  Library 
on  May  1 to  the  Rhode  Island  Association  of  Medi- 
cal Record  Librarians  at  their  annual  meeting.  We 
commend  the  reading  of  this  address  by  every 
member  of  the  Society. 

We  note  also,  with  deep  sympathy  and  regret, 
the  sudden  death  of  Father  Clark  on  the  college 
campus  one  month  after  his  address  to  the  Record 
Librarians  at  our  Library.  As  an  educator  Father 
Clark  made  notable  contributions  to  adult  informa- 
tion programs,  as  well  as  to  the  undergraduate  cur- 
ricula at  the  college.  The  loss  of  such  clear  and 
sound  thinking  educators  as  he  is  one  that  our 
communities  can  ill  afford. 

DOCTOR  CHASE’S  BOOK 
(A  Review) 

YOUR  WONDERFUL  BODY  by  Peter  Pineo 

Chase,  M.D.  Prentice  Flail,  Inc.,  Englewood 
Cliffs,  N.  J.  1957,  $5.95 

In  this  vivid,  instructive,  eminently  practical 
book,  happily  completed  before  bis  lamented  death, 
Peter  Chase  left  us,  in  part  at  least,  his  intellectual 
autobiography  — a unique  blend  of  knowledge, 
medical  and  other,  together  with  much  advice  about 
the  maintenance  of  health,  the  whole  spiced  with 
the  piquant  humor  indigenous  to  his  native  Cape 
Cod.  He  tells  us  that  while  writing  his  well-known 
column  Your  Health  in  the  Providence  Journal 
and  Bulletin  he  acquired  much  experience  in  try- 
ing to  explain  to  the  layman,  clearly  and  concisely, 
the  workings  of  his  body ; without  this  practice  he 
never  would  have  had  the  “temerity,”  as  he  puts  it, 
“to  attempt  this  book.”  Fortunately  for  bis  readers, 
who  should  be  many,  his  “temerity”  led  to  the  pro- 
duction of  a book,  original  in  content  and  style, 
altogether  unlike  any  other  with  which  we  are 
acquainted.  And  to  increase  the  value  of  the  book 
there  are  more  than  seventy  illustrations  and  line 
drawings  which  clarify  the  text  and  enhance  the 
readers  pleasurable  enlightenment. 

In  a series  of  ten  chapters  Doctor  Chase  begins 
with  the  beginning ; he  tells  the  story  of  man  in  the 
making  and  ends  with  reflections  on  medical  phil- 
osophy and  on  growing  old,  together  with  some 
characteristic  and  comforting  allusions  to  optimism 
in  medicine.  There  are  instructive  discussions  about 


child-birth,  child  raising,  the  skin,  bones  and  mus- 
cles, circulation  and  blood,  digestion,  respiration 
and  excretion,  the  nervous  system  and  sense  or- 
gans, vitamins  and  hormones,  reproduction  and 
heredity,  rest  and  pain,  emotions,  drugs,  allergies, 
inflammations,  immunity  and  repair.  A formidable 
array  of  subjects,  to  be  sure,  but  Doctor  Chase,  no 
lover  of  Mediterranean  words,  in  simple  and  easily 
understandable  language,  guides  you  so  skillfully 
from  chapter  to  chapter,  that  you  are  scarcely 
aware  he  is  conducting  you  through  the  labyrin- 
thine ways  of  medicine. 

To  enjoy  the  spirit  and  savor  of  this  book,  one 
must  read  it ; for  only  so  will  he  appreciate  the 
kindly  humor  with  which  Doctor  Chase  looks  upon 
the  foibles  and  vagaries  of  his  fellow  men.  He  is 
commenting  on  the  futility  of  hair  tonics  for  bald- 
ness and  remarks  slyly,  “I  realize  that  anything  I 
say  will  not  affect  the  sale  of  hair  tonics.  Years  ago, 
when  Dr.  Greene's  was  a popular  patent  medicine, 
some  exasperated  doctor  exclaimed  that  it  never 
did  anybody  in  the  world  any  good.  The  reply  from 
the  manufacturer  was:  ‘You  are  wrong.  It  has 
done  Dr.  Greene  lots  of  good."  It  is  not  at  all 
unusual  for  a skin  specialist  to  be  bald.  Choose 
your  grandparents  from  those  who  did  not  lose 
their  hair.”  Speaking  of  soap  he  counsels  “Also 
remember  that  although  soap  is  of  great  medicinal 
value,  'medicinal  soaps’  are  not  worth  while.  Soap 
is  soap  and  does  its  work  by  cleansing  and  not  by 
the  chemicals  that  are  put  in  it.  If  you  want  a nice 
smelling  soap  with  perfume,  pay  the  price  and  have 
it,  but  understand  that  the  well-known,  inexpen- 
sive, mild  American  brands  are  as  good  as  money 
can  buy.” 

Although  Doctor  Chase  wrote  with  the  general 
reader  in  mind,  nevertheless,  so  lucid  are  his  de- 
scriptions and  his  comments  so  wise  that  physicians 
too  should  find  Your  Wonderful  Body  pleasant 
reading  for  their  leisure  hours. 

John  E.  Donley,  m.d. 


J.  E.  BRENNAN  & COMPANY 

Leo  C.  Clark,  Jr.,  B.S.,  Reg.  Pharm. 

s4/fot6ec&Ue4 


5 North  Union  Street  Pawtucket,  R.  I. 
SHELDON  BUILDING 
7 Registered  Pharmacists 
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REPORT  ON  THE  ACTIONS  OF  THE  HOUSE  OF  DELEGATES 
OF  THE  AMERICAN  MEDICAL  ASSOCIATION 
at  the  106th  Annual  Meeting,  at  New  York  City,  June  3-7,  1957 

Charles  J.  Ashworth,  m.d..  Delegate 
Arthur  E.  Hardy,  m.d,,  Alternate  Delegate 


Consideration  of  sixty-six  resolutions  intro- 
duced by  several  states,  in  addition  to  many 
reports  from  the  Board  of  Trustees,  councils,  and 
committees,  occupied  the  House  of  Delegates  of 
the  American  Medical  Association  at  its  106th 
annual  meeting. 

Priority  in  importance  for  members  of  the 
Rhode  Island  Medical  Society  goes  to  the  Medi- 
care Program  because  of  the  position  taken  by 
Rhode  Island  following  negotiations  with  repre- 
sentatives of  the  Department  of  Defense. 

Medicare  Resolved 

The  Plouse  considered  three  resolutions  dealing 
with  the  federal  government’s  Medicare  program 
for  the  dependents  of  servicemen.  The  delegates 
adopted  one  resolution  condemning  any  payments 
under  the  Medicare  program  “to  or  on  behalf  of 
any  resident,  fellow,  intern  or  other  house  officer 
in  similar  status  who  is  participating  in  a training 
program.”  Government  sanction  of  such  payments, 
the  House  declared,  would  give  impetus  to  the  im- 
proper corporate  practice  of  medicine  by  hospitals 
or  other  nonmedical  bodies.  Such  proposals,  the 
House  added,  would  violate  traditional  patterns  of 
American  medical  practices,  seriously  aggravate 
problems  of  hospital-physician  relationships,  en- 
courage charges  by  hospitals  for  residents’  services 
to  patients  not  under  the  Medicare  program,  and 
create  a variety  of  additional  problems  in  such 
areas  as  medical  licensure  and  health  insurance. 

The  House  also  recommended  that  the  decision 
on  type  of  contract  and  whether  or  not  a fee 
schedule  is  included  in  future  contract  negotiations 
should  be  left  to  individual  state  determination,  re- 
stating the  A.M.A.  contention  that:  the  Dependent 
Medical  Care  Act  as  enacted  by  Congress  does  not 
require  fixed  fee  schedules;  the  establishment  of 
such  schedules  would  be  more  expensive  than  per- 
mitting physicians  to  charge  their  normal  fees,  and 
fixed  fee  schedules  would  ultimately  disrupt  the 
economics  of  medical  practice. 

It  was  also  suggested  that  the  A.M.A.  attempt  to 
have  existing  Medicare  regulations  amended  to 
incorporate  the  Association’s  policy  that  the  prac- 
tice of  anesthesiology,  pathology,  radiology  and 


physical  medicine  constitute  the  practice  of  medi- 
cine. and  that  fees  for  services  by  physicians  in 
these  specialties  should  be  paid  to  the  physician 
rendering  the  services. 

Whether  or  not  future  negotiations  or  renego- 
tiations between  the  respective  states  and  the  De- 
partment of  Defense  will  actually  result  in  an  in- 
demnity schedule  throughout  the  country,  as  in- 
tended by  the  action  of  the  House  on  this  matter, 
remains  to  be  seen.  It  can  be  said  however,  the 
report  of  the  reference  committee  that  considered 
Medicare,  clearly  indicates  this  to  be  the  intent. 
The  chief  reason  for  lack  of  complete  unanimity  on 
the  question  apparently  arises  from  the  fact  that, 
either  by  accident  or  design,  the  defense  depart- 
ment assigned  fees  for  certain  services  that  were 
so  much  higher  than  the  average  fee  charged  in 
certain  areas,  that  these  doctors  find  themselves 
never  having  had  it  so  good  before,  and  naturally 
are  strong  supporters  of  Medicare. 

Ethics  Principles 

The  long-discussed  revision  of  the  Principles 
of  Medical  Ethics  finally  received  approval  by  the 
delegates  at  the  New  York  meeting.  Presented  by 
the  Council  on  Constitution  and  Bylaws,  and 
amended  by  reference  committees  and  discussion 
on  the  floor  of  the  house,  it  now  reads  as  follows : 

Preamble 

“These  principles  are  intended  to  aid  physicians 
individually  and  collectively  in  maintaining  a high 
level  of  ethical  conduct.  They  are  not  laws  but 
standards  by  which  a physician  may  determine  the 
propriety  of  his  conduct  in  his  relationship  with 
patients,  with  colleagues,  with  members  of  allied 
professions,  and  with  the  public. 

“ Section  1.  — The  principal  objective  of  the 
medical  profession  is  to  render  service  to  humanity 
with  full  respect  for  the  dignity  of  man.  Physicians 
should  merit  the  confidence  of  patients  entrusted 
to  their  care,  rendering  to  each  a full  measure  of 
service  and  devotion. 

“Section  2.  — Physicians  should  strive  continu- 
ally to  improve  medical  knowledge  and  skill,  and 
should  make  available  to  their  patients  and  col- 

continued  on  page  346 
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ROLICTON8 

Brand  of  Amisometradine 

• oral  b.i.d.  dosage 

• continuous  control  of  edema 


The  new,  highly  effective  oral  diuretic, 
Rolicton,  greatly  simplifies  the  task  of  main- 
taining an  edema-free  state  in  the  patient 
with  congestive  heart  failure.  Rolicton  meets 
the  criteria  for  a dependable  diuretic:  con- 
tinuous effectiveness,  oral  administration 
and  clinical  safety. 

In  extensive  clinical  studies  the  diuretic 
response  clearly  indicates  that  a majority 
of  patients  can  be  kept  edema-free  with 
Rolicton.  In  these  investigations  it  was  noted 
that  side  reactions  were  uncommon.  When 
they  did  occur  they  were  usually  mild. 

In  most  edematous  patients  Rolicton  may 
be  employed  as  the  sole  diuretic  agent.  When 
used  adjunctively  in  severe  cases,  Rolicton 
is  also  valuable  in  eliminating  the  “peaks  and 
valleys”  associated  with  the  parenteral  ad- 
ministration of  mercurial  diuretics. 

One  tablet  of  Rolicton  b.i.d.,  after  meals, 
is  usually  adequate  for  maintenance  therapy 
after  the  first  day’s  dosage  of  four  tablets. 
Some  patients  respond  well  to  one  tablet 
daily.  G.  D.  Searle  & Co.,  Chicago  80,  Illi- 
nois. Research  in  the  Service  of  Medicine. 
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leagues  the  benefits  of  their  professional  attain- 
ments. 

“Section  3.  — A physician  should  practice  a 
method  of  healing  founded  on  a scientific  basis ; 
and  he  should  not  voluntarily  associate  profession- 
ally with  anyone  who  violates  this  principle. 

“Section  4.  — The  medical  profession  should 
safeguard  the  public  and  itself  against  physicians 
deficient  in  moral  character  or  professional  com- 
petence. Physicians  should  observe  all  laws,  uphold 
the  dignity  and  honor  of  the  profession  and  accept 
its  self-imposed  disciplines.  They  should  expose, 
without  hesitation,  illegal  or  unethical  conduct  of 
fellow  members  of  the  profession. 

“ Section  5.  — A physician  may  choose  whom  he 
will  serve.  In  an  emergency,  however,  he  should 
render  service  to  the  best  of  his  ability.  Having 
undertaken  the  care  of  a patient,  he  may  not  neglect 
him ; and  unless  he  has  been  discharged  he  may 
discontinue  his  services  only  after  giving  adequate 
notice.  He  should  not  solicit  patients. 

“Section  6.  — A physician  should  not  dispose  of 
his  services  under  terms  or  conditions  which  tend 
to  interfere  with  or  impair  the  free  and  complete 
exercise  of  his  medical  judgment  and  skill  or  tend 
to  cause  a deterioration  of  the  quality  of  medical 
care. 

“Section  7.  — In  the  practice  of  medicine  a 
physician  should  limit  the  source  of  his  profes- 
sional income  to  medical  services  actually  rendered 
by  him,  or  under  his  supervision,  to  his  patients. 
His  fee  should  be  commensurate  with  the  services 
rendered  and  the  patient’s  ability  to  pay.  He  should 
neither  pay  nor  receive  a commission  for  referral 
of  patients.  Drugs,  remedies  or  appliances  may  be 
dispensed  or  supplied  by  the  physician  provided  it 
is  in  the  best  interests  of  the  patient. 

“Section  8.  — A physician  should  seek  consulta- 
tion upon  request ; in  doubtful  or  difficult  cases  ; or 
whenever  it  appears  that  the  quality  of  medical 
service  may  be  enhanced  thereby. 

“Section  9.  — A physician  may  not  reveal  the 
confidences  entrusted  to  him  in  the  course  of  medi- 
cal attendance,  or  the  deficiencies  he  may  observe 
in  the  character  of  the  patients,  unless  he  is  re- 
quired to  do  so  by  law  or  unless  it  becomes  neces- 
sary in  order  to  protect  the  welfare  of  the  indi- 
vidual or  of  the  community. 

“Section  10.  — 1 he  honored  ideals  of  the  medi- 
cal profession  imply  that  the  responsibilities  of 
the  physician  extend  not  only  to  the  individual,  but 
also  to  society  where  these  responsibilities  deserve 
his  interest  and  participation  in  activities  which 
have  the  purpose  of  improving  both  the  health  and 
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the  well-being  of  the  individual  and  the  com- 
munity.” 

In  approving  the  new  Principles  of  Medical 
-Ethics,  the  House  of  Delegates  also  reaffirmed  the 
“Guides  for  Conduct  for  Physicians  in  Relation- 
ships with  Institutions,”  adopted  in  1951,  and  re- 
quested the  Board  of  Trustees  to  devise  and  initiate 
a campaign  to  educate  both  physicians  and  the 
general  public  to  the  dangers  inherent  in  the  illegal 
corporate  practice  of  medicine  in  its  various  forms. 

Third  Party  Intervention 

The  basic  issue  of  third-party  intervention,  as  it 
affects  the  patient’s  free  choice  of  physician  and 
the  physician’s  method  of  remuneration,  was  set- 
tled when  the  House  adopted  the  “Suggested 
Guides  to  Relationships  Between  State  and  County 
Medical  Societies  and  the  United  Mine  Workers  of 
America  Welfare  and  Retirement  Fund,”  which 
were  submitted  by  the  A.M.A.  Committee  on  Med- 
ical Care  for  Industrial  Workers.  In  approving 
the  guides,  the  House  also  recommended  that  the 
Board  of  Trustees  study  the  feasibility  and  possi- 
bility of  setting  up  similar  guides  for  relations 
with  other  third-party  groups  such  as  management 
and  labor  union  plans. 

The  statement,  which  outlines  both  medical  soci- 
ety and  UMWA  responsibilities,  contains  these 
General  Guides: 

“1.  All  persons,  including  the  beneficiaries  of 
a third-party  medical  program  such  as  the  UMWA 
Fund,  should  have  available  to  them  good  medical 
care  and  should  be  free  to  select  their  own  physi- 
cians from  among  those  willing  and  able  to  render 
such  service. 

“2.  Free  choice  of  physician  and  hospital  by  the 
patient  should  he  preserved  : 

“a.  Every  physician  duly  licensed  by  the 
state  to  practice  medicine  and  surgery 
should  he  assumed  at  the  outset  to  he 
competent  in  the  field  in  which  he  claims 
to  he,  unless  considered  otherwise  by  his 
peers. 

“b.  A physician  should  accept  only  such 
terms  or  conditions  for  dispensing  his 
services  as  will  insure  his  free  and  com- 
plete exercise  of  independent  medical 
judgment  and  skill,  insure  the  quality 
of  medical  care,  and  avoid  the  exploita- 
tion of  his  services  for  financial  profit, 
“c.  The  medical  profession  does  not  con- 
cede to  a third  party  such  as  the  UMWA 
Welfare  and  Retirement  Fund  in  a 
medical  care  program  the  prerogative  of 
passing  judgment  on  the  treatment  ren- 
dered by  physicians,  including  the  ne- 
cessity of  hospitalization,  length  of  stay, 
and  the  like. 
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“3.  A fee-for-service  method  of  payment  for 
physicians  should  be  maintained  except  under 
unusual  circumstances.  These  unusual  circum- 
stances shall  be  determined  to  exist  only  after  a 
conference  of  the  liaison  committee  and  representa- 
tives of  the  Fund. 

“4.  The  qualifications  of  physicians  to  be  on  the 
hospital  staff  and  membership  on  the  hospital  staffs 
is  to  be  determined  solely  by  local  hospital  staffs 
and  by  local  governing  boards  of  hospitals.” 

Social  Security  for  Doctors 

Two  resolutions  favoring  compulsory  inclusion 
of  physicians  in  the  federal  Social  Security  system 
and  another  one  calling  for  a nationwide  refer- 
endum of  A.M.A.  members  on  the  issue  were  re- 
jected by  the  House.  The  delegates  reaffirmed  their 
opposition  to  compulsory  coverage  of  physicians 
under  the  Old  Age  and  Survivors  Insurance  pro- 
visions of  the  Social  Security  Act.  They  also  recom- 
mended a strongly  stepped-up  informational  pro- 
gram of  education  which  will  reach  every  member 
of  the  Association,  explaining  the  reasons  under- 
lying the  position  of  the  House  of  Delegates  on 
this  issue.  The  House  at  the  same  time  reaffirmed 
its  support  of  the  Jenkins-Keogh  Bills. 

Officers  Elected 

Doctor  Gunar  Gundersen  of  LaCrosse,  Wiscon- 
sin, was  the  unanimous  choice  for  president-elect 
to  succeed  Doctor  David  Allman  of  Atlantic  City, 
New  Jersey  who  was  inaugurated  as  the  111th  pres- 
ident at  this  meeting.  Doctor  Gundersen  has  been 
a trustee  since  1948  and  for  the  past  two  years  was 
chairman  of  the  board  of  trustees.  He  will  be  in- 
stalled at  the  annual  meeting  next  June  in  San 
Francisco. 

Dr.  Tom  Douglas  Spies,  director  of  the  depart- 
ment of  metabolism  and  nutrition  at  Northwestern 
University  Medical  School  in  Chicago,  and  a re- 
cipient of  our  Chapin  Oration  award,  received  the 
1957  Distinguished  Service  award  of  the  American 
Medical  Association. 

Another  speaker  at  a very  recent  meeting  of  the 
Rhode  Island  Medical  Society,  Henry  Viscardi, 
Jr.,  of  West  Hempstead,  New  York,  founder  and 
president  of  Abilities,  Inc.,  employing  only  severely 
handicapped  and  disabled  persons,  became  the  third 
layman  in  A.M.A.  history  to  receive  a special 
award  for  outstanding  service  in  contributing  to 
the  public  welfare,  and  for  an  outstanding  service 
in  advancing  the  ideals  of  medicine. 

Among  other  matters  acted  upon  were  : “Essen- 
tials of  an  acceptable  Medical  School,”  and  the 
“Scope,  Objectives  and  Functions  of  Occupational 
Health  Programs.”  Details  of  these  actions  will  lie 
published  presently  in  the  J. A.M.A. 


The  House  further  congratulated  the  Board  and 
the  Committee  on  Poliomyelitis  for  their  prompt 
action  in  stimulating  national  interest  in  the  polio 
immunization  program ; 

Recommended  further  study  and  a progressive 
program  of  action,  probably  including  legislative 
changes,  to  solve  the  problem  of  narcotic  addiction ; 

Urged  a more  careful  screening  of  television 
and  radio  patent  medicine  advertisements ; 

Directed  the  Board  of  Trustees  to  investigate 
the  indiscriminate  use  of  stimulants  such  as  am- 
phetamine, particularly  in  relation  to  athletic  pro- 
grams ; 

Directed  the  Speaker  to  appoint  a committee  of 
five  House  members  to  study  the  Heller  Report,  a 
management  survey  of  the  Association’s  organiza- 
tional mechanisms ; 

Commended  the  Law  Department  for  its  special 
report  on  professional  liability  and  urged  state  and 
county  medical  societies  to  establish  claims  preven- 
tion programs  and  to  show  the  new  film.  “The 
Doctor  Defendant’' ; 

Opposed  the  establishment  of  any  further  vet- 
erans’ facilities  for  the  care  of  non-service-con- 
nected  illnesses  of  veterans ; and 

Condemned  the  compulsory  assessment  of  medi- 
cal men  and  staff  members  by  hospitals  in  fund- 
raising campaigns. 
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The  whole  of  creation  finds  its  purpose  only  in  the 
order  wherein  the  lower  serves  the  higher.  The 
mineral  world  literally  feeds  the  vegetable  world : 
both  of  these  serve  the  animal  world ; all  three  of 
these  lower  forms  of  life  serve  man;  and  man,  to 
achieve  his  perfection,  must  realize  that  he  too  is 
made  to  serve  a higher  power,  God  and  His  moral 
law. 

We  would  not  for  the  world  take  away  the  spe- 
cial skills  which  have  been  developed  by  our  age  of 
specialization  ; we  have  very  much  of  which  we  can 
be  justly  proud.  Since  the  field  of  knowledge  is  so 
extensive,  perhaps  we  need  specialists  because  no 
one  person  could  become  proficient  in  everything. 
We  must  have  those  who  are  not  merely  willing  but 
dedicated  to  the  purpose  of  learning  more  and  more 
about  less  and  less.  But  we  must  be  careful  lest  the 
specialist  assume  that  he  is  the  only  one  in  the  world 
when  he  is  likened  to  the  man  with  a searchlight — 
the  narrower  and  brighter  the  beam,  the  clearer  it 
shows  the  object  on  which  it  is  focused,  but  the 
more  too  it  throws  everything  else  into  darkness. 
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By  proper  planning , the  fortunes  of  men  can  by-pass 
chance , outlast  the  vagaries  of  time  and  endure  for  generations 


Saturday  afternoon  yacht  club  racing  is  this  man’s 
meat.  As  a yachtsman  he  believes  in  making  the  most 
out  of  his  spare  time.  As  a doctor  and  a father  lie 
knows  the  value  of  outdoor  leisure  for  himself  and  his 
family.  He  also  knows  the  importance  of  planning 
ahead  and  the  resulting  peace  of  mind. 

That’s  why  he  created  a Living  Trust  at  the  Rhode 
Island  Hospital  Trust  Company.  For  his  own  retire- 
ment benefit  . . . for  the  security  and  protection  of  his 
family.  These  three  young  sailors  have  a secure  future 
because  their  father  took  the  time  to  investigate  the 
ways  by  which  he  could  guarantee  it. 

Let  Hospital  Trust  show  you  the  varied  advantages 
and  wide  flexibility  that  a modern  trust  possesses. 
Both  life  insurance  and  securities  can  be  used  to  create 


New  England’s  First  Trust  Company 


the  trust.  With  the  help  of  your  attorney,  substantial 
and  legitimate  tax  savings  can  be  made  simply  by 
creating  a trust  that  intelligently  meets  your  needs. 

Find  out  more  about  various  modern  trusts  avail- 
able to  you.  Contact  any  trust  officer  at  15  Westminster 
Street,  Providence  or  the  manager  of  the  Hospital 
Trust  office  nearest  you.  They'll  be  glad  to  arrange  a 
meeting  at  a time  and  place  of  your  choosing. 


Rhode  island 

Hospital  Trust 

COMPANY 


OFFICES  IN  PROVIDENCE  • CRANSTON  • EAST  GREENWICH  ■ EAST  PROVIDENCE  ■ NEWPORT  • PAWTUCKET  ■ WOONSOCKET 

Member  Federal  Reserve  System  ■ Federal  Deposit  Insurance  Corporation 
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HOUSE  OF  DELEGATES 
of  the 

RHODE  ISLAND  MEDICAL  SOCIETY 
Report  of  Meeting  Held  April  24,  1957 


A meeting  of  the  House  of  Delegates  of  the 
Rhode  Island  Medical  Society  was  held  at  the 
Medical  Library,  Providence,  Rhode  Island,  on 
Wednesday,  April  24,  1957.  The  meeting  was 
called  to  order  by  the  president.  Doctor  Charles  L. 
Farrell,  at  8:15  p.m.  The  following  delegates  were 
in  attendance  at  the  meeting : 

KENT  COUNTY:  Russell  P.  Hager,  M.D. ; 
Peter  C.  Erinakes,  M.D. ; Edmund  T.  Hackman, 
M.D.  NEWPORT  COUNTY:  Charles  A.  Serbst, 
M.D. ; Henry  Brownell,  M.D.  PAWTUCKET 
DISTRICT:  Robert  C.  Haves,  M.D. ; Earl  F. 
Kelly,  M.D. ; Hrad  A.  Zolmian,  M.D.  WASH- 
INGTON COUNTY:  Hartford  P.  Gongaware, 
M.D. ; James  A.  McGrath,  M.D. ; Thomas  A.  Nes- 
tor. M.D.  WOONSOCKET  DISTRICT:  Thom- 
as J.  Lalor,  M.D.  OFFICERS  OF  THE  RIMS: 
Charles  L.  Farrell,  M.D. ; Joseph  C.  Johnston, 
M.D. ; George  W.  Waterman,  M.D.;  Thomas 
Perry,  Jr.,  M.D.  PROVIDENCE  MEDICAL 
ASSOCIATION : Charles  J.  Ashworth,  M.D. ; 
Irving  A.  Beck,  M.D. ; Alex  M.  Burgess,  |r., 
M.D. ; Bertram  H.  Buxton,  Jr.,  M.D. ; Wilfred  I. 
Carney,  M.D. ; Francis  H.  Chafee,  M.D. ; William 
B.  Cohen,  M.D. ; Michael  DiMaio,  M.D. ; William 
J.  H.  Fischer,  Jr.,  M.D. ; J.  Merrill  Gibson.  M.D. ; 
Thomas  L.  Greason,  M.D. ; Stanley  Grzebien, 
M.D. ; John  C.  Ham,  M.D. ; Albert  H.  Jackvony, 
M.D. ; Walter  S.  Jones,  M.D. ; Joseph  G.  McWil- 
liams, M.D. ; Arnold  Porter,  M.D. ; William  A. 
Reid,  M.D. ; Louis  A.  Sage,  M.D. 

Also  in  attendance  was  John  E.  Farrell,  Sc.D., 
Executive  Secretary. 

REPORT  OF  THE  SECRETARY 

Doctor  Thomas  Perry,  Jr.  read  his  report,  copy 
of  which  had  been  submitted  to  the  members  of 
the  House  and  copy  of  which  is  made  part  of  the 
official  minutes  of  this  meeting,  as  follows: 

1 he  Council  has  held  one  meeting  since  the  pre- 
vious session  of  the  House  of  Delegates.  Major 
actions  taken  included : 

1 .  1 he  work  of  the  Adult  Polio  Elimination 
Committee,  headed  by  Doctor  John  T.  Barrett,  was 
commended  for  its  completeness  which  attracted 
national  attention  to  the  work  of  the  Society. 

2.  1 he  appointments  of  the  following  commit- 
tees by  the  president  were  approved : 


Lions  Sight  Conservation  Committee:  Doctors 
H.  Frederick  Stephens  and  Lee  G.  Sannella. 
Delegate  to  the  A.M.A.  Medical-Legal  Confer- 
ence : Doctor  F.  Bruno  Agnelli  of  Westerly. 
Delegate  to  the  Maine  Medical  Meeting:  Doctor 
Stanley  Sprague. 

Committee  to  act  on  the  Kent  County  Resolu- 
tion adopted  by  the  House  in  January  (re  ob- 
jection to  silver  nitrate  in  the  eyes  of  the  new- 
born) : Doctors  Peter  C.  H.  Erinakes,  Chair- 
wan;  John  E.  Carey  of  Newport;  Alexander 
Jaworski  of  Pawtucket,  and  Nathaniel  D.  Robin- 
son of  Providence. 

3.  The  Council  reviewed  the  appointment  of 
Mutual  of  Omaha  as  the  fiscal  administrator  in 
Rhode  Island  for  the  Dependents  Medical  Care 
Program,  and  it  authorized  the  president  to  send  a 
letter  to  the  membership  to  inform  them  of  the  So- 
ciety’s position  in  the  next  program. 

4.  It  voted  that  a resolution  be  drafted  for  pres- 
entation to  the  House  of  Delegates  regarding  the 
certain  statements  publicizing  the  Dependents 
Medical  Care  Program  as  set  forth  in  a special 
leaflet  of  the  Department  of  Defense  distributed  to 
all  members  of  the  armed  services. 

5.  It  adopted  a report  of  the  Board  of  Trustees 
relative  to  improvements  and  repairs  to  the  Medical 
Library,  and  it  authorized  the  expenditure  of  sur- 
plus Rhode  Island  Medical  Journal  funds  to 
refurnish  the  Miller  Room  of  the  Library  as  the 
executive  office,  and  to  provide  new  equipment  for 
the  secretarial  staff. 

6.  It  approved  of  the  Ward,  Fisher  and  Com- 
pany to  make  a professional  audit  of  the  Society’s 
finances. 

7.  It  endorsed  in  principle  the  national  essay  con- 
test of  the  Association  of  American  Physicians  and 
Surgeons. 

8.  It  referred  to  the  Fee  Schedule  Committee  a 
request  from  the  U.  S.  Railroad  Retirement  Board 
for  information. 

9.  It  reviewed  a resolution  from  the  Washington 
County  Medical  Society  and  authorized  the  presi- 
dent to  appoint  a committee  to  evaluate  the  most 
effective  methods  for  mass  inoculation  of  the  pub- 
lic against  diseases,  said  committee  to  report  with 
recommendations  to  the  Council. 
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10.  It  disapproved  the  request  of  the  Rhode 
Island  Arthritis  and  Rheumatism  Foundation  for 
endorsement  of  its  state-wide  registration  of  ar- 
thritics. 

11.  It  voted  that  the  secretary  extend  to  Doctor 
Fenwick  Taggart  of  East  Greenwich  the  felicita- 
tions of  the  Society  on  the  occasion  of  the  honoring 
of  him  by  the  citizens  of  East  Greenwich  and  its 
environs  on  Sunday.  May  5,  1957. 

12.  It  authorized  the  executive  secretary  to  rep- 
resent the  Society  at  a planning  committee  meeting 
relative  to  a coordinated  television  program  to  be 
put  on  by  various  health  service  organizations  in 
Rhode  Island  on  health  education  subjects. 

13.  It  received  notification  of  the  appointment 
of  Doctor  William  A.  Reid  by  the  Board  of  Trus- 
tees of  the  American  Medical  Association  as  the 
legislative  key  man  for  this  state. 

14.  It  approved  the  report  of  legal  counsel  rela- 
tive to  the  proposed  chemical  test  law  for  autoists 
as  submitted  to  the  General  Assembly. 

15.  It  renamed  as  the  Society’s  Science  Fair 
Committee  the  following : Doctors  Herman  A. 
Lawson,  Irving  A.  Beck,  and  John  F.  W.  Gilman. 

Doctor  Charles  Farrell  commented  on  the  ap- 
pointment of  the  Mutual  Benefit  Insurance  Com- 
pany of  Omaha  as  the  fiscal  administrator  in  Rhode 
Island  for  the  Medicare  Program,  on  the  request 
for  fee  schedule  information  from  the  United 
States  Railroad  Retirement  Board,  on  the  Mass 
Inoculation  Study  Committee  and  on  the  polio  vac- 
cine distribution. 


ACTION 

It  was  moved  that  the  report  of  the  Secretary  as 
submitted  to  the  House  be  accepted  and  approved. 
The  motion  was  seconded  and  adopted. 

In  answer  to  an  inquiry  from  a member  of  the 
House,  the  president  discussed  some  of  the  prob- 
lems that  had  arisen  in  the  operation  of  the  De- 
pendents’ Medical  Care  Program.  He  reviewed 
correspondence  between  the  Society  and  Major 
General  Robinson,  the  executive  director  in  charge 
of  the  Federal  program.  He  requested  that  further 
discussion  be  deferred  until  the  House  took  action 
on  the  resolution  that  was  to  be  placed  before  it. 

ELECTION  OF  OFFICERS  FOR  1957-1958 

The  president  called  attention  to  the  fact  that  a 
ballot  prepared  by  the  Council  listing  nominees  for 
officers  and  standing  committees  for  1957-1958  had 
been  submitted  in  advance  to  the  members  of  the 
House.  He  called  attention  to  the  fact  that  counter- 
nominations might  be  submitted  by  any  member  of 
the  House  for  any  of  the  nominees. 

There  were  no  counter-nominations. 

(* *Note:  The  complete  list  of  Officers  and  Standing 
Committees  was  published  in  the  May.  1957  issue  of  the 
R.  I.  Medical  Journal.) 


ACTION 

It  was  moved  that  the  slate  of  nominees  for  offi- 
cers and  standing  committees  for 1957-1958*assub- 
mitted  by  the  Council  be  accepted  and  the  Secretary 
instructed  to  cast  one  ballot  for  the  House  electing 
this  slate.  The  motion  was  seconded  and  unani- 
mously passed. 

RESOLUTION  REGARDING 
DOCTOR  FENWICK  G.  TAGGART 

The  secretary  noted  the  resolution  submitted  in 
the  handbook  to  the  House  citing  Doctor  Fenwick 
G.  Taggart  of  East  Greenwich,  copy  of  which  is 
as  follows : 

Whereas  the  Town  of  East  Greenwich  and  its  en- 
virons, in  order  to  show  appreciation  and  gratitude  for 
the  fifty-three  years  of  professional  services  rendered  to 
the  people  of  that  community  by  Doctor  Fenwick  G. 
Taggart,  have  declared  Sunday,  May  5,  1957,  as  Doctor 
Taggart  Day,  and 

Whereas  Doctor  Taggart  has  been  a member  of  the 
Rhode  Island  Medical  Society  for  nearly  fifty  years,  and 
has  contributed  actively  to  the  work  of  the  Society, 
serving  as  its  Vice  President  in  1944-45,  therefore. 

Be  It  Resolved  that  the  House  of  Delegates  of  the 
Rhode  Island  Medical  Society,  assembled  in  meeting 
on  April  24,  1957,  extend  its  sincere  congratulations  to 
Doctor  Fenwick  G.  Taggart  for  his  long  and  devoted 
service  in  meeting  the  medical  needs  of  the  residents  cf 
his  home  town,  and  that  it  also  extend  to  the  citizens 
of  East  Greenwich  and  its  environs  its  appreciation  of 
their  recognition  of  their  senior  physician  in  their  cele- 
bration of  Doctor  Taggart  Day. 

continued  on  page  354 
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eg.  U.  S.  Pat.  Off. 

EDERLE  LABORATORIES  DIVISION.  AMERICAN  CYANAMID  COMPANY.  PEARL  RIVER.  NEW  YORK 


354 


HOUSE  OF  DELEGATES 

continued  from  page  351 

ACTION 

It  was  moved  that  the  resolution  citing  Doctor 
Fenwick  G.  Taggart  he  adopted.  The  motion  was 
seconded  and  unanimously  adopted. 

RESOLUTION  RELATIVE  TO  THE 
JENKINS-KEOGH  TAX  DEFERMENT  BILLS 

The  secretary  called  to  the  attention  of  the  House 
the  resolution  adopted  hy  the  Providence  Medical 
Association  relative  to  the  Jenkins-Keogh  Bills  be- 
fore the  Congress,  copy  of  which  is  as  follows : 

Whereas  it  is  universally  admitted  that  tax  laws  at 
present  discriminate  against  the  self-employed  because 
they  grant  tax  deferment  to  all  officers  and  employees 
of  a corporation  for  all  payments  made  by  such  cor- 
poration to  a pension  plan,  and 

Whereas  the  Jenkins-Keogh  bills,  H.R.9  and  H.R.  10, 
introduced  in  Congress  this  year  to  correct  this  serious 
inequity  and  to  permit  self-employed  persons,  includ- 
ing physicians,  to  enjoy  the  same  tax  advantages  that 
are  extended  to  employees  under  qualified  plans  estab- 
lished by  their  employer,  and 

Whereas  the  enactment  of  this  legislation  will  con- 
tribute to  the  preservation  of  the  conditions  under 
which  independence,  private  initiative  and  self-reliance 
can  be  fostered  by  encouraging  the  self-employed  in- 
dividual to  plan  his  pension  and  retirement  program 
while  he  is  gainfully  employed,  therefore 

Be  It  Resolved,  that  the  House  of  Delegates  of  the 
Rhode  Island  Medical  Society  initiate  immediately  an 
active  program  in  Rhode  Island  to  educate  its  member- 
ship, and  self-employed  persons  in  general,  relative  to 
the  Jenkins-Keogh  bills,  and  that  it  also  urge  upon  the 
Rhode  Island  Congressional  delegation  that  it  support 
the  measures. 

ACTION 

It  was  moved  that  the  resolution  be  adopted.  The 
motion  was  seconded  and  unanimously  passed. 

* * * 

It  was  also  moved  that  the  members  of  the  So- 

ciety he  notified  particularly  regarding  this  reso- 
lution and  be  given  the  names  and  addresses  of  the 
Rhode  Island  Congressional  Delegation,  and  urged 
to  wwite  the  members  of  this  delegation  supporting 
the  legislation.  The  motion  was  seconded  and 
adopted. 

* * * 

RHODE  ISLAND  PHYSICIAN  MEMBERSHIP 

IN  THE  A.M.A. 

The  secretary  called  to  the  attention  of  the  House 
the  resolution  listed  in  the  handbook  relative  to  the 
Rhode  Island  physician  membership  in  the  Amer- 
ican Medical  Association,  copy  of  which  is  as 
follows : 

II  hereas  Rhode  Island  physicians  were  active  in 
the  forming  of  the  American  Medical  Association, 
and  one.  Doctor  Usher  Parsons,  served  as  its  vice- 
president  in  1853,  and 

Whereas  through  the  years  the  membership  of 
the  nation’s  ninth  oldest  state  medical  association, 
the  Rhode  Island  Medical  Society,  has  continuously 
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supported  in  every  way  the  activities  and  work  of 
the  American  Medical  Association,  and 

Whereas,  at  the  Seattle  Clinical  Session  of  the 
American  Medical  Association,  in  December,  1956, 
the  chairman  of  the  Reference  Committee  on  Re- 
ports of  the  Board  of  Trustees  and  the  secretary, 
Doctor  Charles  Hayden  of  Massachusetts,  did  in 
substance  publicly  criticize  for  his  committee  an 
alleged  failure  of  a larger  number  of  Rhode  Island 
physicians  to  he  members  of  the  American  Medical 
Association,  and 

Whereas,  in  fact  88%  of  the  membership  of  the 
Rhode  Island  Medical  Society  were  members  of  the 
American  Medical  Association  as  of  June  30,  1956, 
representing  one  of  the  highest  state  memberships 
on  a voluntary  basis  in  the  country,  therefore, 

Be  It  Resolved,  that  the  Rhode  Island  Medical 
Society,  through  its  House  of  Delegates  in  meeting 
on  April  24,  1957,  do  protest  the  inaccurate  and 
critical  report  of  the  physician  membership  of  this 
state  in  the  American  Medical  Association  as  cited 
in  the  report  to  the  House  of  Delegates  of  the 
American  Medical  Association,  and  as  reported  in 
the  Journal  ok  the  American  Medical  Asso- 
ciation, January  5,  1957,  and  do  request  that  the 
record  he  corrected  accordingly. 

ACTION 

It  w'as  moved  that  this  resolution  be  adopted. 
The  motion  was  seconded  and  passed. 

RESOLUTION  ON  DUES  TO  THE 
AMERICAN  MEDICAL  ASSOCIATION 

'l'he  secretary  called  to  the  attention  of  the  House 
the  resolution  submitted  relative  to  the  payment  of 
annual  dues  to  the  American  Medical  Association, 
copy  of  which  is  as  follows : 

Whereas  the  American  Medical  Association  now 
has  a well  established  and  managed  Membership 
Department  which  is  aided  in  its  work  with  elab- 
orate tabulating  and  recording  machines  for  the 
listing  of  the  membership,  and 

Whereas  each  State  Medical  Association  is  able 
to  provide  the  American  Medical  Association  with 
a roster  of  its  membership  corrected  as  of  any 
specified  date. 

Therefore,  the  House  of  Delegates  of  the  Rhode 
Island  Medical  Society  recommends  that  the  House 
of  Delegates  of  the  American  Medical  Association 
amend  Section  2,  Chapter  III,  of  its  by-laws  by 
deleting  the  words  “to  the  constituent  association 
for  transmittal  to  the  Secretary  of,”  thus  leaving 
the  Section  to  read  : 

“Section  2.  Method  of  Payment.  Each  ac- 
tive member  shall  pay  the  annual  flues  to  the 
American  Medical  Association.” 

ACTION 

It  was  moved  that  the  resolution  be  adopted. 
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The  motion  was  seconded  and  unanimously  passed. 

RESOLUTION  REGARDING  DEPENDENTS’ 
MEDICAL  CARE  PROGRAM 

The  secretary  called  to  the  attention  of  the  House 
the  resolution  submitted  in  the  handbook  relative 
to  the  Dependents’  Medical  Care  Program,  copy  of 
which  is  made  part  of  the  official  minutes  of  the 
meeting. 

Whereas  the  Congress  of  the  United  States,  in  enact- 
ing Public  Law  569,  known  as  the  Dependents  Medical 
Care  Act,  did  intend  that  beneficiaries  of  the  program 
might  receive  said  medical  care  under  civilian  auspices, 
and 

Whereas  the  Congress  did  decree  that  such  civilian 
medical  care,  when  contracted,  "shall  be  subject  to  such 
reasonable  limitations,  additions,  exclusions,  defini- 
tions, and  related  provisions  as  the  Secretary  of  De- 
fense, after  consultation  with  the  Secretary  of  Health, 
Education  and  Welfare,  may  deem  appropriate,”  and 
Whereas , neither  the  Congress  nor  the  Department 
of  Defense  have  the  right  under  the  act  to  impose  their 
requirements  on  any  physician  of  any  state  medical 
association  that  has  not  entered  into  a contract  with  the 
Department  of  Defense  to  provide  medical  service 
under  specified  conditions,  and 

Whereas  the  Office  of  Armed  Forces  Information 
and  Education,  Department  of  Defense,  in  its  brochure 
titled  "Medical  Care  for  Service  Dependents,”  distrib- 
uted to  each  service  member  of  the  armed  forces,  has 
stated  on  page  4 that 

"When  you  seek  civilian  medical  care,  ask  the  doctor 
whether  he  has  agreed  to  accept  the  fee  stipulated  by 
the  Government  as  full  payment  in  your  case.  He 
should  expect  you  to  pay  no  fees  other  than  those 
shown  on  the  opposite  page  ( i.e.  the  first  S 1 5 for 
treatment  of  injuries  outside  a hospital,  the  first  $15 
of  the  charges  for  delivery  in  a home  or  office  if  you 
are  not  hospitalized  later,  costs  above  $75  for  diag- 
nostic tests  before  hospitalization  for  physical  injury 
or  surgery,  or  costs  above  $50  after  hospitalization 
for  physical  injury  or  surgery.)  IF  YOU  DO  PAY 
MORE,  THE  GOVERNMENT  WILL  PAY  NO 
PORTION  OF  THE  BILL.” 

Therefore,  the  House  of  Delegates  of  the  Rhode 
Island  Medical  Society  records  its  objection  to  this 
Department  of  Defense  statement  as  being  inconsistent 
with  the  intent  and  purpose  of  the  legislation,  as  being 
an  unwarranted  attempt  to  force  physicians  to  accept  a 
government  fee  regardless  of  its  adequacy  for  any  given 
area,  as  being  an  unjust  attack  upon  the  medical  pro- 
fession by  threatening  beneficiaries  under  the  program 
denial  of  their  benefits  if  they  don’t  demand  that  the 
physician  accept  the  governmental  allowance,  and  as 
being  unfair  to  the  physicians  who  may  assist  in  the 
program,  but  not  under  a contractual  arrangement 
with  the  federal  Government,  determining  as  they  have 
done  from  time  immemorial  the  patient-physician  rela- 
tionship relative  to  payments  for  services  rendered,  and 
Further,  the  House  of  Delegates  of  the  Rhode  Island 
Medical  Society  urges  that  the  House  of  Delegates  of 
the  American  Medical  Association  give  due  and  careful 
consideration  to  this  objection,  and  in  turn  record  its 
disapproval  of  the  literature  published  by  the  Depart- 
ment of  Defense,  as  noted  in  this  resolution. 

The  resolution  was  discussed  at  length  by  mem- 
bers of  the  House  after  which  the  following  actions 
were  taken : 

1.  It  was  moved  that  the  resolution  minus  the 
final  paragraph  be  adopted  and  a copy  of  it  trans- 
mitted to  the  members  of  the  Rhode  Island  Con- 
gressional Delegation,  and  to  the  Department  of 
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Defense.  The  motion  was  seconded  and  unani- 
mously adopted. 

2.  It  was  moved  that  the  same  resolution  with 
the  addition  of  a final  paragraph,  which  would 
be  amended  to  read  as  follows,  he  included  for 
transmission  to  the  American  Medical  Associa- 
tion : 

"Further,  the  House  of  Delegates  of  the  Rhode 
Island  Medical  Society  urges  that  the  Board  of  Trustees 
of  the  American  Medical  Association  give  due  and 
careful  consideration  to  this  objection  and  in  turn 
record  its  disapproval  of  the  literature  published  by 
the  Department  of  Defense,  as  noted  in  this  resolution.” 

The  motion  was  seconded  and  adopted. 

MEDICARE  DISCUSSION 

Members  of  the  House  discussed  various  phases 
in  the  development  of  the  Medical  Care  Program. 
The  President  read  a communication  similar  to  one 
which  several  doctors  have  already  received  in 
which  the  Executive  Director  of  the  Office  of  the 
Dependents’  Medical  Care  Program  has  indicated 
that  his  Department  has  written  to  the  patients  of 
the  physicians  suggesting  that  they  secure  their 
medical  care  in  the  future  from  other  doctors  who 
will  be  willing  to  sign  the  government’s  claim  form 
accepting  the  fee  allowance  as  total  payment  for 
the  service. 

ACTION 

At  the  conclusion  of  the  discussion  the  following 
actions  were  taken : 

1.  That  the  Society  furnish  the  members  with 
appropriate  stickers  that  may  be  attached  to 
the  claim  form  of  the  Dependents’  Medical 
Care  Program  relative  to  Item  29,  whereby  it 
would  be  indicated  that  the  physician  is  certi- 
fying Sections  A and  B of  Item  29  under  pro- 
test. The  motion  was  seconded  and  adopted. 

2.  It  was  moved  that  a letter  from  the  Society, 
signed  by  the  President,  be  prepared  in  which 
a strong  protest  be  voiced  to  the  action  of 
Major  General  Paul  I.  Robinson,  MC,  Execu- 
tive Director  of  the  Office  for  Dependents’ 
Medical  Care,  in  writing  to  the  patients  of 
Rhode  Island  physicians  stating  that  the  phy- 
sician’s claim  would  be  denied  unless  Item  29 
is  properly  checked,  and  advising  the  patient 
to  be  sure  that  the  next  physician  contacted 
express  his  willingness  to  accept  the  case  un- 
der the  provisions  of  the  Dependents’  Medical 
Care  Program,  and  further  stating  that  the 
Society  intends  to  seek  legal  advice  regarding 
this  action,  and  further  that  this  letter  he  di- 
rected to  the  Secretary  of  Defense  and  a copy 
of  it  sent  to  the  Secretary  of  Health,  Educa- 
tion, and  Welfare,  and  to  the  members  of  the 
Rhode  Island  Congressional  Delegation.  The 
motion  was  seconded  and  adopted. 
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EXECUTIVE  SESSION 

The  president  announced  that  the  House  of  Dele- 
gates would  go  into  executive  session  and  he  turned 
over  the  Chair  as  presiding  officer  to  Doctor  Joseph 
C.  Johnston,  vice-president. 

Upon  the  completion  of  the  Executive  Session, 
the  minutes  of  which  are  part  of  the  official  records 
of  the  Society,  the  House  resumed  its  regular  ses- 
sion to  receive  reports  of  Committees. 

REPORTS  OF  COMMITTEES 

The  secretary  noted  that  the  reports  of  commit- 
tees had  been  mimeographed  and  submitted  to  the 
members  of  the  House  in  their  handbook  before 
the  meeting. 

The  president  asked  for  discussion  on  any  of  the 
reports,  copy  of  each  of  which  is  made  a part  of  the 
official  minutes  of  the  meeting. 

Benevolence  Fund 

Doctor  Arnold  Porter  suggested  that  the  Trus- 
tees of  the  Fund  might  consider  new  methods  to 
secure  the  participation  of  every  member  of  the 
Society  as  a contributor  to  the  Fund.  Other  mem- 
bers of  the  House  discussed  the  possibility  of  an 
assessment,  or  an  addition  to  the  dues  as  a method 
to  secure  unanimous  support  of  the  Benevolence 
Fund  Program. 

ACTION 

It  wras  moved  that  the  Trustees  of  the  Benev- 
olence Fund  he  urged  to  seek  legal  advice  relative 
to  the  advisability  and  feasibility  of  an  annual  as- 
sessment or  other  device  for  taxing  the  members  of 
the  Society,  said  assessment  or  tax  to  he  diverted  to 
the  Benevolence  Fund,  and  further  that  the  Trus- 
tees he  requested  to  report  their  findings  at  the 
meeting  of  the  House  of  Delegates  in  September, 
1957.  The  motion  was  seconded  and  adopted. 

MENTAL  HEALTH  COMMITTEE 

In  addition  to  the  report  in  the  handbook,  Doctor 
Harold  Williams  submitted  the  following  resolu- 
tion from  the  Mental  Health  Committee: 

Whereas  the  Rhode  Island  Medical  Society  has 
learned  with  interest  that  the  Butler  Health  Center 
is  being  established  and, 

Whereas  the  Rhode  Island  Medical  Society  is 
desirous  of  cooperating  in  the  establishment  of  such 
a mental  health  center,  and 

Whereas  at  the  present  time  the  Society  has  only 
indefinite  knowledge  of  the  plans  for  the  operation 
of  the  proposed  Center. 

Therefore  Be  It  Resolved,  that  the  House  of 
Delegates  of  the  Rhode  Island  Medical  Society 
hereby  directs  the  President  of  the  Society  to  com- 
municate with  the  Board  of  Trustees  of  the  Butler 
Health  Center  and  respectfully  request  from  them 
enlightenment  as  to  the  part  the  Butler  Health 
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OUR  FIRST  TEN  YEARS* 

THE  WOMAN’S  AUXILIARY  TO  THE  RHODE  ISLAND  MEDICAL  SOCIETY 
Mrs.  Herbert  E.  Harris  and  Mrs.  Charles  L.  Farrell 


The  Authors.  Mrs.  Herbert  E.  Harris  of  Providence, 
and  Mrs.  Charles  L.  Farrell  of  Pawtucket,  Past 
Presidents  of  the  Auxiliary  to  the  Rhode  Island 
Medical  Society. 


As  two  of  your  ten  past  presidents,  we  have 
■ undertaken  the  task  of  giving  you  some  of  the 
highlights  of  the  last  ten  years  of  the  Woman’s 
Auxiliary  to  the  Rhode  Island  Medical  Society. 

If  it  seems  to  you  that  we  have  given  too  much 
emphasis  on  the  early  days  of  our  society,  it  is  be- 
cause we  know  that  period  best. 

At  the  risk  of  repeating  what  many  of  you  have 
heard  before  and  thereby  boring  you.  we  still 
thought  that  possibly  to  the  new  members  a history 
of  the  organization  of  the  Woman’s  Auxiliary  in 
this  state  might  be  of  interest. 

On  February  5,  1947  Doctor  Herman  C.  Pitts, 
president  of  the  Rhode  Island  Medical  Society,  in- 
vited all  the  wives  of  the  doctors  belonging  to  the 
society  to  meet  at  the  Library.  Ninety-eight  women 
attended  the  meeting. 

Doctor  Pitts  explained  that  the  House  of  Dele- 
gates of  the  State  Medical  Society  had  authorized 
him  to  have  a meeting  of  the  County  Medical  Soci- 
ety presidents  to  discuss  the  possibility  of  having  a 
Woman’s  Auxiliary. 

This  group  had  met  and  approved  the  recom- 
mendation that  an  auxiliary  be  started  if  the  wives 
of  the  physicians  were  interested. 

Therefore,  Doctor  Pitts  stated  that  the  meeting 
of  the  wives  had  been  called  to  discuss  the  matter. 

He  presented  Mrs.  James  R.  Miller  of  Hartford, 
past  president  of  the  Woman’s  x\uxiliary  to  the 
Connecticut  Medical  Society. 

Mrs.  Miller  gave  a most  interesting  talk  about 
auxiliaries  and  explained  the  organization  work  of 
a medical  auxiliary  and  spoke  of  the  duties  and  pro- 
grams of  auxiliaries  in  general. 

After  her  address  and  a question  and  answer 
period,  Doctor  Pitts  asked  the  women  present  if 
they  wished  to  form  a Woman’s  Auxiliary  to  the 
Rhode  Island  Medical  Society. 

The  vote  was  unanimous  in  favor  of  forming 
an  auxiliary. 

♦Presented  at  the  Annual  Meeting  of  the  Woman’s  Auxil- 
iary to  the  Rhode  Island  Medical  Society,  at  Quonset 
Naval  Air  Station,  Quonset,  Rhode  Island.  May  2,  1957. 


Doctor  Pitts  then  announced  that  a temporary 
chairman  should  be  elected.  He  called  for  nomi- 
nations. 

Mrs.  Herbert  E.  Harris  was  nominated  and 
elected  temporary  chairman  of  the  meeting. 

Mrs.  Harris  then  called  for  the  nomination  of 
one  member  from  each  of  the  seven  medical  dis- 
tricts of  the  state  to  form  a committee.  This  com- 
mittee would  serve  as  a board  of  directors  with  the 
officers  until  such  time  as  the  constitution  and  by- 
laws of  the  Auxiliary  should  be  drafted  and  ac- 
cepted by  the  members.  It  was  so  voted. 

Nominations  were  made  from  the  floor  and  the 
first  board  of  directors  was  formed  as  follows : 
For  Woonsocket — Mrs.  Lorenzo  Ernidy 
For  Pawtucket — Mrs.  Henry  J . Hanley 
For  Bristol— M rs.  Arcadie  Giura 
For  Newport — Mrs.  Alfred  Tartaglino 
For  Washington — Mrs.  Thomas  Nestor 
For  Kent — Mrs.  Stanley  D.  Davies 
For  Providence — Mrs.  Thomas  J . Dolan 

Mrs.  Harris  then  asked  that  this  committee  be 
allowed  to  serve  as  the  nominating  committee  to 
bring  in  a slate  of  officers  who  should  serve  until 
the  constitution  should  be  adopted.  It  was  so  voted. 

The  committee  retired  and  later  presented  in 
nomination : 

For  President — Mrs.  Herbert  E.  Harris 
For  Vice  President — Mrs.  Guy  Wells 
For  Secretary — Mrs.  Charles  L.  Farrell 
For  Treasurer — Mrs.  Jesse  P.  Eddy  III 
The  above  slate  was  elected. 

The  meeting  then  adjourned. 

The  first  luncheon  meeting  was  held  May  5. 
1947.  At  that  time  there  were  241  paid  members. 

At  that  meeting  the  constitution  and  by-laws  of 
the  Woman’s  Auxiliary  to  the  Rhode  Island  Medi- 
cal Society  were  presented  and  ratified. 

The  temporary  officers  and  the  temporary  board 
of  directors  were  elected  for  the  ensuing  year. 

On  October  5.  1948  two  scholarships  for  nurses 
of  $160  each  were  established.  They  were  named 
the  Lilian  Winsor  Harris  scholarships  in  honor  of 
our  first  president  and  were  to  lie  granted  alter- 
nately to  those  hospitals  with  schools  of  nursing. 

Each  succeeding  year,  two  or  more  scholarships 
have  been  granted.  The  money  for  them  has  been 
raised  each  year  by  holding  a rummage  sale  until 
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1957.  This  year  scholarship  money  has  been  raised 
by  having  a successful  dessert  bridge  with  Mrs. 
Richard  Haverly  as  chairman. 

During  the  year  1951,  it  was  voted  that  in  the 
future  the  president  should  be  allotted  $300  toward 
her  expenses. 

In  the  spring  of  1951  the  Woonsocket  Auxiliary 
was  formed. 

During  1951  and  1952  the  auxiliary  sponsored 
lectures  on  socialized  medicine  with  a speaker’s 
bureau  of  doctors  and  doctors’  wives. 

In  the  fall  of  1953  our  first  dinner-dance  was 
held  at  the  Biltmore  Hotel.  It  was  a tremendous 
success,  both  socially  and  financially.  In  fact  it  was 
such  a success  that  a dinner-dance  has  been  held 
each  year. 

The  additional  revenue  from  these  dances  has 
enabled  us  to  give  more  nurses’  scholarships,  to 
contribute  generously  to  the  Medical  Education 
Fund  and  to  our  Benevolent  Fund. 

During  the  past  ten  years  our  members  have  been 
active  in  supporting  civic  and  national  health  proj- 
ects, etc.  Many  of  our  members  are  leaders  in  va- 
rious community  projects  such  as  the  Red  Cross, 
Crippled  Children,  Parent-Teacher  Associations, 
and  so  forth. 

Kent  County  Auxiliary  was  organized  in  1954. 

With  only  two  county  auxiliaries  formed  most 
of  our  membership  consists  of  members-at-large. 
Our  total  membership  is  540. 

We  have  shown  steady  growth  during  the  past 
ten  years  under  the  leadership  of  our  presidents 
and  of  the  officers  serving  with  them,  and  of  their 
devoted  committee  chairmen. 

At  this  tenth  anniversary  it  is  fitting  to  honor  the 
presidents  of  this  auxiliary  who  have  served  during 
these  ten  years.  Namely : Mrs.  Herbert  E.  Harris, 
Mrs.  J.  Murray  Beardsley,  Mrs.  William  N. 
Hughes,  Mrs.  Charles  L.  Farrell,  Mrs.  Joseph  C. 
Johnston,  Mrs.  Banice  Feinberg,  Mrs.  Daniel  V. 
1 roppoli,  Mrs.  Henry  E.  Utter,  Mrs.  Patrick  A. 
Durkin,  and  Mrs.  H.  Frederick  Stephens. 

In  closing,  we  give  special  thanks  to  Mr.  John  E. 
Farrell,  executive  secretary  of  the  Rhode  Island 
Medical  Society,  for  his  patience  and  ever-ready 
advice  and  support. 

We  trust  that  at  the  close  of  this  tenth  year,  we 
have  become  an  asset  and  not  a liability  to  the 
Rhode  Island  Medical  Society. 


Save  Saturday,  October  19 
Annual  Auxiliary  Dance 
at  the 
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CITATION  TO  CHARLES  L.  FARRELL,  M.D. 

97th  President,  The  Rhode  Island  Medical  Society 

Delivered  at  the  Annual  Dinner  of  the  Society,  at  Providence,  Rhode  Island,  on  the  occasion  of 
the  146th  Annual  Meeting,  May  2,  1957,  by  Charles  J.  Ashworth,  m.d..  Anniversary  Chairman 


Honour  a physician  with  the  honour  due  unto  him 
for  the  uses  which  ye  may  have  of  him. 

The  skill  of  the  physician  shall  lift  up  his  head; 
and  in  the  sight  of  great  men  he  shall  he  in  admira- 
tion. 

Then  give  place  to  the  physician,  for  the  Lord 
hath  created  him;  let  him  not  go  from  thee,  for  thou 
has  need  of  him. 

These  verses  from  Ecclesiasticus,  chapter 
XXXVIII,  of  the  Old  Testament,  have  no  less 
appropriation  this  evening  than  at  any  prior  time. 
The  cultural  literature  of  the  ancients,  as  well  as 
medieval  and  modern  scholars,  has  bequeathed  to 
us  tomes  of  verse  and  prose,  the  purpose  of  which 
was  achieved  by  imitating  these  biblical  verses  in 
depicting  the  physician  as  a man  apart. 

Robert  Louis  Stevenson  said : “There  are  men 
and  classes  of  men  that  stand  above  the  common 
herd ; the  soldier,  the  sailor,  and  the  shepherd  not 
infrequently,  the  physician  almost  as  a rule.  He  is 
the  flower  of  our  civilization.  Generosity  he  has, 
such  as  is  possible  to  those  who  practise  an  art  — 
never  to  those  who  drive  a trade ; discretion  tested 
by  a hundred  secrets,  tact  tried  in  a thousand  em- 
barrassments, and  what  are  more  important,  Hera- 
clidan  cheerfulness  and  courage.  So  it  is  that  he 
brings  air  and  cheer  into  the  sick  room,  and  often 
enough,  though  not  so  often  as  he  wishes,  brings 
healing.”  So  oft-repeated  and  aphoristic,  is  the 
statement  that  medicine  is  both  an  art  and  a sci- 
ence. Its  modern  characterization  by  Osier,  as  an 
art  of  probability  and  a science  of  uncertainty, 
surely  keeps  us  mindful  of  its  implications,  despite 
medicine’s  expanding  horizons  in  both  the  artistic 
and  scientific  spheres.  In  this  second  half  of  medi- 
cine's greatest  century,  however,  we  are  con- 
strained to  admit  that  the  art  has  come  closer  to  the 
endpoint  of  probability  and  the  science  is  emerging 
immeasurably  from  Oslerian  uncertainty. 

There  are  reasons  for  this  progress,  but  of  all 
that  can  be  enumerated,  each  can  be  reduced  to  a 
common  denominator,  Man , the  Physician. 

So  true  it  is  that  this  noble  profession  of  medi- 
cine, embraces  an  almost  indescribable  variety  of 
personality  as  well  as  incalculable  and  often  un- 
tapped sources  of  talent,  and  occasionally  con- 


cealed genius.  Only  time  can  measure  the  sum  of 
epithets  applied  to  doctors  including  as  it  does,  the 
sublime  admonition  of  St.  Luke,  “Physician  heal 
thyself,”  as  well  as  the  ridiculous  humor  of  current 
wags.  But  tonight  we  honor  a physician,  in  private 
practice  for  more  than  a quarter  of  this  century, 
whose  dedication  and  devotion  to  the  progress  and 
advance  of  medicine,  marks  him  as  one  of  the 
outstanding  reasons  why  the  probability  of  the  art 
and  the  uncertainty  of  the  science  has  lessened. 
Lortunate  indeed  is  his  community,  city,  and  state 
for  the  choice  of  location  he  made  in  these  planta- 
tions, after  a professional  preparation  which  in- 
cluded not  only  medicine,  but  dentistry  and  phar- 
macy as  well. 

The  range  and  variety  in  the  practice  of  medi- 
cine that  your  president  has  experienced  in  his 
professional  life,  almost  defies  disclosure,  extend- 
ing as  it  does  from  the  salvage  of  an  infant’s  life 
at  midnight,  in  the  fourth  floor  kitchen  of  a tene- 
ment block,  to  educating  our  great  American  public 
in  the  middle  of  the  morning,  on  a nation-wide  TV 
program,  about  medical  economics  and  doctor- 
patient  relationship  in  the  matter  of  physicians’ 
charges. 

His  ascent  in  the  clinical  field  from  a solo  prac- 
titioner to  founder  and  director  of  his  own  clinic 
in  Pawtucket,  has  been  paralleled  by  a similar  rise 
in  the  ranks  of  organized  medicine.  President  of 
his  county  medical  society,  a member  of  the  state 
board  of  examiners  in  licensure  in  Rhode  Island, 
past  president  of  the  American  Association  of 
Physicians  and  Surgeons,  past  president  of  the 
Conference  of  Presidents,  delegate  to  the  Ameri- 
can Medical  Association,  a director  of  Physicians 
Service  and  Blue  Cross,  and  president  of  the 
Rhode  Island  Medical  Society,  is  by  no  means,  an 
all-inclusive  list  of  Doctor  Larrell’s  activities.  His 
avocations,  similarly,  have  covered  wide  fields.  The 
theater  has  provided  an  area  for  his  participation 
as  an  actor,  producer,  director,  and  critic.  Only  a 
visit  to  his  home  could  make  one  appreciative  of  his 
artistic  ability  and  skill  as  a painter.  Athletically, 
though  one  would  not  suspect  it,  he  is  not  only  a 
skier  but  a skater,  having  for  many  years  directed 
the  Providence  Skating  Club.  And  with  the  zest  of 
a true  bon  vivant,  he  has  a suitable  background  for 
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the  projection  of  these  accomplishments  in  the  lore 
of  extensive  travel  both  at  home  and  abroad. 

In  this  year  now  ending,  the  146th  of  the  Rhode 
Island  Medical  Society,  many  difficult  problems 
have  been  encountered  under  the  leadership  of 
Charlie  Farrell.  The  trouble  with  most  of  us  in 
trying  times  is  that  we  stop  trying,  and  while 
chance  fights  on  the  side  of  the  prudent,  prudence, 
while  keeping  us  safe,  does  not  always  keep  us 
happy. 

Decision,  as  Longfellow  once  said,  can  never  be 
recalled,  but  leadership  in  medicine  as  in  other  en- 
deavors, demands  that  fearless  sterling  degree  of 
it  that  our  state  society  has  had  the  fortunate 
privilege  of  enjoying  this  year. 

To  no  member  of  the  medical  profession  in 
Rhode  Island  does  this  society  owe  a greater  debt 
for  the  devoted  enthusiasm,  tenacity,  and  coura- 
geous inspiration,  he  has  carried,  into,  and  through 
his  term  of  office.  One  of  the  few  among  local 
doctors  to  perceive  the  ever  mounting  importance 
of  the  socio-economic  aspect  of  the  modern  prac- 
tice of  medicine,  he  has  alerted  us  to  maintain  a 
precaution  against  the  many  occult  dangers,  that 
have,  and  continue  to  threaten  the  dignity  and  free- 
dom of  the  medical  profession.  National  recogni- 
tion of  this  proclivity  is  obvious  in  his  choice 
among  seventeen  citizens  picked  from  the  entire 
country,  to  serve  as  a consultant  to  the  Federal 
Department  of  Health,  Education,  and  Welfare,  in 
Washington,  for  the  adjudication  of  disability 
problems  of  the  amended  Social  Security  Act. 

An  English  bard,  the  centenary  of  whose  birth 
was  celebrated  in  July  of  last  year,  was  unwittingly 
prophetic  of  a plague  afflicting  American  medicine 
today,  the  cure  or,  at  least  the  correction  of  which, 
lies  in  such  capable  hands  throughout  the  ranks  of 
organized  medicine,  as  those  of  Doctor  Farrell, 
and  for  the  solution  of  which  there  is  no  antibiotic 
or  wonder  drug.  George  Bernard  Shaw,  out  of  a 
torrent  of  unjustifiable  condemnations  of  practi- 
tioners of  medicine  in  England,  either  uncon- 
sciously, or  from  an  impelling  and  irresistible  im- 
pulse, said : “The  demands  of  this  poor  public  are 
not  reasonable,  but  they  are  quite  simple.  It  dreads 
disease  and  desires  to  be  protected  against  it.  But 
it  is  poor,  and  wants  to  be  protected  cheaply.  Sci- 
entific measures  are  too  hard  to  understand,  too 
costly,  too  clearly  tending  towards  a rise  in  rates. 
What  the  public  wants  therefore,  is  a cheap  magic 
charm  to  prevent,  and  a cheap  pill  or  potion,  to  cure 
all  disease.  It  forces  all  such  charms  on  the  doc- 
tors.” 

This  isolated  sample  of  the  thinking  that  influ- 
enced Great  Britain  early  in  this  century,  is  now  a 
legislative  and  a social  specter  of  our  present  gen- 
eration. Just  a little  over  fifty  years  ago,  Grover 
Cleveland,  then  President  of  the  United  States, 
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said  without  realizing  the  path  along  which  history 
and  our  socialistic  excursions  would  take  us : “A 
prevalent  tendency  to  disregard  the  limited  mission 
. of  this,  the  President’s  power  and  duty,  I think- 
should  be  steadfastly  resisted  to  the  end  that  the 
lesson  should  be  constantly  enforced  that  though 
the  people  support  the  government,  the  govern- 
ment should  not  support  the  people.” 

Without  minimizing  in  any  sense,  the  tremen- 
dous aid  to  our  national  health  problems,  supplied 
not  only  by  our  profession,  but  by  social,  govern- 
mental. and  insurance  agencies,  and  emanating  as 
it  does,  from  a moral  impetus  to  provide  the  best 
medical  care  for  the  most,  irrespective  of  social 
status,  our  president,  Doctor  Charles  L.  Farrell, 
stands  out  as  a leader  against  all  threats  to  our 
system  of  medical  practice  as  you  and  I know  it. 

Doctor  Farrell:  There  are  times  when  experi- 
ence must  bow  to  reason.  While  you  have  never 
been  drowned  in  renown,  or  have  been  worn  out 
with  glory,  you  are  now  a victim,  not  an  accom- 
plice, I am  sure,  of  the  esteem  in  which  your  con- 
freres hold  you.  And  I am  not  unmindful  of  the 
honor  and  privilege  that  falls  to  me  on  this  occa- 
sion, of  presenting  you  with  this  traditional  me- 
mento of  the  authority  you  have  exercised  with 
such  prudence  and  restraint.  Doing  easily  what 
others  have  found  difficult  is  talent,  but  doing  what 
is  seemingly  impossible  for  talent,  is  genius. 

Ladies  and  gentlemen,  may  I present  an  out- 
standing gentleman  — a man  who  can  disagree 
without  being  disagreeable  — the  97th  president  of 
the  Rhode  Island  Medical  Society,  Doctor  Charles 
Lawrence  Farrell. 
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Meat . . . 

Good  Nutrition  and  the 
Metabolic  Changes  of  Adolescence 

The  sharp  increase  in  nutritional  requirements  during  adolescence 
is  ascribed  to  the  rapid  growth,  restless  activity,  high  basal  metabolism, 
and  increased  rate  of  organ  development  during  this  period.1’  2 Nutri- 
ent needs  during  adolescence  are  higher  than  at  any  other  period  of 
life3  except  for  pregnancy  and  lactation. 

In  order  to  satisfy  these  extremely  high  nutritional  requirements, 
“protective”  foods  supplying  liberal  amounts  of  protein,  vitamins,  and 
minerals  should  predominate  in  adolescent  diets.3  Such  foods  include 
meat,  poultry,  fish,  milk,  eggs,  vegetables  and  fruits,  and  whole-grain 
or  enriched  cereals  and  enriched  bread.  Accessory  foods  commonly 
eaten  by  adolescents  to  satisfy  emotional  needs  may  provide  energy, 
but  are  commonly  responsible  for  obesity  and  should  not  take  the  place 
of  the  “protective”  foods. 

Meat  contributes  much  toward  making  the  daily  meals  of  adoles- 
cents appetizing,  ample,  and  satisfying  as  well  as  adequate  in  protein, 
B vitamins,  iron,  phosphorus,  potassium,  and  magnesium.  Its  complete 
protein  functions  in  all  physiologic  mechanisms  utilizing  protein — tissue 
growth  and  replacement,  fabrication  of  enzymes,  hormones,  and  anti- 
bodies, and  maintenance  of  the  body’s  fluid  balance.  Its  B vitamins 
and  minerals  take  part  in  many  processes  of  intermediate  metabolism 
important  in  body  development. 

1.  Toverud,  K.  U.;  Steams,  G.,  and  Macy,  I.  G.:  Maternal  Nutrition  and  Child  Health.  An  Inter- 
pretative Review,  Washington,  D.C.,  National  Research  Council,  National  Academy  of  Sciences, 
Bull.  No.  123,  1950,  p.  115. 

2.  Proudfit,  F.  T.,  and  Robinson,  C.  H.:  Nutrition  and  Diet  Therapy,  ed.  11,  New  York,  The 
Macmillan  Company,  1955,  p.  271. 

3.  Martin,  E.  A.:  Roberts’  Nutrition  Work  with  Children,  Chicago,  The  University  of  Chicago 
Press,  1954,  pp.  231-236. 


The  nutritional  statements  made  in  this  advertisement 
have  been  reviewed  by  the  Council  on  Foods  and  Nutri- 
tion of  the  American  Medical  Association  and  found 
consistent  with  current  authoritative  medical  opinion. 
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Center  proposes  to  play  in  the  furtherance  of  men- 
tal health  in  Rhode  Island. 

There  was  discussion  of  the  report. 

ACTION 

It  was  moved  that  the  House  table  the  report  of 
the  Committee  on  Mental  Health.  The  motion  was 
seconded  and  adopted. 

* * * 

ACTION 

It  was  moved  that  the  House  adopt  the  resolution 
submitted  by  the  Committee  on  Mental  Health. 
The  motion  was  seconded  and  passed. 

TRUSTEES 

The  president  called  attention  to  the  outstanding 
work  of  the  Board  of  Trustees  under  the  chair- 
manship of  Doctor  Joseph  C.  Johnston,  citing  the 
many  improvements  that  have  been  made  to  the 
Medical  Library  during  the  past  year.  He  com- 
mended the  Trustees  for  their  outstanding  work. 
* * * 

ACTION  ON  COMMITTEE  REPORTS 

It  was  moved  that  the  following  reports  as  sub- 
mitted to  the  House  of  Delegates  be  approved  and 
placed  on  file:  Benevolence  Fund,  Blood  Bank 
Committee,  Disaster  Committee,  Federal  Medical 
Services,  Medical  Defense  and  Grievance,  Child- 
School  Health,  Polio  Campaign,  Group  Profes- 
sional Liability  Insurance,  Industrial  Health, 
Board  of  Trustees  of  Medical  Library,  and  Vet- 
erans’ Affairs.  The  motion  was  seconded  and 
adopted. 

REMARKS  OF  THE  PRESIDENT 

Doctor  Farrell  noted  that  with  the  conclusion  of 
this  meeting  of  the  House  his  services  as  presiding 
officer  would  be  concluded  and  he  expressed  his 
appreciation  of  the  honor  that  had  been  given  to 
him  by  the  Society  and  the  loyalty  and  support  he 
had  received  throughout  the  year  from  the  House 
of  Delegates. 

The  House  applauded  the  president  at  the  con- 
clusion of  his  remarks  and  the  meeting  was  ad- 
journed at  10:40  p.m. 

Respectfully  submitted, 

Thomas  Perry,  Jr.,  m.d.,  Secretary 

BENEVOLENCE  FUND 

During  the  year  the  trustees  of  the  Benevolence 
Fund  allocated  money  from  the  fund  to  aid  two 
physicians  and  their  families. 

Early  this  year  a second  appeal  was  sent  to  every 
member  of  the  Society  to  contribute  to  the  fund. 
As  the  result  of  this  request  we  have  received  from 
111  doctors  a total  of  $1746. 
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The  total  funds  on  deposit  to  the  Benevolence 
Fund  to  this  date  are  $3020.91. 

David  Freedman,  m.d. 

Henry  Hanley,  m.d. 

George  W.  Waterman,  m.d. 

* * * 

DISASTER  COMMITTEE 

Members  of  tbe  Disaster  Committee  have  par- 
ticipated in  two  national  defense  exercises  in  the 
past  year.  Both  exercises  involved  a simulated 
atomic  bomb  being  dropped  in  other  parts  of  the 
United  States,  as  well  as  New  England,  and  the 
City  of  Providence  being  a designated  target  area 
both  times.  The  control  center  for  the  various  de- 
fense units,  as  well  as  the  medical  unit,  was  compe- 
tently staffed  twenty-four  hours  a day  by  fellow 
members  of  the  Rhode  Island  Medical  Society. 

The  problems  that  were  encountered  were  of 
tremendous  proportions  and  at  times  discouraging 
hut  the  manner  in  which  they  were  handled  during 
the  second  test  as  against  the  first,  only  helped 
prove  that  increasing  knowledge  and  experience  in 
these  exercises  were  most  beneficial  to  all  personnel 
involved. 

At  the  present  time  representatives  of  the  Dis- 
aster Committee  are  working  with  representatives 
of  the  Civil  Defense  Emergency  Hospital  Com- 
mittee in  the  apportioning  of  200  bed  emergency 
hospitals  for  the  State  of  Rhode  Island. 

Francis  W.  Nevitt,  m.d..  Chairman 

BLOOD  BANK  COMMITTEE 

The  Committee  filed  a detailed  report  to  the 
House  of  Delegates  for  its  meeting  in  January  and 
in  this  report  the  activities  of  the  Committee  during 
the  previous  months  were  completely  described. 
Since  January  the  Committee  has  continued  its 
studies  relative  to  arrangements  with  the  Northeast 
District  Clearing  House  Program.  This  will  take 
a considerable  period  of  time  to  complete  and  it 
will  serve  as  one  of  the  major  projects  for  the 
coming  year. 

Herbert  Fanger,  m.d.,  Chairman 
* * * 

FEDERAL  MEDICAL  SERVICES 
COMMITTEE 

The  only  new  business  to  lie  reported  by  this 
Committee  is  the  appointment  of  Doctor  William 
A.  Reid  as  the  “key”  legislative  representative  in 
Rhode  Island.  Doctor  Reid  has  kindly  accepted 
this  assignment. 

Arthur  E.  Hardy,  m.d.,  Chairman 
* * * 

COMMITTEE  ON  DEFENSE  AND 
GRIEVANCE 

During  the  past  year  the  Committee  has  consid- 
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ered  twelve  cases  of  grievance  and  eight  of  threat- 
ened litigation  against  members  of  the  Society,  in 
which  professional  liability  was  alleged.  In  well 
over  50%  of  the  grievance  cases,  the  word  or  act  of 
another  doctor  has  precipitated  the  complaint.  The 
committee  has  invariably  succeeded  in  satisfying 
the  complainant. 

Court  actions,  which  had  all  but  disappeared  last 
year,  have  erupted  again.  The  pecuniary  motive  is 
paramount  in  this  group.  Resentment  is  very  sec- 
ondary and  often  absent.  There  is  no  cause  for 
alarm  but  each  and  every  case  must  be  carefully 
evaluated  and  regarded  as  potentially  serious. 

Francis  B.  Sargent,  m.d.,  Chairman 
* * * 

CHILD-SCHOOL  HEALTH  COMMITTEE 
AND 

POLIO  COMMITTEE 

Many  of  the  activities  of  your  committee  this 
past  year  have,  from  necessity,  been  related  to  the 
problem  of  the  Salk  vaccine  distribution.  An  “All- 
Out  Polio  Elimination  Campaign’’  was  instituted 
in  February  to  encompass  all  ages  and  to  continue 
for  two  months.  This  campaign  was  most  success- 
ful but  was  hampered  in  its  latter  part  by  a scarcity 
of  vaccine.  We  hope  that  when  supplies  improve 
all  members  of  the  Society  will  resume  their  inter- 
est and  cooperation  in  making  their  series  available 
to  all  people  interested  in  getting  their  inoculations. 
It  is  gratifying  to  hear  that  the  Rhode  Island  Med- 
ical Society’s  crusade  has  been  considered  one  of 
the  best  in  the  country. 

We  have  explored  the  idea  of  sponsoring  a panel 
on  "Juvenile  Delinquency’’  for  professional  people 
in  cooperation  with  the  American  Academy  of 
Pediatrics,  Rhode  Island  Chapter  and  the  State. 
Preliminary  plans  are  being  worked  out  by  Doctor 
Herman  Marks  and  Doctor  Ruth  Appleton  for  this 
project. 

We  have  discussed  with  the  local  press  the  possi- 
bility of  a series  of  articles  stressing  Child  Safety 
and  Accident  Prevention.  This,  we  hope,  will  ap- 
pear in  the  Providence  papers  at  some  not  too  dis- 
tant date. 

Following  our  evaluation  of  the  medical  services 
of  the  Providence  School  Department  which  was 
completed  last  year,  we  have  examined  the  medical 
policies  of  the  Warwick  School  Department  with 
their  executives  and  physicians  and  find  an  excel- 
lent potential  medical  service. 

Meetings  have  been  held  with  representatives  of 
the  Rhode  Island  Heart  Association,  Rhode  Island 
State  Department  of  Health  and  the  United  States 
Public  Health  Service  regarding  control  and  study 
of  an  outbreak  of  streptococcus  infection  in  Rhode 
Island  early  in  1957.  A letter  was  sent  to  all  mem- 
bers informing  them  of  the  status  of  the  outbreak 
and  outlined  suggested  treatment. 

John  T.  Barrett,  m.d.,  Chairman 

continued  on  next  page 
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COMMITTEE  ON  GROUP  PROFESSIONAL 
LIABILITY  INSURANCE 

A year  ago  we  had  199  doctors  insured  in  our 
program.  $10,610.07  had  been  collected  in  pre-. 
miums  and  a 15%  dividend  was  distributed  to 
members.  There  were  no  underwriting  losses. 

In  the  past  year  we  have  added  63  doctors  and 
collected  a premium  of  $14,924.10.  A 15%  divi- 
dend will  again  be  paid  on  May  1,  1957.  Under- 
writing losses  by  the  carrier  totaled  less  than  $500. 
The  total  premiums  collected  for  our  first  two  years 
have  been  $26,534.17  and  the  underwriting  losses 
under  $500.  It  is  naive  to  expect  this  ratio  to  con- 
tinue. Based  on  the  losses  of  the  years  1949-1953 
our  rates  will  be  increased  this  year.  In  the  case  of 
the  surgeons  the  increase  will  be  substantial.  'I  bis, 
of  course,  applies  to  all  companies  writing  this  in- 
surance in  Rhode  Island  and  goes  along  with  the 
situation  in  the  entire  country.  Only  ten  states  have 
lower  rates  than  ours. 

Anticipating  the  possibility  of  severe  losses  by 
other  carriers  we  have  asked  for  a special  rating 
for  the  members  in  our  group.  Our  carrier  takes 
the  stand  that  we  must  have  at  least  a membership 
of  400  and  yearly  premiums  of  $40,000  to  $50,000 
before  they  will  ask  the  insurance  commissioner  for 
a special  rate.  The  committee  will  continue  to  work 
for  this  objective  and  in  the  meantime  we  must 
cooperate  in  trying  to  recruit  at  least  another  150 
members. 

Francis  B.  Sargent,  m.d.,  Chairman 

=t=  * * 

COMMITTEE  ON  INDUSTRIAL  HEALTH 

Several  meetings  have  been  held  throughout  the 
year.  It  is  pleasing  also  to  report  that  the  attend- 
ance of  members  of  the  committee  and  as  chairman 
I express  my  appreciation  to  them  for  their  dis- 
cussions. comments  and  suggestions. 

A brief  for  the  conducting  of  Annual  Physical 
Examinations  of  Executives  has  been  prepared 
and  adopted  by  the  Committee  for  consideration 
by  the  House  of  Delegates. 

The  Rhode  Island  Industrial  Nurses’  Associa- 
tion presented  a “Criteria  for  Employment  of 
Nurses”  for  approval.  As  the  members  of  this 
committee  had  so  many  and  varied  suggestions  for 
revision,  a subcommittee  of  two  physicians  was 
appointed.  This  subcommittee  met  with  a commit- 
tee from  the  Rhode  Island  Industrial  Nurses’  Asso- 
ciation and  endeavored  to  clarify  our  stand  on  cer- 
tain vital  points.  No  further  action  can  be  taken 
until,  if,  and  when  such  revisions  as  were  suggested 
have  again  been  presented  to  us. 

The  activating  of  a certain  provision  of  the  State 
Workmen’s  Compensation  Law  relating  to  the 
diagnosis  in  relation  to  hack  injuries  has  been 
tabled,  with  the  thought  that  it  should  he  the  duty 
of  the  Advisory  Committee  to  the  Commission  to 


RHODE  ISLAND  MEDICAL  JOURNAL 

clarify  and  activate  such  provision. 

A Brief,  regarding  the  latest  in  Pesticides  and 
the  new  federal  law  which  will  take  most  of  the 
danger  to  the  human  race  out  of  their  use  has  been 
submitted. 

Stanley  Sprague,  m.d..  Chairman 

EXECUTIVE  HEALTH  EXAMINATIONS 
Periodic  Executive  Examinations 

Periodic  executive  examinations  should  he  en- 
couraged. The  benefits  to  management  and  the 
individual  are  enormous.  The  physical  problems 
of  the  aging  and  the  special  stresses  and  strains 
both  physiological  and  emotional  demanded  of  ex- 
ecutives are  important  criteria  for  promotion,  job 
stability  and  the  preservation  of  the  individual’s 
health. 

Type  and  Scope  of  Examination 

Because  of  the  variety,  types,  sizes,  etc.  of  local 
industry  and  the  cost  and  ages  of  the  examinees 
involved,  it  should  be  up  to  the  individual  Plant 
Physician  to  determine  the  scope  and  thoroughness 
of  the  examination.  However,  it  is  felt  that  each 
examination  should  include  a complete  history  and 
physical  examination,  rectal,  E.K.G.,  Chest  X ray, 
urinalysis,  and  blood  chemistry. 

Examination  Results 

The  consensus  of  opinion  is  that  ( regarding  re- 
porting examination  results)  that  the  results  should 
he  confidential  and  the  physician-patient  relation- 
ship be  retained.  In  certain  cases  where  conditions 
were  found  that  would  necessitate  a disclosure  to 
management,  the  examinee  should  he  so  advised 
and  his  permission  to  so  report  requested. 

It  is  believed  that  most  executives  will  take  ad- 
vantage of  a periodic  health  examination  on  a vol- 
untary basis.  It  is  also  felt  that  promotion  or  ad- 
vancement should  he  preceded  by  a physical  exam- 
ination. However,  if  the  company  policy  is  such  as 
to  require  such  examination  for  promotion  or  ad- 
vancement. this  would  not  be  a matter  in  which  the 
medical  service  would  be  directly  involved. 

Adopted  by  the  Industrial  Health  Committee  of 
the  Rhode  Island  Medical  Society,  January  29, 
1957. 

:je  j|c 

VETERANS'  AFFAIRS  COMMITTEE 

On  April  6,  1957  in  New  York,  the  eastern  re- 
gional meeting  of  the  Veterans’  Affairs  Committees 
of  the  American  Medical  Association  was  held  at 
which  a restatement  of  the  slightly  revised  policy  of 
the  A.M.A.  in  regard  to  veterans’  medical  care  was 
reviewed. 

The  A.M.A.  would  like  to  eliminate  non-service 
connected  disabilities  from  the  Veterans’  Hospitals. 
However,  this  is  unrealistic  at  the  present  time,  hut 
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they  would  like  to  eliminate  diagnosis  as  a reason 
for  admission  of  non-service  connected  cases — 
such  as  neuropsychiatric  and  tuberculosis.  They 
would  prefer  to  have  non-service  connected  cases 
admitted  on  a basis  of  financial  reasons ; for  in- 
stance. a long-term  chronic  case  whose  care  in  a 
private  hospital  might  result  in  financial  catas- 
trophe. 

Their  feeling  in  general,  however,  is  that  even 
these  cases  could  be  more  successfully  treated  in 
civilian  facilities  locally,  which  facilities  could  also 
more  economically  be  used  for  the  care  of  non- 
veteran cases,  still  partly  or  wholly  at  government 
or  state  expense  and  thus  eliminate  the  expensive 
veterans’  medical  care  of  these  cases. 

They  are  hopeful  that  the  Teague  Bill  (HR  58) 
will  pass.  This  bill  in  effect  requires  that  the  admit- 
ting officer  of  a Veterans’  Hospital  carefully  ex- 
plain to  the  veteran  the  approximate  cost  of  his  care 
for  his  particular  illness  in  a civilian  hospital  before 
he  signs  the  10  P 10  form  stating  that  he  is  unable 
to  pay  for  civilian  hospitalization. 

They  also  discussed  residency  training  in  Vet- 
erans’ Hospitals  and  suggested  that  at  a local  level 
VA  staff  and  consultants  be  polled  as  to  their  opin- 
ion of  the  value  of  a residency  in  a VA  hospital  if 
only  service-connected  cases  were  admitted. 

Richard  P.  Sexton,  m.d.,  Chairman 


ANNUAL  REPORT  OF  THE  BOARD  OF 
TRUSTEES 

The  trustees  of  the  Medical  Library  have  initi- 
ated and  with  the  approval  of  the  Council  carried 
out  many  needed  improvements  to  the  building.  In 
summary  the  following  are  the  highlights  of  the 
work  completed  or  currently  authorized  for  im- 
proving the  Library : 

janitorial  Service 

With  the  retirement  of  Mr.  Comstock,  full-time 
janitor,  the  trustees  engaged  the  services  of  the  Bay 
State  Window  Wash  Company  to  provide  janito- 
rial service  on  a fee  basis. 

Basement  Apartment 

The  apartment  formerly  occupied  by  Mr.  Com- 
stock was  cleaned,  repaired  and  turned  over  to  the 
librarian,  Mrs.  Dejong,  and  her  husband  for  occu- 
pancy. 

Library  Hours 

The  daily  hours  for  opening  and  closing  the 
building  were  changed  to  8:30  a.m.  to  4:30  p.m., 
Mondays  through  Fridays. 

Fire  Insurance 

The  fire  insurance  coverage  has  been  under  re- 
view by  the  trustees.  The  building  has  been  ap- 

concluded  on  next  page 
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praised  l>y  insurance  experts,  and  a new  program 
of  coverage  is  currently  being  considered. 

Exterior  Repairs 

The  sidewalk  on  Francis  Street,  damaged  by 
salted  sand  used  during  the  winter  storms  by  the 
city,  has  been  repaired. 

Basement  Improvements 

Handrails  were  installed  in  the  stairwell  to  the 
basement.  The  main  basement  room  is  to  be  used 
as  a committee  meeting  room,  and  therefore  new 
lights,  new  window  drapes,  and  new  bookcases  are 
being  installed.  The  Davenport  Collection  in  the 
Miller  Room  will  be  transferred  to  the  new  book- 
cases in  the  basement  meeting  room,  together  with 
the  furniture  from  the  Miller  Room. 

The  Medical  Bureau  section  has  been  painted. 
New  lights  will  be  installed  in  the  storage  room, 
and  the  metal  stacks  from  the  Miller  Room  on  the 
first  floor  will  be  transferred  to  the  storage  room 
where  they  will  be  put  to  good  use. 

First  Floor  Improvements 

To  complete  the  floor  tiling  work  started  more 
than  a year  ago,  the  lower  hall  and  coat  room  will 
be  resurfaced  in  the  immediate  future.  As  noted 
above,  the  Miller  Room  will  be  cleared,  and  after 
it  is  painted  it  will  be  refurnished  by  the  Society  as 
an  executive  office.  The  book  lift  in  the  stacks  has 
been  repaired  and  made  usable  again. 

Second  Floor 

The  two  offices  in  the  rear  of  the  auditorium  are 
to  be  cleaned,  and  established  as  the  work  offices  for 
the  Society's  secretarial  staff,  with  one  room  being 
utilized  for  the  storage  of  equipment,  some  of 
which  is  currently  in  the  back  of  the  auditorium 
and  on  the  balcony.  A partition  between  the  audi- 
torium proper  and  the  balcony  is  to  be  erected  this 
summer. 

* * * 

The  members  of  the  Society  have  reason  to  be 
proud  of  their  Medical  Library.  We  note  with  in- 
terest the  costly  undertakings  in  other  cities  and 
states  of  the  Medical  Association  to  erect  their 
headquarters  building,  and  we  then  recognize  more 
clearly  how  fortunate  we  are  in  having  our  own 
building,  centrally  located  and  well  constructed. 
It  is  unfortunate  that  many  of  the  repairs  were  not 
undertaken  years  ago  to  lessen  the  present  expenses 
that  we  face.  Nevertheless,  we  feel  that  every 
member  can  note  the  fine  improvements  that  have 


been  made  in  the  past  few  years,  and  we  hope  that 
the  Library  will  be  subject  to  continued  improve- 
ment in  the  years  ahead. 

Respectfully  submitted, 

Joseph  C.  Johnston,  m.d.,  Chairman  '. 
Board  of  Trustees 


WHAT  TO  EXPECT  IN  THE  COMING  MONTHS 
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believe  a bill  will  pass.) 

(b)  Jenkins-Keogh  legislation.  ( Big  effort — 
but  passage  doubtful.  ) 

(c)  Voluntary  pooling  of  risks  by  private 
health  insurance  companies — form  of  Reinsur- 
ance Bill.  (I  believe  it  will  not  pass.) 

(d)  Reduction  of  disability  age  below  50. 
(May  pass  at  end  of  Second  Session  of  85th 
Congress.) 

(e)  Free  hospitalization  for  OASI  benefici- 
aries. ( Bill  will  fail.) 

(f ) Extension  of  some  form  of  ‘Doctor  Draft 
Law.”  (An  amendment  to  the  basic  Selective 
Service  Act  acceptable  to  the  medical  profession 
will  probably  pass.) 

(g)  Increased  Medical  Research  Appropria- 
tions. (Congress  will  probably  increase  huge 
sums  already  included  in  the  administrative 
budget — despite  the  fact  the  Public  Health  Serv- 
ice is  having  trouble  now  getting  rid  of  grant 
money  for  this  year.) 

(h)  Bricker  Amendment.  (Will  not  pass.) 

If  we  are  to  live  in  this  changing  world  we  must 
be  aware  of  the  causes  of  the  changes  and  should 
they  be  idealogically  unacceptable,  we  must  unite 
to  defeat  them  before  they  become  part  of  our 
social  pattern. 
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COMBATS  MOST  CLINICALLY  IMPORTANT  PATHOGENS 

Continuing  to  prove  consistently  effective,  CHLOROMYCETIN 
(chloramphenicol,  Parke-Davis)  has  retained  its  effectiveness  against 
most  strains  of  Escherichia  coli 1-3  and  other  gram-negative  organ- 
isms.2'6 Altemeier  reports:  “At  present,  approximately  80  per  cent 
of  the  gram-negative  organisms  isolated  in  our  laboratories  are 
sensitive  to  Chloromycetin.”2 

A truly  wide-spectrum  antibiotic,  CHLOROMYCETIN  is  also  effec- 
tive against  gram-positive  pathogens,3,4,7"11  even  the  troublesome 
staphylococci.3,4,7'11 


CHLOROMYCETIN  is  a potent  therapeutic  agent  and,  because  certain  blood 
dyscrasias  have  been  associated  with  its  administration,  it  should  not  be  used 
indiscriminately  or  for  minor  infections.  Furthermore,  as  with  certain  other 
drugs,  adequate  blood  studies  should  be  made  when  the  patient  requires  pro- 
longed or  intermittent  therapy. 

REFERENCES: 

(1)  Metzger,  W.  I.,  & Jenkins,  C.  J.,  Jr.:  Pediatrics  18:929,  1956.  (2)  Altemeier,  W.  A.: 
Postgrad.  Med.  20:319,  1956.  (3)  Cohen,  S.:  Postgrad.  Med.  20:483,  1956.  (4)  Rantz, 
L.  A.,  & Rantz,  II.  H.:  Arch.  Int.  Med.  97:694,  1956.  (5)  Bennett,  I.  L.,  Jr.:  West 
Virginia  M.  J.  53:55,  1957.  (6)  Hughes,  J.  G.,  & Carroll,  D.  S.:  Pediatrics  19:184,  1957. 
(7)  Kempe,  C.  II.:  California  Med.  84:242,  1956.  (8)  Spink,  W.  W.:  Ann.  New  York 
Acad.  Sc.  65:175,  1956.  (9)  Yow,  E.  M.:  GP  15:102,  1957.  (10)  Wise,  R.  I.;  Cranny,  C„ 
& Spink,  W.  W.:  Am.  ].  Med.  20:176,  1956.  (11)  Royer,  A.:  Scientific  Exhibit,  89th 
Ann.  Conv.  Canad.  M.  A.,  Quebec  City,  Quebec,  June  11-15,  1956. 
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SENSITIVITY  OF  3 SEROTYPES  OF  E.  COLI  TO  CHLOROMYCETIN 
AND  THREE  OTHER  MAJOR  BROAD-SPECTRUM  ANTIBIOTICS* 


CHLOROMYCETIN  100% 


ANTIBIOTIC  A 85% 


ANTIBIOTIC  B 85% 
ANTIBIOTIC  C 85% 


CHLOROMYCETIN  89% 


*This  graph  is  adapted  from  Metzger  & Jenkins.1 
Inhibitory  concentrations  were  12.5  meg.  or  less. 
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APPOINTED  COMMITTEES  . . . 1957-58 

RHODE  ISLAND  MEDICAL  SOCIETY 

( Where  district  society  is  not  indicated  the  member  is  in  the  Providence  Medical  Association ) 


Advisory  Committee  to  Woman’s  Auxiliary 
Arthur  E.  Hardy,  M.D.,  Chairman,  Kent 
Earl  F.  Kelly,  M.D.,  Pawtucket 
Ernest  K.  Landsteiner,  M.D. 

Blood  Bank  Committee 
Enold  H.  Dahlquist,  Jr.,  M.D.,  Chairman 
William  Freeman,  M.D.,  Newport 
Leroy  W.  Falkinburg,  M.D. 

William  McDonnell,  M.D. 

Samuel  Nathans,  M.D.,  Washington 
Jack  Savran,  M.D. 

Henry  J.  Tweddell,  M.D.,  Woonsocket 

Cancer  Committee 
Herbert  Fanger,  M.D.,  Chairman 
Edmund  Billings,  M.D. 

George  V.  Coleman,  M.D. 

Donald  B.  Fletcher.  M.D.,  Newport 
Hartford  P.  Gongaware,  M.D.,  Washington 
Arthur  E.  Hardy,  M.D.,  Kent 
R.  R.  Hunt,  M.D. 

Leland  W.  Jones,  M.D. 

Francis  J.  King,  M.D.,  Woonsocket 
Henry  C.  McDuff,  M.D. 

James  A.  McGrath,  M.D.,  Washington 
Gary  P.  Paparo,  M.D.,  Pawtucket 
Frederic  W.  Ripley,  1 r.,  M.D. 

Banice  M.  Webber,  M.D. 

Child  School  Health  Relations  Committee 
John  T.  Barrett,  M.D.,  Chairman 
Lewis  Abramson,  M.D.,  Newport 
Ruth  Appleton,  M.D. 

Reuben  C.  Bates,  M.D. 

Briand  N.  Beaudin,  M.D.,  Kent 
Oscar  Z.  Dashef,  M.D.,  Woonsocket 
John  E.  Farley,  M.D. 

Herman  B.  Marks,  M.D. 

Betty  Mathieu,  M.D. 

William  L.  Mauran,  M.D. 

William  P.  Shields,  M.D. 

Diabetes  Committee 
D.  Richard  Baronian,  M.D.,  Chairman 
Stanley  Cate,  M.D.,  Kent 
Donald  DeNyse,  M.D. 

Frederick  C.  Eckel,  M.D.,  Washington 
Jacob  Greenstein,  M.D. 

Louis  I.  Kramer,  M.D. 

A.  Lloyd  Lagerquist,  M.D. 

Earl  J.  Mara,  M.D.,  Pawtucket 
Salvatore  J.  Turco,  M.D.,  Washington 
Edward  Zamil,  M.D.,  Newport 


Disability  Compensation  Committee 
Joseph  C.  Johnston,  M.D.,  Chairman 
Thomas  J.  Dolan,  M.D. 

Augustine  W.  Eddy,  M.D.,  Woonsocket 
Henry  B.  Fletcher,  M.D. 

Hannibal  Hamlin,  M.D. 

Hugh  E.  Kiene,  M.D. 

Donald  F.  Larkin,  M.D. 

Thomas  McOsker,  M.D. 

Gustavo  Motta,  M.D. 

William  A.  Reid,  M.D. 

Ezra  A.  Sharp,  M.D. 

Stanley  D.  Simon,  M.D. 

Stanley  Sprague,  M.D.,  Pawtucket 
Joseph  E.  Wittig,  M.D.,  Kent 

Disaster  Committee 
Francis  W.  Nevitt,  M.D.,  Chairman 
Harold  L.  Collorn,  M.D.,  Kent 
Edward  Damarjian,  M.D. 

J.  Merrill  Gibson,  M.D. 

Emil  A.  Kaskiw,  M.D.,  Woonsocket 
John  A.  Mellone,  M.D.,  Bristol 
James  B.  Moran,  M.D. 

Joseph  Ruisi,  M.D.,  Washington 
Louis  Sage,  M.D. 

John  Sarafian,  M.D. 

Edwin  Vieira,  M.D. 

Federal  Medical  Services 
Arthur  E.  Hardy,  M.D.,  Chairman,  Kent 
Charles  J.  Ashworth,  M.D. 

Frank  B.  Cutts,  M.D. 

Robert  C.  Hayes,  M.D.,  Pawtucket 
Thomas  Perry,  Jr.,  M.D. 

Health  Insurance  Committee 
Robert  C.  Hayes,  M.D.,  Chairman,  Pawtucket 
Jesse  P.  Eddy  III,  M.D. 

Peter  C.  H.  Erinakes,  M.D.,  Kent 
Charles  L.  Farrell.  M.D.,  Pawtucket 
Frank  D.  Fratantuono,  M.D. 

Alexander  A.  Jaworski,  M.D.,  Pawtucket 
Jose  M.  Ramos,  M.D.,  Newport 

Highway  Safety  Committee 
Arthur  E.  O'Dea,  M.D.,  Chairman 
James  H.  Cox,  M.D. 

Stanley  Freedman,  M.D. 

Kieran  W.  Hennessey,  M.D.,  Pawtucket 
Thomas  A.  Nestor,  M.D.,  Washington 
Frederick  A.  Webster,  M.D. 
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Maternal  Health  Committee 
! Stanley  D.  Davies.  M.D.,  Chairman,  Kent 
Bertram  H.  Buxton.  Jr.,  M.D. 

John  F..  Carey,  M.D.,  Newport 
Francis  V.  Corrigan,  M.D. 

■ Walter  J.  Dufresne,  M.D.,  Pawtucket 
;|  Guyon  Dupre.  M.D.,  Woonsocket 
i Walter  R.  Durkin,  M.D. 

Louis  J.  Fuhrmann,  M.D. 

| Herbert  Elmer,  .M.D. 

Hartford  P.  Gongaware,  M.D.,  Washington 
William  J.  MacDonald,  M.D. 

)[  Alfred  L.  Potter.  M.D. 

William  A.  Reid.  M.D. 

Professional  Relations  and  Hospitals 
Committee 

Henry  F.  McCusker,  M.D.,  Chairman 
i : Charles  J.  Ashworth,  M.D. 

James  C.  Callahan,  M.D:,  Newport 
! Louis  C.  Cerrito,  M.D.,  Washington 
| Arthur  E.  Hardy,  M.D.,  Kent 
. Francis  E.  Hanley,  M.D.,  Pawtucket 
James  R.  McKendry,  M.D. 

Henry  J.  T weddell,  M.D.,  Woonsocket 

Mental  Health  Committee 
. Harold  \\  . Williams,  M.D.,  Chairman 
\ David  J.  Fish.  M.D. 

Hugh  E.  Kiene,  M.D. 
j Maurice  W.  Laufer.  M.D. 

Himon  Miller,  M.D. 

' Laurence  A.  Senseman.  M.D.,  Pawtucket 

Social  Welfare  Committee 
Earl  J.  Mara,  M.D.,  Chairman,  Pawtucket 
Thomas  Egan,  M.D. 

Henry  S.  Joyce,  M.D. 

• Peter  Mathieu,  M.D. 
j Philip  McAllister,  M.D.,  Newport 
I Charles  Millard.  M.D..  Bristol 
|]  Robert  Rosin,  M.D. 

Committee  on  State  Institutions 
, Alex  M.  Burgess,  Sr.,  M.D.,  Chairman 
, Robert  E.  Carroll,  M.D. 

\\  illiam  H.  Folev,  M.D. 

Earl  J.  Mara,  M.D.,  Pawtucket 
Laurence  A.  Senseman,  M.D.,  Pawtucket 

J eterans  Affairs  Committee 
Richard  P.  Sexton,  M.D.,  Chairman 
[j  E.  Allan  Casey,  M.D. 

3 Robert  T.  Henry,  M.D.,  Pawtucket 
Herman  A.  Lawson.  M.D. 

I Ernest  Quesnel.  M.D. 

I Nathaniel  D.  Robinson,  M.D. 

Julius  Stoll,  Jr..  M.D. 

Committee  on  Professional  Liability  Insurance 
Henry  C.  McDufif,  lr.,  M.D.,  Chau  'man 
John  A.  Dillon,  M.D. 

Francis  B.  Sargent,  M.D. 


Dr.  Cooper 
Put  the 
Problem  Very 
Clearly. . • 

Perhaps  you've  heard  cf  Dr. 
Robert  U.  Cooper.  Besides  being  a 
Fellow  of  the  American  College  of 
Surgeons,  he's  well  known  for  his 
writings  about  the  investment  prob- 
lems of  professional  people.  His 
recent  article  in  THE  EXCHANGE 
Magazine  says: 

"Few  professional  men  have  had 
the  time  or  opportunity  to  prepare 
adequately  for  the  task  of  investing 
the  fruits  of  their  labors.  Consequent- 
ly, few  of  them  develop  a logically 
arranged  investment  program. ' 

If  that  problem  is  yours,  too, 
you  urgently  need  a good  solution, 
if  you're  going  to  be  fair  to  your 
family  and  yourself. 

How  to  proceed?  First,  put  the 
problem  in  the  hands  of  a good 
broker,  for  an  experienced  analysis 
of  your  finances,  and  sound  propos- 
als for  investing.  We  charge  nothing 
for  this  service,  except  usual  com- 
missions on  actual  buying  or  selling 
of  any  securities.  Why  not  write,  or 
call  us  at  GAspee  1-7100  now? 

Davis  & Davis 

Members  New  York  Slock  Exchange 

GROUND  FLOOR,  TURKS  HEAD  BLDG. 

Providence.  R.  I.  — GAspee  1-7100 
Market  Summaries:  GAspee  1-600 
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{yxPia  STRONG 


EDWARD  J.  BURRELL 

Advised  by  many  doctors 
when  they  feel  children’s 
feet  will  benefit  from: 

EXTRA  strong  steel 
shanks,  EXTRA  firm  in- 
ner counters,  EXTRA 
height  and  firmness  at 
the  arch. 


THOMAS  HEEL 

S/toed 


We  have  many  attractive 
boy  and  girl  styles;  and 
we  fit  them  according  to 
doctors’  orders. 


E.  WILLIAM  BURRELL 


All  prescription  fittings 
supervised  by  Mr. 
Edward  Burrell  or  Mr. 
William  Burrell.  Call 
GAspee  1-7040  for  furth- 
er information.  Fitting 
prescription  pads  fur- 
nished on  request. 

QjJ  ALITY  FOOTWEAR 
SINCE  1612 

206  WESTMINSTER  ST.  PROVIDENCE 


Located  on  Rt.  1 


South  Attleboro,  Massachusetts 

A modern  non-profit  hospital  for  the  care  and  treatment  of 
nervous  and  emotional  disorders  as  well  as  long  term  geriatric 
problems. 

Physical,  neurological,  psychiatric  and  psychological  exam- 
inations. 

Modern  recognized  psychiatric  therapies. 

A pleasant  homelike  atmosphere  in  a beautiful  and  conveni- 
ently located  institution. 

L.  A.  Senseman,  M.D.,  F.A.P.A.,  Medical  Director 
Edwin  Dunlop,  M.D.  Michael  G.  Touloumtzis,  M.A. 

Oliver  S.  Lindberg,  M.D.  William  H.  Dunn,  M.S.W. 

Referred  patients  are  seen  daily  (except  Saturdays)  9-12  A.M., 
and  by  appointment. 

R.  I.  Blue  Cross  Benefits  Tel.  Southgate  1-8500 

Special  Rates  for  Long-Term  Care 


Now... control  both 
the  G.l.  disorder 

and 
# its 

“emotional 

overlay" 


rointestinal  trad  disorders  and  their  emotional  overlay' 
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S'XPut  STRONG 

Oil 


0...W 


i9biosib  m ©rlJ 


E.  WILLIAM  BURRELL 


yktufee 

HOMAS  HEEL 

SAoe>i 


iBnoitome1' 


Advised  by  many  doctors 
w hen  thev  feel  children’s 
fe«  will  benefit  from: 

EXTRA  strong  steel 
XTRA  firm  m- 
ru  ■ ■ ounters,  EXTRA 
heigO;  and  firmness  at 
the  arch. 

We  have  many  attractive 
..rid  girl  styles;  and 
hem  according  to 
doctors’  orders. 


T9V0 


Kemoua!  Saru/aUum 


Located  on  Rt.  1 
South  Attleboro,  Massachusetts 

A modern  non  profit  hospital  for  the  care  and  treatment  of 
nervous  ana  emot'Onal  disorders  as  well  as  long  term  geriatric 
problems. 

- urological,  psychiatric  and  psychological  exam- 
inations. 

Mv-.;:  ifp  j,  a p'»chiatric  therapies. 

- O'nasant  h'meiike  atmosphere  in  a beautiful  and  conveni- 


and  by  appomtment 


f A P A , Medical  Director 
V nam  G.  Touloumtris  M.A. 
WiMiam  H.  Dunn  M.S.W. 

da  iturdays' 9 12  A.M., 

let  Southgate  1-8500 


Specal  Rata 


All  prescription  fittings 
supervised  by  Mr. 
Edward  Burrell  or  Mr. 
William  Burrell.  Call 
GAspee  1-70 40  for  furth- 
er information.  Fitting 
prescription  pads  fur- 
nished on  request. 

O^U  ALITY  FOOTWEAR 
SINCE  I s I 2 

206  WESTMINSTER  ST. 


PROVIDENCE 


TASTY- MONIALS 


(Shamelessly  Culled 
From  the  Classics) 


Let  me  try  you" 

— Epictetus 


"I  will  do  my  good 
will" 

— Shakespeare 


ClV* 


WkjAStf- 

***"~r  1 1 1 1 vr* 


' 


—for gastrointestinal  tract  disorders  and  their" emotional  overlay” 


• TRADEMARK 


® REGISTERED  TRADEMARK  FOR  TRIDIHEXETHYL  IODIDE  LEDERLE 
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Why  Physicians  Service 
is  best  for 
your  patients  . . . 
a n d for  you! 


PHYSICIANS  SERVICE  is  the  one  and  only  medical  care 
program  that  acts  under  the  supervision  of  the  State 
Medical  Society  to  promote  doctor  hill  coverage  for  all  the 
communities  of  the  State. 

Here  are  a few  practical  reasons  why  Physicians  Service 
is  the  hest  plan  for  your  patients  . . . the  hest  plan  for  you, 
their  doctor. 


• Enrolls  groups  as  small  as  ten 
not  just  large,  “select  risk  ’ groups. 

• Enrolls  individuals  under  65  not 
eligible  for  group  membership. 

• Has  never  cancelled  because  of  age, 
retirement,  unemployment,  or  fre- 
quency of  use. 


• Provides  the  same  coverage  for  all 
enrolled  members  of  the  family  plus 
maternity  care  for  the  wife. 

• Assures  your  patients  free  choice 
of  doctor. 


• Assures  simplicity  and  promptness 
of  payment. 


• Helps  you  retain  your  independ- 
ence in  your  practice  of  medicine. 


Many  Rhode  Islanders  still  do  not  belong  to  Physicians 
Service  — you'll  be  doing  them  — and  yourself  — a favor 
when  you  recommend  that  they  enroll. 


RHODE  ISLAND  MEDICAL  SOCIETY 
PHYSICIANS  SERVICE 


TABLE  OF  CONTENTS 
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4? 


The  dairy  food 


that  went  on  a diet . . 

AC 


Once  upon  a time,  some  diets  were  a real  problem. 

Then  medical  men  discovered  high-protein,  low-fat 
cottage  cheese  — one  of  the  most  nourishing,  least  fatten- 
ing natural  foods. 

So  they  put  cottage  cheese  on  a diet  — in  fact,  on 
thousands  of  diets.  And  their  weight-watching  patients 
were  happier. 

Today,  dieters  everywhere  prefer  Hood  Cottage 
Cheese.  First,  for  freshness.  Hood  Cottage  Cheese  is  made 
fresh  daily  under  an  unequalled  system  of  quality  control. 
Second,  for  variety.  Hood  offers  four  distinct  kinds  of  cot- 
tage cheese  to  end  monotony  in  dieting:  Large  Curd,  with  a 
tangy,  hearty  flavor;  Small  Curd,  smooth  and  mellow; 
Chive,  with  a garden-fresh  flavor;  and  Non-Fat,  for  special 
diet  problems. 

Freshness  and  variety  have  made  Hood  Cottage 
Cheese  New  England’s  largest  seller  . . . have  helped  to 
include  it  in  more  diets  than  any  other  brand. 


LARGE  CURD  • SMALL  CURD  • NON-FAT  • CHIVE 
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Trasentine 


arbita 


C 1 B A 

Summit,  N.  J . 


integrated  relief  . . . 
mild  sedation 
visceral  spasmolysis 
mucosal  analgesia 


TABLETS  (yellow,  coated),  each  containing 
50  mg.  Trasentine ® hydrochloride  (adiphenine 
hydrochloride  Cl  BA)  and  20  mg.  phenobarbital. 


2J  2228(4 
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the  power  of  gentleness 


allays  anxiety  and  tension 

without  depression,  droivsiness,  motor  incoordination 

Nostyn  is  a calmative— not  a hypnotic-sedative  — unrelated  to  any  available 
chemopsychotherapeutic  agent  • no  evidence  of  cumulation  or  habituation  • does 
not  increase  gastric  acidity  or  motility  • unusually  wide  margin  of  safety 
— no  significant  side  effects 

dosage : 1 50-300  mg.  (V2  to  1 tablet)  three  or  four  times  daily, 
supplied : 300  mg.  scored  tablets,  bottles  of  48  and  500. 

*Ferguson,  J.  T.,  and  Linn,  F.  V.  Z.:  Antibiotic  Med.  & Clin.  Therapy  3:329,  1956. 


AMES  COMPANY,  INC  • ELKHART,  INDIANA 

AMES  COMPANY  OF  CANADA.  LTD.,  TORONTO 
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years  of 

documented 

experience 


YOUR  PATIENT  NEEDS  AN  ORGANO MERCURIAL 

Practicing  physicians  know  that  many  years  of  clinical  and  laboratory  experience 
with  any  medication  are  the  only  real  test  of  its  efficacy  and  safety. 

Among  available,  effective  diuretics,  the  organomercurials  have  behind  them  over 
three  decades  of  successful  clinical  use.  Their  clinical  background  and  thousands  of 
reports  in  the  literature  testify  to  the  value  of  the  organomercurial  diuretics. 

TABLET 

NEOHYDRIN 

BRAND  OF  CH LOR M ERODR I N (10.3  mg.  of  3-chloromercuri-2-methoxy-propylurea 

EQUIVALENT  TO  10  MG.  OF  NON-IONIC  MERCURY  IN  EACH  TABLET) 

a standard  for  initial  control  of  severe  failure 

MERCUHYDRIN®  SODIUM 

BRAND  OF  MERALLURIDE  INJECTION 


02156 
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EXTERNAL  SOLUTION 
IN  THE  MANAGEMENT  OF 


Miliaria 


A clinical  study1  conducted  during  hot  weather  established 
that  relief  of  the  pruritus  and  discomfort  was  obtained  in  a short 
period  of  time  when  a solution  prepared  from  BURO-SOL® 
ANTISEPTIC  POWDER  "DOAK”  was  applied. 

BURO-SOL  ANTISEPTIC  POWDER  “DOAK”  is  a 
readily  soluble  powder  which,  when  dissolved  in  water,  combines 
the  astringent  and  cooling  effect  of  Burow’s  Solution  U.S.P.  with 
the  antiseptic  and  deodorizing  properties  of  Benzethonium 
Chloride  N.N.R. 

BURO-SOL  ANTISEPTIC  POWDER  “DOAK"  is  sup- 
plied in  boxes  of  12  and  100  individual  packets.  One  packet  dis- 
solved in  a pint  of  water  prepares  a 1:15  Burow’s  Solution  for- 
tified with  a 1-5000  solution  Benzethonium  Chloride  N.N.R. 
BURO-SOL  ANTISEPTIC  POWDER  “DOAK”  is  available 
through  all  pharmacies. 

1Niedelman,  M.L.,  and  Bleier,  A.:  Med.  Times  S3:23S-248  (March)  1955. 


U04K  PHARMACAL  CO.,  If. 

New  York  17,  N.  Y. 

. S.‘  For  an  effective  soak  — prescribe  BURO-SOL 
ANTISEPTIC  POWDER  “DOAK.” 
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Youngsters  really  go  for  the  taste-true  orange  flavor  of 
Achromycin  V Syrup.  But  this  new  syrup  offers  more  than 
“lip-service”  to  your  junior  patients.  It  provides  the  new 
benefits  of  rapid-acting,  phosphate-buffered  Achromycin  V — 


a faster- 
acting 
oral 
form 


• accelerated  absorption  in  the  gastrointestinal  tract 

• earlier,  higher  peaks  of  concentration  in  body  tissue  and  fluid 

• quicker  control  of  a wide  variety  of  infections 

• unsurpassed  true  broad-spectrum  action 
» minimal  side  effects 

• well-tolerated  by  patients  of  all  ages 

ACHROMYCIN  V SYRUP:  aqueous,  ready-to-use,  freely 
miscible.  125  mg.  tetracycline  per  5 cc.  teaspoonful 
phosphate-buffered. 


DOSAGE:  6-7  mg.  per  lb.  of  body  weight  per  day. 

*Reg.  U.  S.  Pat.  Off. 


LEDERLE  LABORATORIES  DIVISION.  AMERICAN  CYANAMID  COMPANY,  PEARL  RIVER,  NEW  YORK 
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CLINICAL  COLLOQUY 

I I 

My  patients  complain  that 
the  effect  of  the  pain  tablet  I prescribe 
often  wears  off  in  less  than  3 hours. 

If  w 

M 1 

55 

Why  not  try  the  new  codeine  derivative 
that's  combined  with  APC 
for  faster , longer- lasting  pain  relief? 

55 


You  mean  something  that 
doesn't  require  repeat  dosage  so  often? 


m 

Yes — it’s  called  Per  cod  an.® 

It  not  only  works  in  5 to  15  minutes  but 
one  tablet  sustains  its  pain-relieving  effect 
for  6 hours  or  longer! 

55 

1 V 

How  about  side  effects? 


55 

No  problem.  For  example, 
the  incidence  of  constipation 
is  rare  with  Percodan.  * 


55 

I"  m 

Sounds  worth  trying  — what's  the  average  adult  dose? 


55 

One  tablet  every  6 hours.  That’s  all. 

55 


Where  can  I get  literature  on  Percodan? 

55 

Just  ask  your  Endo  detailman  or  write  to: 


OuJo 


ENDO  LABORATORIES 

Richmond  Hill  18,  New  York 


4 


*U.S.  Pat.  2,628,185.  PERCODAN  contains  salts  of  dihydrohydroxycodeinone  and 
homatropine,  plus  APC.  May  be  habit-forming.  Available  through  all  pharmacies. 
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Samples  on  request 

DESITIN  CHEMICAL  COMPANY 

812  Branch  Ave.,  Providence  4,  R.  I. 


er 

3 century 

DESITIN 

ointment* 

has  prevented  and 

cleared  up 
d'aper  rash 

excoriation,  chafing 
and  irritation  in 

more 

babies 

Man  any  other 
ethical  product 


/\ 


TABLETS 

with  stress  supportive 
vitamin  C 


METI-STEROID  — ANTIHISTAMINE  COMPOUND 

NASAL  SPRAY 
prompt  nasal  comfort 
without  jitters  or  rebound 


ESPECIALLY  FOR  RESISTANT  AND  YEAR-ROUND  ALLERGIES 

Because  edema  is  unlikely  with  the  tablets  and  sympathomimetic 
effects  are  absent  with  the  spray,  Metreton  Tablets  and  Nasal  Spray 
afford  enhanced  antiallergic  protection  in  vasomotor  rhinitis 
and  all  hard-to-treat  allergic  disorders  — even  in  the  presence  of 

cardiorenal  and  hepatic  insufficiency. 


COMPOSITION  AND  PACKAGING 
Each  Metreton  Tablet  contains  2.5  mg.  prednisone,  2 mg. 

chlorprophenpyridamine  maleate  and  75  mg. 
ascorbic  acid.  Bottles  of  30  and  100. 


Each  cc.  of  Metreton  Nasal  Spray  contains  2 mg.  (0.2%) 
prednisolone  acetate  and  3 mg.  (0.3%)  chlorprophenpyridamine 
gluconate  in  a nonirritating  isotonic  vehicle. 


Plastic  squeeze  bottle  of  15  cc. 


T.M.  MT-J1I7 
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SIXTEENTH  CHARLES  VALUE  CHAPIN  ORATION  . , 

CHICKENPOX  AND  HERPES  ZOSTER* 

Conrad  Wesselhoeft,  m.d.,  f.a.c.p. 

• • 

The  Author.  Conrad  W esselhoeft,  M.D.,  F.A.C.P., 
of  Boston,  Massachusetts.  Formerly  Chief,  Haynes 
Memorial  of  the  Massachusetts  Memorial  Hospitals, 
and  Clinical  Professor  of  Infectious  Diseases,  Har- 
vard Medical  School;  Emeritus  Professor  of  Clinical 
Medicine,  Boston  University  Medical  School;  Mem- 
ber, Public  Health  Council,  Massachusetts  Depart- 
ment of  Health;  Consultant,  Haynes  Memorial, 
Massachusetts  General,  New  England  Deaconess, 
Neva  England  Baptist,  and  U.  S.  Veterans  hospitals; 
Past  President,  Massachusetts  Medical  Society. 


Introduction 

Tt  is  with  particular  pleasure  that  I have  the 
honor  to  present  this  sixteenth  Charles  Value 
Chapin  Oration.  I was  a pupil  of  Doctor  Chapin 
at  the  Harvard  Medical  School,  and  I remember 
him  as  a very  dynamic  teacher.  Later,  at  the 
Haynes  Memorial  Hospital,  the  Chapin  technique 
was  our  standard  practice  in  the  care  of  contagious 
diseases  as  it  was  the  country  over. 

The  idea  that  chickenpox  and  herpes  zoster  are 
different  manifestations  of  the  same  etiologic  agent 
was  first  introduced  by  Bokay1  in  1893  in  an  article 
titled  The  Appearance  of  Chickenpox  Under  Spe- 
cial Circumstances.  In  1888  he  had  observed  one 
child  who  developed  herpes  zoster  which  was  fol- 
lowed ten  days  later  by  another  child  in  the  family 
coming  down  with  a typical  and  uneventful  chicken- 
pox.  1 he  author  went  on  to  become  a famous  pro- 
fessor of  medicine  in  Budapest,  and  the  title  of 
“von”  was  added  to  his  name. 

This  was  the  beginning  of  a large  number  of 
clinical  experiences  and  epidemiological  studies 
which  have  swelled  the  literature  on  the  question 
as  to  whether  chickenpox  and  herpes  zoster  are  dif- 
ferent manifestations  arising  from  one  etiologic 
agent,  or  whether  as  two  separate  entities  they  can 
at  times  so  closely  imitate  each  other  as  to  be  in- 
distinguishable. 

♦Delivered  at  the  146th  Annual  Meeting  of  the  Rhode 
Island  Medical  Society,  at  Providence,  Rhode  Island 
May  1,  1957. 


The  problem  confronts  us  in  many  fields  of  medi- 
cine! First  of  all,  from  the  standpoint  of  public 
health : If  both  diseases  are  due  to  the  same  agent, 
then  not  one  but  both  should  be  reportable  and  sub- 
ject to  the  same  isolation  requirements.  The  gen- 
eral practitioner  sees  both  diseases.  The  pediatri- 
cian more  often  sees  chickenpox.  The  internist, 
dermatologist,  ophthalmologist  and  neurologist  all 
deal  with  herpes  zoster.  The  surgeon  encounters  it 
at  times,  especially  after  amputation  of  the  breast, 
and  the  radiologist  has  even  been  accused  of  pre- 
cipitating an  attack  of  herpes  zoster.  Consequently, 
this  subject  should  be  of  general  interest  to  the 
members  of  the  Rhode  Island  Medical  Society. 

There  are  many  difficulties  to  surmount  in  any 
approach  to  this  subject,  whether  it  be  from  the 
clinical,  epidemiological,  immunological  or  viro- 
logical  points  of  view.  Let  us  begin  with  an  inter- 
esting observation  made  by  a practitioner  in  Eng- 
land in  1940.  Crisp2  described  the  case  of  a girl, 
aged  four,  who  sat  on  the  lap  of  a man  who  had 
herpes  zoster  of  the  leg.  Three  weeks  later  this 
child  developed  “chickenpox,”  and  “in  due  course” 
her  brother  came  down  with  it  also.  In  both  chil- 
dren the  disease  was  mild  and  largely  confined  to 
the  trunk.  So  far  this  is  a familiar  story  confirming 
von  Bokav ’s  original  observation.  What  follows  is 
unfamiliar.  Six  years  later  this  same  girl  was  ex- 
posed to  chickenpox  during  an  epidemic  in  her 
school  and  she  came  down  with  chickenpox,  this 
time  more  severe,  with  a temperature  of  103°  I7. 
I wo  weeks  later  this  same  brother  developed 
chickenpox  in  somewhat  less  severe  degree  than 
his  sister. 

It  is  well  known  that  one  attack  of  chickenpox 
usually  confers  an  immunity  for  life.  Second  at- 
tacks are  extremely  rare,  so  rare  indeed  that  when 
this  happens  to  a sister  and  brother  in  the  same 
family  the  question  arises  as  to  whether  the  first 
attack  originating  after  exposure  to  herpes  zoster 
really  was  chickenpox,  or  a modified  manifestation 
of  herpes  zoster  clinically  resembling  chickenpox. 
My  purpose  this  evening  is  to  bring  to  your  atten- 
tion some  of  the  familiar  and  some  of  the  less  ta- 

continued  on  next  page 
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miliar  manifestations  and  problems  presented  by 
these  two  afflictions  of  mankind,  and  with  this  per- 
spective to  look  at  their  relationship. 

Chickenpox 

Chickenpox,  otherwise  known  as  varicella,  is  an 
acute,  infectious,  epidemic,  viral  disease  of  man, 
with  an  average  incubation  period  of  fourteen  days. 
In  this  part  of  the  world,  roughly  nine  tenths  of  the 
population  contract  the  disease  in  a mild  form  by 
the  age  of  fifteen,3  and  thereby  acquires  a relatively 
permanent  immunity.  Furthermore,  it  is  seasonal, 
becoming  epidemic  in  September  or  October,  and 
lasting  usually  through  May.  It  is  highly  con- 
tagious. and  like  smallpox  is  spread  from  the  upper 
respiratory  tract  at  least  two  days  prior  to  the  ap- 
pearance of  the  vesicles.4’5,6  Unlike  smallpox, 
the  infectivity  is  of  short  duration,  rarely  lasting 
beyond  the  fifth  day  of  the  eruption4  in  the  absence 
of  fresh  vesicles  and  pneumonitis.  Only  very  rarely 
does  the  virus  appear  to  remain  alive  in  fomites 
beyond  this  period.  This  is  in  marked  contrast  to 
smallpox  where  the  duration  of  infectivity  persists 
for  the  duration  of  the  crusts.  Indeed,  if  these 
smallpox  crusts  are  kept  in  a bottle  at  room  tem- 
perature. away  from  sunlight,  they  will  remain  in- 
fective for  a year.7 

The  vesicles  of  chickenpox  often  occur  within 
the  mouth,  especially  on  the  soft  palate,  and  also  on 
the  palms  of  the  hands  and  the  soles  of  the  feet, 
but  to  a lesser  extent  than  in  smallpox. 

The  eruption  of  chickenpox  has  one  characteris- 
tic feature  which  is  of  fundamental  importance  in 
the  differential  diagnosis,  namely,  after  the  first 
twenty-four  hours  the  lesions  over  a given  area  are 
at  different  stages  of  development.8  This  is  due  to 
two  different  causes.  New  lesions  keep  coming  out. 
and  lesions  originating  at  the  same  time  and  even 
next  to  each  other  may  not  develop  at  the  same 
rate,  one  remaining  a vesicle  while  its  neighbor  is 
already  a scab.  A multiple  vesicular  area  develops 
on  a macular  base,  and  coalesces  to  form  a raised 
dome.  All  this  is  brought  about  by  a passive  trans- 
port virus  in  the  blood  stream.  The  focal  activity 
in  the  skin  is  in  small  groups  of  cells  which  liquefy 
and  explode  to  form  the  vesicles.  Compressed  epi- 
thelial cells  form  the  roof  and  sides,  as  well  as  septa 
in  the  center.  Inclusion  bodies  are  found  in  this 
liquid,  representing  the  presence  of  the  virus.  Septa 
are  formed  which  in  the  drying  process  pull  down 
the  center  of  the  dome  to  form  so-called  umbilica- 
tion.  Umbilication  is  not  as  pronounced  as  in 
smallpox,  where  the  lesions  are  more  at  the  same 
stage.  However,  in  chickenpox,  if  the  eruption 
comes  out  on  skin  surface  already  irritated  by  sun- 
burn, X rays,  etc.,  all  the  lesions  in  that  area  will 
be  at  the  same  stage. 

For  the  most  part,  the  chickenpox  lesion  is  rela- 
tively superficial,  and  does  not  generally  leave  a pit 
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or  scar  except  in  the  severest  forms,  or  if  secon- 
darilv  infected.  Again,  the  skin  lesions  are  charac- 
teristically painless,  although  severe  pain  is  experi- 
enced from  lesions  on  the  tympanum,  the  cornea, 
and  in  the  vulva. 

Severe  chickenpox  is  truly  dangerous.  I have 
seen  four  deaths  from  this  disease.  At  autopsy, 
widespread  visceral  lesions  are  found  in  the  esopha- 
gus, lungs,  pancreas,  liver,  adrenals,  renal  pelves, 
and  urinary  bladder.9, 10, 11  An  infiltration  of  round 
cells  and  giant  cells  is  found  in  tonsils  removed  in 
the  prodromal  stage,  just  as  in  measles.12  Meningo- 
encephalitis with  convulsions  and  encephalomyelitis 
may  precede,  accompany  or  follow  chickenpox.13 
The  involvement  of  the  respiratory  tract  is  similar 
to  that  which  takes  place  in  smallpox.  Even  in  vac- 
cinia when  the  successful  lesion  begins  to  “take”  on 
the  arm,  the  virus  can  be  isolated  from  the 
pharynx.14 

Pneumonitis  can  be  a very  serious  manifestation 
of  the  virus  activity.  One  case  we  viewed  was  a 
man  with  a very  severe  chickenpox,  a fever  of 
104  F.,  and  out  of  the  oxygen  tent  only  long 

enough  for  a picture  to  be  taken.  He  developed  an 
unusual  manifestation  of  this  disease,  a unilateral 
orchitis.  He  survived,  and  on  a six  months’  follow- 
up had  testicular  atrophy.15  A film  of  his  chest 
show's  the  typical  “snowstorm”  of  the  pneumonitis. 

Another  case  that  was  on  the  danger  list  for  sev- 
eral days  was  that  of  a woman  who  developed  an 
acute  psychosis.  The  skin  lesions  on  the  face  were 
unusually  deep  and  have  left  scars  similar  to  tlie 
pitting  after  smallpox.  She  had  contracted  the 
chickenpox  from  a mild  case  in  her  daughter  who 
brought  it  home  from  school. 

An  unusual  danger  resulting  from  an  infection 
of  chickenpox  occurs  in  the  course  of  a transfusion, 
when  the  donor  develops  this  disease  shortly  after 
the  blood  is  withdrawn.  This  is  at  the  end  of  the 
incubation  period  just  as  the  virus  is  finding  its  way 
into  the  blood  stream.  In  one  such  case16  where  the 
donor  broke  out  with  chickenpox  three  days  after 
the  transfusion,  the  recipient,  who  had  had  chicken- 
pox  as  a child,  became  ill  on  the  third  day  after  re- 
ceiving the  hlood  and  died  on  the  fifteenth  day. 

In  this  day  of  blood  banks  such  a danger  is  un- 
likely. But  if  such  a situation  should  develop  it  is 
w’ell  to  bear  in  mind  that  20  cc.  of  convalescent 
chickenpox  gamma  globulin  obtained  from  a serum 
center  as  quickly  as  possible  by  airplane  would  be 
in  order.  In  the  meantime,  the  recipient  should 
have  the  benefit  of  at  least  10  cc.  of  ordinary  gamma 
globulin. 

Although  one  attack  of  chickenpox  ordinarily 
gives  a life-long  protection,  it  does  not  give  protec- 
tion against  an  overwhelming  invasion  by  the  virus. 
This  protection  is  contained  in  the  gamma  globulin 
fraction  of  the  blood.  It  is  present  in  much  larger 
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amounts  during  convalescence.  Thereafter,  while 
it  will  protect  the  individual  from  ordinary  expo- 
sure, it  is  so  weak  in  the  pooled  serum  from  the  Red 
Cross  from  which  our  gamma  globulin  is  derived 
that  when  administered  to  a non-immune  it  fails  to 
give  the  protection  against  chickenpox  and  mumps 
that  it  does  against  measles  and  infectious  hepatitis. 

In  this  connection  it  is  well  to  call  your  attention 
to  a more  common  problem,  namely,  the  prevention 
of  chickenpox  after  a known  exposure.  In  1948 
Funkhouser17  used  gamma  globulin  in  a convales- 
cent hospital  for  children,  without  controls.*  He 
recorded  protection  in  70  cases  with  only  3 failures. 
In  the  same  year,  Schaeffer  and  Toomey,ls  using 
5 cc.  to  10  cc.,  obtained  successful  protection  with 
controls.  But  in  two  subsequent  controlled  series 
with  the  same  dosage  the  gamma  globulin  showed 
no  protection.  These  authors  conclude  that  where 
protection  appears  to  be  apparent  the  history  of 
previous  attacks  could  be  faulty.  Consequently,  I 
would  caution  you  not  to  rely  on  ordinary  gamma 
globulin  as  a protective  measure  against  chickenpox. 

Another  danger  has  come  to  the  fore  in  the  last 
year.  Haggerty  and  Elev10  have  collected  17  fatal 
cases  where  the  chickenpox  developed  while  the 
patients  were  on  steroid  therapy  for  either  rheu- 
matic fever  or  asthma.  Not  all  cases  under  steroid 
therapy  that  develop  chickenpox  die,  but  they  are 
apt  to  have  very  severe  eruptions.  In  one  case  le- 
sions were  hemorrhagic  and  continued  to  come  out 
over  a period  of  three  weeks,19  and  in  another  there 
was  a recurrence  of  the  eruption  32  days  after  the 
initial  attack.20  Furthermore,  a rapidly  fatal  en- 
cephalitis occurred  three  weeks  after  the  onset  of 
chickenpox  in  a four-vear-old  boy  who  had  been 
receiving  50  mgm.  of  cortisone  daily  for  several 
weeks  for  asthma.19  In  some  manner  the  virus 
spread  is  unchecked  as  a result  of  the  influence  of 
the  steroid.21,22  W einstein23  has  pointed  out  that 
steroids  would  facilitate  the  attachment  or  penetra- 
tion of  viruses  of  cells.  These  drugs  would,  there- 
fore, tend  to  be  most  dangerous  when  they  are  be- 
ing given  at  the  time  of  exposure  to  a virus,  or  if 
their  use  is  initiated  at  the  time  of  first  contact  with 
a virus. 

What,  then,  is  a physician  to  do  when  confronted 
with  the  problem  of  an  exposure  to  chickenpox  in  a 
patient,  especially  one  who  has  never  had  it,  who 
because  of  asthma,  rheumatic  fever,  or  a nephrotic 
syndrome  is  on  full  dosage  of  cortisone  or  ACTH  ? 
The  incubation  period  is  fourteen  days,  more  or 
less.  In  the  first  place,  the  character  of  the  exposure 
must  be  considered.  If  it  were  a single  exposure 
one  can  figure  more  closely.  On  the  other  hand,  if 
the  patient  wras  in  the  ward  or  in  the  same  house,  we 
must  consider  the  period  of  infectivity.  According 

*2  c.c.  for  those  under  one  year  of  age,  3 c.c.  for  those 
from  two  to  four  years,  4 c.c.  for  those  from  four  to  six 
years,  and  5 c.c.  for  those  over  six  years. 
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to  the  excellent  and  much  neglected  studies  of 
Evans4  the  infectivity  of  chickenpox  via  the  res- 
piratory tract  is  apparently  in  full  force  prior  to  the 
skin  eruption.  This  pre-eruptive  infectivity  can  be 
as  early  as  four  days  before  the  eruption.  Often  a 
diagnosis  is  not  made  until  twenty-four  hours  after 
the  appearance  of  the  first  skin  lesion.  Further- 
more, the  more  severe  the  case  the  shorter  the  incu- 
bation period.  One  is  confronted  with  the  danger 
of  withdrawing  the  steroid  too  abruptly,  and  also 
with  the  rapid  and  widespread  dissemination  of  the 
virus  through  the  influence  of  the  steroid.  Again, 
we  should  try  to  supply  the  patient  with  convales- 
cent chickenpox  gamma  globulin.  This  is  a situa- 
tion which  could  mean  life  or  death,  because  none 
of  our  antibiotics  exerts  any  influence  on  the  virus 
of  chickenpox. 

While  most  of  the  cases  of  chickenpox  occur  in 
the  grammar  school  period,  it  can  occur  at  all  ages. 
One  can  be  born  with  congenital  chickenpox  which 
can  be  fatal.  Or  one  can  have  it  mildly  during  in- 
fancy.24 It  is  apt  to  be  more  severe  in  adult  life. 
Rolleston25  mentions  a case  at  the  age  of  ninety- 
three. 

Since  we  are  dealing  strictly  with  a disease  of 
man  it  has  not  been  possible  to  use  animals  in  ex- 
perimenting with  this  disease.  Consequently,  the 
experimental  animal  has  had  to  be  man  himself. 
Most  adults  have  had  chickenpox.  Therefore,  it 
has  been  necessary  to  use  children  who  have  been 
thought  never  to  have  had  the  disease.  As  we  have 
already  seen  in  the  attempts  to  protect  with  gamma 
globulin,  the  previous  history  is  not  always  reliable. 
Many  attempts  have  been  made  to  bring  about  ac- 
tive immunity  with  fluid  from  chickenpox  vesicles 
by  various  methods  but  mostly  by  the  old  scarifica- 
tion method  used  for  smallpox.  The  results  of  these 
attempts26, 27, 2S>  29, 30, 31  ■ 32,  33, 34' 35, 36, 37  were  variable 
and  were  discontinued  twenty-five  years  ago  be- 
cause chickenpox,  on  the  whole,  is  such  a mild  dis- 
ease. However,  it  is  interesting  to  note  that  for  the 
most  part  a local  reaction  was  induced  similar  to 
what  used  to  be  obtained  from  the  old  smallpox 
crust  method;  and  in  others,  especially  infants,  a 
mild  generalized  eruption  besides.  The  successful 
takes  occurred  between  the  eighth  and  thirteenth 
day.  The  protection  in  those  takes  was  not  con- 
stant. One  child  appeared  to  be  protected  for  a 
vear,  but  came  down  with  the  disease  from  an  ex- 
posure eighteen  months  later.33 

In  reviewing  these  attempts  at  immunization  on 
a total  of  710  infants  and  children,  I found  that  not 
once  did  such  an  attempt  bring  about  a herpes  zos- 
ter, not  even  in  15  who  were  known  to  have  had 
chickenpox  and  whose  vaccinations  were  unsuccess- 
ful.32,34 However,  one  of  the  doctors  while  mak- 
ing these  transfers  of  the  vesicle  fluid  did  develop 
herpes  zoster.33  This  doctor  had  had  chickenpox  in 

continued  on  next  page 
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childhood.  The  significance  of  this  will  he  discussed 
later. 


VESICLE  FLUID  USED  FOR  PREVENTION 
OF  CHICKENPOX 


Reference 

Number 

26 

27 

28 

29 

30 

31 

32 

33 

34 

35 

36 

37 


Author 

Handrick  

Kling  

Number 

Cases 

127 

135 

Rabinoff  

96 

Rulelli  

15 

Michael  

32 

Hess  and  Ungar 

86 

Hotzen  

59 

Greenthal  

36 

Waddel  and  Eley  

23 

40 

Finkelstein  

43 

von  Gulacsy  

18 

710 

From  the  laboratory  side,  it  is  well  to  he  reminded 
that  chickenpox  may  give  rise  to  transient  false- 
positive Hinton,  Kahn38  and  Wassermann39  re- 
actions for  syphilis.  The  blood  picture  shows  in- 
constant variations,  a leukopenia  in  the  incubation 
period  with  a rise  in  the  percentage  of  lymphocytes 
with  lymphoblasts  and  prolymphocytes.  According 
to  Holbrook40  the  mitotic  figures  occasionally  seen 
among  the  latter  attest  to  the  strong  stimulus  to 
lymphocytic  activity  which  may  accompany  the 
disease. 

As  to  the  virus  of  chickenpox : this  has  been  iso- 
lated by  Thomas  Weller,41'42  the  Nobel  laureate, 
and  further  studied  by  him  and  his  associates.43 
In  vitro  the  fresh  fluid  from  a vesicle  yields  even- 
tually the  characteristic  formation  of  inclusion- 
containing  cells.  What  is  more,  in  the  present  stage 
of  our  knowledge  these  bodies  look  exactly  like  and 
behave  in  the  same  manner  as  the  inclusion  bodies 
derived  from  the  vesicle  fluid  of  herpes  zoster.  By 
electron  microphotography  of  vesicle  fluid  it  has 
been  shown  that  the  elementary  bodies  recovered 
from  the  two  diseases  are  alike.92 

There  is  no  question  whatever  that  a zoster  can 
result  from  exposure  to  chickenpox  within  the 
usual  incubation  period.  I have  seen  this  in  chil- 
dren and  in  adults.  It  occurs  less  frequently  than 
the  other  way  around,  where  chickenpox  appears 
as  a result  from  exposure  to  herpes  zoster.  In  1921, 
H.  Netter44  collected  13  cases  from  the  literature 
where  zoster  followed  exposure  to  chickenpox,  3 
of  which  were  in  infants.  All  of  these  involved 
spinal  nerves.  On  the  other  hand,  he  collected  87 
cases  in  which  chickenpox  followed  exposure  to 
herpes  zoster. 

Kile4-'  reports  the  case  of  a two-and-a-half-year- 
old  child  who  developed  a herpes  zoster  extending 
from  the  buttock  to  the  foot,  which  ran  an  unevent- 
ful course,  healing  in  nine  days  with  only  a small 
amount  of  residual  scarring.  The  interesting  points 


in  this  case  are  that  the  child’s  mother  had  had 
chickenpox  during  her  seventh  month  of  pregnancy 
while  carrying  this  child;  and,  furthermore,  this 
baby  at  one  year  old  was  thoroughly  exposed  to 
chickenpox  without  contracting  it.  Yet  this  zoster 
appeared  eighteen  days  after  the  exposure. 

During  an  outbreak  of  chickenpox  on  a conva- 
lescent scarlet  fever  ward  of  the  Haynes  Memorial 
HospitaH  a boy  was  admitted  who  had  a definite 
history  of  having  had  chickenpox.  Because  of  this 
past  history  I considered  him  immune.  After  four- 
teen days  on  this  ward  (the  average  incubation  for 
chickenpox  ),  he  developed  a painless  herpes  zoster 
over  his  thigh,  with  a slight  fever.  Seiler40  cites 
three  cases  of  zoster  following  exposure  to  chicken- 
pox.  I shall  discuss  the  significance  of  this  phe- 
nomenon later. 

It  is  well  to  point  out  that  we  have  nothing  to 
substantiate  the  idea  that  chickenpox  during  the 
puerperium  is  capable  of  inducing  congenital  de- 
formities comparable  to  German  measles.47 

Herpes  Zoster 

Herpes  zoster,  otherwise  known  as  zoster  or  zona 
(meaning  girdle)  and  commonly  as  shingles,  em- 
braces in  part  a virus  activity  provoking  “an  acute 
inflammatory  reaction  in  isolated  spinal  or  cranial 
sensory  ganglia.”49  Zoster  applies  to  a vesicular 
eruption  of  a dermatome,  an  area  of  skin  or  mucous 
membrane  innervated  by  a nerve  segment.  The 
ganglion  cells  of  these  sensory  nerve  fibres  are  in- 
volved by  the  viral  inflammatory  activity  extending 
to  the  nerve  terminals  and  to  the  prickle  cells  sup- 
plied by  them.  Here  inflammation,  cell  liquefaction, 
explosion  and  vesiculation  take  place  as  described 
in  the  chickenpox  lesion. 

The  virus  involved  in  this  process  lies  dormant  in 
the  ganglion  cells  until  activated  by  some  trigger 
mechanism  brought  about  through  a variety  of  in- 
sults. In  the  majority  of  instances  the  nature  of  the 
insult  is  unknown,  but  at  other  times  circumstantial 
evidence  points  strongly  to  trauma,50’ 51  chilling, 
carbon  monoxide  poisoning,  untoward  effects  of 
medication  with  the  heavy  metals,  arsenic,  mercury, 
bismuth,  vitamin  Bj,  Hodgkins  disease,  lymphatic 
leukemia,  breast  carcinoma,  and  possibly  irradia- 
tion with  X rays.*  In  respect  to  becoming  activated 
by  intrinsic  and  extrinsic  factors,  herpes  zoster  re- 
sembles herpes  simplex,  known  as  “cold  sore”  or 
"fever  sore,”  the  virus  of  which  also  lies  dormant 
until  aroused. 

Herpes  zoster  is  not  seasonal.  It  is  not  report- 
able.  Rivers35  has  shown  that  in  contrast  to  chick- 
enpox, which  has  a definite  drop  in  the  summer 
months,  the  admissions  of  zoster  in  the  hospitals 

*Riibe,r>2  Schmitt  and  Thierfelder53  are  of  the  opinion 
that  X rays  induce  zoster,  while  the  results  of  Seelen- 
tag’sr’4  studies  would  indicate  that  other  factors  rather 
than  the  irradiation  are  responsible  for  the  zoster. 
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and  clinics  of  New  York  City  constitute  a straight 
line  throughout  the  year.  Perutz56  had  shown  this 
same  epidemiological  difference  in  Vienna  and 
southern  Austria.  In  and  around  Edinburgh, 
Seiler40  found  peaks  of  higher  incidence  in  May 
and  October,  but  zoster  was  always  sporadic  rather 
than  epidemic. 

While  the  majority  of  cases  of  chickenpox  occur 
in  childhood  the  majority  of  cases  of  zoster  occur 
after  the  age  of  twenty,  and  the  highest  incidence 
is  between  forty  and  seventy  years  of  age.  Never- 
theless, it  can  occur  in  infancy.  Madden57  has  fig- 
ured that  only  0.07  per  cent  of  all  cases  occur 
among  infants. 

There  is  an  erroneous  notion  that  if  zoster  ap- 
pears on  both  sides  it  will  he  fatal.  In  one  child  re- 
ported by  Hailey58  we  have  a true  bilateral  zoster 
of  the  face  and  on  both  sides  it  is  distinctly  con- 
fluent. Another  case  by  the  same  author  involves 
lesions  of  both  temples.  Thomas59  has  collected  no 
less  than  52  bilateral  cases  of  herpes  zoster  from  the 
literature,  to  which  Hailey’s  three  more  can  now 
be  added. 

From  the  diagnostic  point  of  view  the  initial  in- 
flammatory reaction,  particularly  if  on  the  face, 
may  he  confused  with  erysipelas,  he  ause  zoster  can 
also  he  ushered  in  with  chill  and  fever.  It  can  also 
be  confused  with  a diffuse  herpes  simplex.  Usually 
the  unilateral  character  of  herpes  zoster,  as  well  as 
the  pre-eruptive  pain,  will  he  helpful. 

Pain  is  the  most  variable  symptom  in  zoster.  It 
may  be  entirely  absent  or  it  may  be  so  severe  as  to 
require  the  strongest  doses  of  anodynes.  When  the 
pain  precedes  the  skin  lesion,  as  it  often  does,  it  is 
usually  superficial  and  stinging  in  character,  but  the 
patient  may  describe  it  in  such  a way,  depending  on 
its  location,  as  to  suggest  angina  pectoris,  gallstone 
colic,  renal  colic,  appendicitis,60  and  glaucoma. 
Spillane  and  Paul  V bite61  described  twelve  cases  in 
which  precordial  zoster  occurred  in  anginal  pa- 
tients. In  ten  of  these  the  zoster  appeared  after  the 
anginal  attacks  had  become  established.  Diagnostic 
difficulties  may  he  augmented  by  the  possibility  that 
zoster  pains  can  occur  without  any  skin  lesions  de- 
veloping.6- This,  of  course,  is  very  difficult  to 
prove,  but  I am  convinced  that  it  occurs.  We  know 
that  we  can  have  subminimal  infections  in  other 
virus  diseases,  notably  in  rubella,  poliomyelitis  and 
mumps. 

The  localized  process  of  inflammation  in  the 
ganglion  cells,  on  rare  occasions,  can  spread  to 
motor  nerve  cells,  giving  rise  to  paralysis.  Baird63 
has  reviewed  these  paralyses.  One  example  of  pa- 
ralysis may  be  seen  in  the  so-called  Ramsey  Hunt 
syndrome.49- 64  It  has  been  pointed  out  that  the 
pathology  in  these  palsies  may  be.  in  part,  a polio- 
myelitis and  motor  neuritis.49 

There  is  little  evidence  of  visceral  pathologv  in 


herpes  zoster  because  so  few  people  die  in  the 
course  of  this  condition.  However,  Siede65  has 
recently  shown  both  by  liver  function  tests  and  by 
liver  biopsies  that  the  liver  may  suffer  a true  hepa- 
titis coincidentally  with  localized  zoster. 

In  the  course  of  the  activity  in  the  vesicle,  the 
virus  may  escape  into  the  blood  stream  giving  rise 
to  isolated  general  vesicles  indistinguishable  from 
those  of  chickenpox.  There  may  he  a typical 
thoracic  area  of  herpes  zoster  vesicles  and,  along 
with  this,  isolated  vesicles  over  the  trunk,  known  as 
herpes  zoster  generalizatus.  The  isolated  lesions 
are  not  apt  to  he  as  deep  in  the  prickle  cells  of  the 
skin  as  are  the  confluent  girdle  lesions  over  the 
dermatome.  Generalizatus  lesions  are  uncommon. 
Seiler46  in  his  study  of  2-16  cases  of  herpes  zoster 
in  and  about  Edinburgh  found  generalizatus  in  7. 
or  3.8  per  cent.  These  lesions  were  widespread  in 
3 cases  and  sparse  in  4.  These  aberrent  vesicles 
came  on  simultaneously  with  the  zoster  or  a few 
days  later,  except  in  one  instance  where  they  came 
out  seven  days  after  the  localized  zoster.  None  of 
these  seven  cases  gave  a history  of  association  with 
chickenpox. 

Many  case  reports  of  herpes  zoster  generalizatus 
are  titled  “herpes  zoster  and  simultaneous  chicken- 
pox."  It  cannot  he  denied  that  chickenpox  can 
occur  with  or  just  after  a localized  zoster.  The 
circumstantial  evidence  of  an  exposure  to  chicken- 
pox  within  the  appropriate  incubation  period  would 
make  this  a reasonable  dual  diagnosis.06  Here  we 
run  into  a confusing  situation  because,  as  alreadv 
stated,  during  a chickenpox  epidemic  this  disease 
occasionally  may  he  manifested  as  herpes  zoster. 

Exposure  to  an  individual  in  the  active  stage  of 
herpes  zoster  can  result  in  a condition  which  is  im- 
possible to  differentiate  from  chickenpox  by  any 
clinical,  epidemiological  or  laboratory  means.  This 
we  saw  in  the  original  case-  presented  in  this  lecture 
where  the  exposure  of  the  sister  to  a case  of  zoster 
resulted  in  her  first  attack  of  what  appeared  to  he 
chickenpox,  and  at  the  end  of  fourteen  days  her  little 
brother  coming  down.  But  this  did  not  protect  either 
child  against  epidemic  chickenpox  six  vears  later. 
How  often  this  happens  we  do  not  know.  Pickles67 
cites  a case  of  chickenpox  in  a little  girl  who  con- 
tracted it  after  exposure  to  a case  of  supraorbital 
zoster  in  a young  woman.  Eight  years  later  this  child 
came  down  again  with  chickenpox.  On  theoretical 
grounds  it  should  be  very  rare,  because  the  virus  de- 
rived from  herpes  zoster  vesicles  and  the  virus  de- 
rived from  chickenpox  vesicles  show  identical  anti- 
body response.  In  other  words,  there  is  a cross  im- 
munity. Consequently,  herpes  zoster  and  chickenpox 
should  protect  against  each  other.43- 68  But  apparent- 
ly they  do  not  always  do  so,  because  in  the  study  of 
school  epidemics  in  England  it  was  found  that  eighty 
per  cent  of  the  boys  and  girls  who  exhibited  zoster 
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had  a history  of  having  had  chickenpox.69  In  this 
connection,  it  is  interesting  to  note  that  9 of  12  out- 
breaks of  zoster  were  accompanied  by  chickenpox, 
but  60  outbreaks  of  chickenpox  were  not  accom- 
panied by  zoster.70  One  boy  is  said  to  have  suffered 
from  three  attacks  of  zoster.  He  had  not  previously 
had  chickenpox.  Without  more  specific  details  one 
would  suspect  this  was  herpes  simplex,  which  is 
characteristically  recurrent. 

Simpson71  reports  that  during  six  years  in  Ciren- 
cester, England,  85  cases  of  zoster  gave  rise  to  only 
6 cases  diagnosed  as  chickenpox,  and  these  in  turn 
gave  rise  to  only  5 more  cases.  Further  field  studies 
of  an  epidemic  on  one  of  the  Shetland  Islands  by 
this  author  led  her  to  the  conclusion  that  no  distinc- 
tion exists  between  ordinary  chickenpox  and 
chickenpox  caught  from  cases  of  shingles  as  to  in- 
cubation, infectivity — and  I quote — “or  in  the 
solidity  of  the  protection  conferred  by  a previous 
attack  against  varicella  of  the  same  or  the  alterna- 
tive origin — in  fact,  the  cross  immunity  appeared 
to  be  complete.” 

There  are  some  interesting  observations  on  the 
epidemiology  of  zoster.  Cantor72  during  twenty 
years  of  practice  on  Christmas  Island  in  the  south- 
ern Pacific  encountered  herpes  zoster  but  saw  no 
chickenpox.  Storen73  during  five  years’  practice  in 
a Norwegian  village  saw  cases  of  zoster  but  no 
chickenpox. 

Good74  and  his  associates  have  recently  reported 
a girl  of  four  who  developed  a zoster  after  exposure 
to  chickenpox  although  she  had  had  chickenpox  at 
the  age  of  three.  In  this  case  the  incubation  period 
was  four  weeks.  But  this  child  was  given  120  mg. 
per  day  of  ACTH  for  fifteen  days  for  a nephrotic 
syndrome.  The  initial  symptom  of  the  zoster  of  the 
second  lumbar  dermatome  was  merely  itching. 
However,  it  caused  a desquamation  of  a large  strip 
of  skin  over  the  groin  and  buttock  but  without 
residual  damage ; — again,  a zoster  derived  from 
chickenpox  exposure,  but  here  under  the  influence 
of  steroid  therapy. 

These  authors  cite  another  case  of  zoster  in  a 
twelve-year-old  boy  who  was  under  treatment  with 
prednisone,  120  mg.  per  day,  for  one  month,  for 
rheumatic  carditis.  Although  the  initial  subjective 
symptom  of  the  zoster  was  itching  rather  than  pain, 
extensive  sloughing  of  the  area  followed. 

1 have  found  no  example  of  steroid  therapy 
bringing  about  a fatal  generalized  eruption  of 
herpes  zoster.  An  important  point  to  keep  in  mind 
is  the  fact  that  herpes  zoster  represents  a local  ac- 
tivity of  virus  in  the  dorsal-root  ganglia  or  extra- 
medullary ganglia  of  cranial  nerves,  with  spread  of 
this  activity  along  nerve  paths  to  those  particular 
areas  of  the  skin  supplied  by  the  nerve  fibres.  When 
lesions  do  occur  in  the  mucous  membrane  in  the 
mouth,  there  is  nothing  in  the  literature  to  suggest 
that  this  enhances  its  infectivity.  Furthermore,  the 
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lesions  of  zoster  are  for  the  most  part  deeper  in  the 
prickle  cells  of  the  skin  and  therefore  are  “well  cov- 
ered and  without  a ready  means  of  transport.” 75 
unless  broken  open.  It  is  well  recognized  that  zos- 
ter is  not  as  infectious  as  chickenpox.  Certainly,  in 
its  zoster  form  it  is  not  epidemic. 

Another  such  case76  is  reported  from  Brazil, 
where  gangrene  of  the  skin  followed,  and  healing 
of  this  leg  lesion  did  not  take  place  until  the  corti- 
sone was  stopped. 

We  saw  that  steroid  therapy  in  progress  at  the 
onset  of  the  vesiculation  did  not  give  rise  to  a par- 
ticularly painful  lesion  at  the  start,  yet  necrosis 
followed.  The  use  of  cortisone  after  herpes  zoster 
has  started  appears  to  be  the  one  measure  which, 
under  well  controlled  clinical  tests,  gives  substan- 
tial evidence  of  relief  of  the  pain  of  post-herpetic 
neuralgia,  without  in  any  other  way  altering  the 
course.77' 78 

We  have,  therefore,  in  cortisone  an  agent  which 
during  a particular  phase  of  chickenpox  can  so  in- 
duce the  multiplication  of  the  virus  in  the  blood 
stream  as  to  bring  about  the  death  of  the  patient, 
whereas,  in  the  post-viremia  stage  it  does  not  ap- 
pear to  do  any  harm.  Indeed,  there  are  those  who 
are  under  the  impression  that  it  is  helpful,  espe- 
cially in  the  presence  of  pneumonitis.  These  im- 
pressions are  not  checked  by  adequate  controls  and 
are  held  by  authors  who  are  enthusiastic  about 
cortisone  in  the  treatment  of  mumps  orchitis,  where 
the  only  adequately  controlled  series  of  105  cases/ 
showed  no  significant  difference  in  the  duration  and 
severity  of  symptoms,  fever  and  complications.79 

When  one  considers  the  many  remedial  agents 
which  have  been  advocated  for  herpes  zoster  and 
how  many  have  been  tried  and  found  wanting,  it  is 
refreshing  to  learn  that  cortisone  appears  to  help 
post-herpetic  neuralgia.  It  is  well  to  bear  in  mind 
that  herpes  zoster  is  a “self-limited  disorder  rang- 
ing in  intensity  from  a banal  painless  rash  calling 
for  no  treatment  to  a gangrenous,  secondarily- 
infected  eruption  with  pain  severe  and  persistent 
enough  to  call  for  the  most  powerful  anodynes.”80 

In  one  case  we  had  an  extensive  thoracic  zos- 
ter in  a woman  of  fifty-three.  There  was  some 
“burning”  discomfort  prior  to  the  eruption,  hut  it 
did  not  disturb  her  sleep.  At  the  time  pictures 
were  made  two  months  ago  she  complained  of  no 
pain,  and  the  only  time  lost  from  her  secretarial 
work  was  when  she  came  to  my  office  to  find  out 
what  was  the  matter.  A few  days  later,  during  the 
drying  process  she  took  forty  grains  of  aspirin  daily 
for  three  days  only,  hut  her  nights  were  not  dis- 
turbed, and  there  was  no  further  discomfort.  A 
man  of  sixty-eight  with  a similar  eruption  suffered 
no  discomfort  and  continued  his  office  work  as  an 
industrialist.  However,  another  industrialist  with 
a zoster  over  the  same  area  had  a very  severe  pre- 
emptive pain.  1 Ie  had  nurses  around  the  clock  for 
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THE  PRESIDENT  OF  THE  AMERICAN  MEDICAL  ASSOCIATION 

VIEWS  THE  YEAR  AHEAD 

Address  of  Doctor  David  B.  Allman,  at  the  Opening  Session 
of  the  House  of  Delegates  at  the  Annual  Meeting  of  the 
American  Medical  Association,  at  New  York  City,  June  3,  1957 


Our  illustrious  president  has  reported  to 
you  on  his  stewardship  of  office.  He  has 
served  you  well,  with  dignity  and  that  rare  quality 
of  statesmanship  so  important  to  the  preservation 
of  the  private  practice  of  medicine.  I heartily  en- 
dorse the  recommendations  Doctor  Murray  has 
made.  It  is  my  fervent  prayer  that  I may  carry  on 
as  successfully  during  the  coming  year  as  he  has 
during  the  past. 

As  is  customary,  I shall  limit  my  remarks  to  a 
projection  of  what  lies  ahead  rather  than  reporting 
to  you  on  my  year  of  internship  as  your  president- 
elect. Although  it  has  been  arduous,  it  has  made  me 
more  humble  and  proud  of  the  honor  you  bestowed 
upon  me  in  Chicago  last  year. 

What  course  are  we  to  chart  for  the  coming 
year?  What  are  the  problems  facing  us?  How  may 
we  advance  toward  that  perennial  objective  of  im- 
proved medical  care  for  all  of  the  American  peo- 
ple ? These  are  the  questions  we  seek  to  answer  each 
year  as  each  succeeding  president  takes  office. 

There  is  no  doubt  in  my  mind  that  we  are  ad- 
vancing toward  that  illusive  goal  which  will  always 
“exceed  our  grasp.”  But  I am  concerned  whether 
our  rate  of  progress  is  sufficient  to  keep  pace  with 
the  rapid  changes  taking  place  in  medical  practice. 
In  our  struggle  to  advance  socially  as  we  have 
medically,  have  we  made  concessions  which  have 
tended  to  turn  us  away  from  our  charted  course? 
I would  he  less  than  frank  if  1 did  not  express  un- 
concern. 

I have  encountered  in  recent  months  a feeling 
that  the  American  Medical  Association  should 
“board  the  gravy  train”  of  federal  research  appro- 
priations. The  argument  is  given  that  everyone  is 
getting  his  share,  so  why  shouldn’t  the  AMA  re- 
quest financial  support  to  conduct  much-needed 
surveys  in  the  medical  care  and  socio-economic 
fields.  I have  only  two  comments  to  make  on  this 
matter.  If  such  surveys  will  help  us  to  improve  the 
quality  and  quantity  of  medical  care  being  made 
available  to  the  American  people,  then  private 
capital  or  the  American  Medical  Association  itself 
should  finance  such  studies. 

Furthermore,  I am  convinced  that  our  Associa- 
tion’s general  position  in  support  of  economy  in  the 
Federal  Government  will  he  substantiallv  weak- 


ened if  we,  too,  line  up  at  the  “public  trough.”  I 
hope  that  you  feel  the  same  way. 

Federal  legislation,  after  it  has  become  the  law 
of  the  land,  has  at  times  detoured  us  into  dangerous 
areas.  I have  in  mind  here  the  request  by  certain 
hospitals  for  payments  from  the  Department  of 
Defense  under  Medicare  for  professional  services 
rendered  to  dependents  of  servicemen  by  hospital 
residents.  We  should  not  lose  sight  of  the  fact  that 
our  residency  training  programs  are  teaching  pro- 
grams and  the  sale  of  physicians’  services  by  hospi- 
tals should  be  resisted.  Furthermore,  it  is  not  in 
keeping  with  traditional  patterns  of  medical  prac- 
tice and  would  encourage  charges  by  hospitals  for 
residents’  services  to  patients  not  under  the  Medi- 
care program. 

Since  I am  on  this  subject,  I should  like  to  make 
one  general  comment  on  all  third  party  contractual 
agreements  which  call  for  fixed  fee  schedules.  My 
concern  in  this  area  is  not  related  to  physicians’ 
incomes  hut  to  the  fundamental  dangers  inherent 
in  standardized  fees.  Expediency,  laws  and  gov- 
ernmental regulations  have  encouraged  us  to  accept 
fixed  fees  for  specified  groups,  especially  those  in 
certain  income  brackets.  We  now  find  many  pre- 
payment plans  raising  their  income  ceilings  to  in- 
clude a majority  of  our  population.  In  my  opinion, 
the  pressure  for  this  action  is  related  primarily  to 
competitive  factors.  Where  will  this  trend  lead? 
It  has  the  inherent  danger  of  ultimately  affecting- 
tile  quality  of  care  rendered  and  should  be  care- 
fully watched. 

Traditionally,  medicine  has  operated  in  a com- 
petitive climate  that  fosters  incentive,  rewards 
ability,  and  smothers  mediocrity.  But,  as  we  all 
know,  medicine  has  had  to  yield  in  the  fact  of 
government  intervention,  although  every  effort  has 
been  made  to  retain  its  basic  tenets.  Medicine  has 
yielded  to  financing  mechanisms  that  clearlv  and 
without  question  restrict  the  seller’s  right  to  seek 
a reasonable  price  for  his  services  — but  only  when 
it  was  convinced  that  the  only  alternative  was  sub- 
mission to  even  less  acceptable  conditions. 

If  we  really  believe  in  our  contention  that  a level- 
ing or  averaging  process  inevitably  tends  to  destroy 
individuality  and  initiative,  then  there  is  cause  for 
concern  and  a need  for  constant  vigilance  on  the 
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part  of  every  physician. 

Clarence  Randall,  in  his  book  The  American 
Way.  makes  this  observation : 

The  outward  manifestation  of  the  American 
system  at  work  is  freedom  of  choice  for  the 
individual  in  every  activity  of  his  life  and  the 
means  of  satisfying  his  own  needs  as  he  con- 
ceives them  to  be  needs,  the  more  willingly  will 
he  give  of  his  best  efforts  in  order  that  those 
ends  may  be  attained. 

In  the  area  of  voluntary  health  insurance,  the 
American  Medical  Association  from  the  beginning 
has  consistently  supported  the  service  and  indem- 
nity approach  as  the  means  of  assisting  the  general 
public  in  financing  health  care.  This  diversification 
has  resulted  in  the  opportunity  to  test  and  adopt 
or  reject  many  different  prepayment  concepts. 

There  are  promising  experiments  in  progress. 
The  Wisconsin  Blue  Shield  Plan  which  combines 
a service  concept  with  no  fee  schedule  nor  income 
ceiling  deserves  serious  attention.  1 he  rapid 
growth  of  the  so-called  major  hospital  and  medical 
expense  coverage  plans  is  encouraging.  For  the 
insured  it  provides  a much  greater  bulwark  of  pro- 
tection. while  at  the  same  time  has  built  in  controls 
against  abuse. 

To  those  physicians  who  are  board  members  of 
medical  society-sponsored  plans,  I would  encour- 
age a thorough  appraisal  of  the  present  status  of 
your  prepayment  program.  You  should  also  give 
serious  consideration  to  expanding  your  services 
to  include  deductible  and  coinsurance  provisions.  I 
believe  there  are  a number  of  Blue  Shield  Plans 
now  experimenting  with  this  type  of  coverage. 

In  the  realm  of  public  service,  the  profession  is  to 
he  complimented  on  the  outstanding  cooperation 
exhibited  in  the  recent  polio  vaccination  campaign. 
Under  the  leadership  of  the  A.M.A.,  state  and 
county  medical  society  polio  vaccination  programs 
mushroomed  to  unprecedented  proportions  across 
the  nation. 

Unfortunately,  the  supply  of  vaccine  made  it 
necessary  to  curtail  many  well-planned  programs. 
With  production  stepped  up  and  anticipated  supply 
now  meeting  demands,  I would  like  to  encourage 
your  continued  interest  and  participation  in  this 
public  service  campaign  during  the  coming  year. 

Time  does  not  permit  the  discussion  of  other 
problem  areas  and  public  service  opportunities.  It 
is  apparent  that  the  coming  year  presents  many 
challenges  which  demand  the  cooperation  of  every 
practicing  physician  in  America. 

If  we  are  to  carry  forward  the  spirit,  the  intent, 
and  the  promise  of  ever-improved  medical  care, 
we  must  be  ready  to  bear  the  fatigues  of  supporting 
it.  To  this  end,  I pledge  my  time  and  talents  during 
the  coming  year  as  your  president. 
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two  weeks.  Codein  with  aspirin  and  other  measures 
were  entirely  ineffective.  Morphine  helped  and  was 
increased  from  one-quarter  to  one-half  grain  doses 
during  the  week.  It  was  before  the  days  of  demerol, 
jrrotamide  and  cortisone.  I had  to  bring  in  two  con- 
sultants. He  convalesced  in  Florida  for  a month 
and  continued  to  have  post-zoster  neuralgic  pains 
for  three  months.  Herpes  zoster  in  the  eye  may  re- 
sult in  the  most  exquisite  torture. 

Sodium  iodide,  posterior  pituitary  extract,  moc- 
casin and  cobra  venoms,  X ray  over  the  dorsal  root 
ganglion,  diphtheria  antitoxin,  vaccinia  inocula- 
tions. and  blood  transfusion  from  convalescent 
donors  are  just  a few  of  the  more  recent  measures 
that  still  have  their  advocates.  Aureomycin  and  Bi 
have  had  their  periods  of  popularity  which  faded 
when  it  was  found  that  herpes  zoster  developed 
while  these  two  were  being  administered  for  other 
conditions.81  As  for  Bj,  it  has  been  clearly  demon- 
strated that  large  doses  can  initiate  zoster.  In  one 
individual  the  resumption  of  this  treatment  brought 
about  a reactivation  of  the  virus  with  recurrent 
vesiculation  over  the  same  area  of  the  skin  on  two 
separate  occasions.82 

We  sawT  that  chickenpox  could  be  transmitted 
from  one  child  to  another  by  the  inoculation  of  the 
fresh  vesicular  fluid.  These  inoculations  did  not 
“take”  in  those  who  had  had  chickenpox.  In  tho€e 
who  had  not  had  chickenpox  it  was  apt  to  produce  a 
localized  affair  at  the  site  of  inoculation.  Rarely, 
it  produced  a generalized  eruption.  When  the  ve- 
sicular fluid  of  herpes  zoster  is  transferred  to  a 
child  we  do  not  get  a herpes  zoster  hut  a generalized 
eruption.  One  child  was  inoculated  with  fresh  ve- 
sicular fluid  from  a 25-year-old  man  with  a dorso- 
pectoralis  zoster.  She  had  a localized  reaction  along 
with  a generalized  varicella-like  eruption.  This  case 
apparently  acted  as  a source  of  infection  to  three 
other  cases  of  what  appeared  to  be  chickenpox.83 
Kundratitz84  has  done  the  same  experiment  with 
equal  results. 

In  the  course  of  lymphatic  leukemia  herpes  zos- 
ter may  occur,  and  is  commonly  accompanied  or 
followed  by  a generalized  eruption  lasting  three 
weeks.  The  disseminated  vesicular  eruption  may 
take  place  without  any  zoster.  In  severity  it  re- 
minds one  of  varicella  under  the  influence  of  ste- 
roids. The  vesicular  fluid  yields  elementary  bodies 
identical  with  herpes  zoster.85  This  may  occur  in 
patients  with  or  without  a history  of  chickenpox. 
Furthermore,  exposure  to  this  has  resulted  in  ap- 
parent cases  of  chickenpox.  At  other  times  a case 
remains  on  the  open  ward  without  any  ill  effects 
to  others. 

Of  particular  interest  is  the  phenomenon  of  zos- 
ter eruptions  apparently  triggered  by  exposure  to 
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chickenpox.  We  mentioned  the  doctor33  who  had 
chickenpox  in  childhood  and  who,  while  inoculating 
children  with  chickenpox  virus,  developed  herpes 
zoster.  We  mentioned  the  hoy  on  my  service  who 
had  had  chickenpox  previously  and  being  heavily 
exposed  to  chickenpox  developed  a herpes  zoster 
on  the  thigh.  One  could  speculate  on  a dormant 
chickenpox  virus  in  a ganglion  aroused  to  activity 
by  an  exposure  to  chickenpox,  or  dormant  herpes 
zoster  virus  aroused  by  exposure  to  chickenpox. 
Cheatham86  “tentatively  considers”  that  a typical 
zoster  results  from  a “neurogenous  spread  in  a 
person  with  humoral  immunity,”  while  in  chicken- 
pox  “the  lesions  probably  result  from  a hemato- 
genous spread  in  a non-immune  individual."  A pa- 
tient with  both  zoster  and  a generalized  eruption 
would  then  have  a neurogenous  spread  in  a non- 
immune.  We  do  not  understand  chickenpox  im- 
munity. The  antibody  contained  in  the  gamma 
globulin  may  he  maintained  through  the  presence 
of  dormant  virus  held  in  some  tissue  somewhere  in 
the  body.  This,  of  course,  is  highly  speculative. 

Arsenical  zoster.  Among  the  many  things  that 
can  induce  herpes  zoster  is  heavy  dosage  of  arsenic. 
It  used  to  take  place  occasionally  under  salvarsan 
treatment  for  syphilis.  It  may  also  take  place  under 
heavy  dosage  of  Fowler’s  solution.  In  one  instance 
where  a man  developed  this  type  of  zoster,  his  child 
developed  what  was  diagnosed  as  chickenpox  25 
days  later.87  Another  case  is  that  of  a man  who 
under  arsenical  treatment  for  leukemia  developed 
a herpes  zoster  followed  by  a generalized  eruption. 
A little  hoy,  four  years  old,  exposed  to  this  patient 
came  down  with  chickenpox.88  Of  course,  we  can- 
not he  sure  that  in  these  two  cases  there  was  not  a 
possibility  that  these  two  children  were  exposed  to 
chickenpox  unknown  to  the  author.  Nevertheless, 
Netter89  showed  that  the  vesicle  fluid  from  zoster 
following  arsenic,  bismuth  and  vaccinia  all  showed 
the  same  complement  fixation  reaction  which  was 
identical  with  that  of  chickenpox. 

The  cross  immunity  between  chickenpox  and  all 
forms  of  herpes  zoster90  regardless  of  what  acts  as 
the  provocative  agent  has  been  stressed  by  many 
authors  on  this  subject  and  has  recently  been  veri- 
fied by  Weller  and  Coons.43  This  cross  immunity 
suggests  that  the  viruses  may  he  identical,  hut  it  is 
not  to  be  taken  as  proof.  Other  dissimilar  diseases 
show  cross  immunity  reactions.  Granuloma  vene- 
rium and  psittacosis  or  parrot  fever  are  two  entirely 
different  diseases,  yet  the  viruses  show  a cross  im- 
munity.91 As  to  the  similarity  of  the  viruses  under 
the  electron  microscope  :92  virology  is  younger  than 
bacteriology.  The  innocuous  bacillus  Hoffmanni 
looks  just  like  the  causative  agent  of  diphtheria 
under  the  microscope  and  can  be  differentiated  only 
by  cultural  methods.  Therefore,  the  similarities 
found  in  the  laboratory  between  the  virus  of  chick- 


enpox and  the  virus  of  herpes  zoster  must  not  be 
leaned  on  too  heavily.  Cornby93  in  a discussion  on 
this  subject  in  Paris  exclaimed:  "O  laboratoire, 
que  d’erreurs  on  commet  en  ton  noin !”  (Oh,  lab- 
oratory what  errors  one  commits  in  thy  name  ! ) As 
clinicians  we  may  smile  over  this,  hut  let  us  beware, 
because  clinicians  have  made  mistakes.  Ferdinand 
von  Hebra,94  the  father  of  dermatology,  one  of  the 
great  men  who  advanced  the  knowledge  of  medi- 
cine in  the  heyday  of  Vienna  teachers  one  hundred 
years  ago,  insisted  that  chickenpox  was  the  child- 
hood form  of  smallpox,  that  they  were  different 
manifestations  of  the  same  disease.  Both  diseases 
were  prevalent  in  Austria  at  this  time.  His  errone- 
ous teaching  on  this  point  was  propounded  in  two 
other  leading  medical  centers  of  the  time,  in  Paris 
and  in  Edinburgh.  He  recognized  the  lack  of  cross 
immunity,  and  was  the  first  to  demonstrate  that  the 
vesicle  of  chickenpox  was  actually  multilocular. 

When  we  consider  the  relationship  of  chickenpox 
to  herpes  zoster  this  hit  of  history  should  give  us 
pause,  for  these  two  can  imitate  each  other  both 
clinically  and  in  the  laboratory.  In  pathogenesis, 
chickenpox  can  he  expressed  by  a zoster,  and  herpes 
zoster  can  be  expressed  in  the  disseminated  lesions 
of  a generalizatus  which  cannot  he  differentiated 
from  those  of  chickenpox. 

Humoral  immunity  is  a very  unsatisfactory  basis 
for  the  idea  of  a common  etiology  in  view  of  the 
results  of  the  inoculation  experiments  we  have  re- 
viewed ; nor  does  it  explain  the  vagaries  of  epi- 
demiological experiences.  The  question  has  been 
asked,  why  do  we  have  zoster  rather  than  a recur- 
rent chickenpox?95  If  the  close  serological  similar- 
ity between  the  two  can  account  for  one  acting  as  a 
trigger  for  a latent  virus  of  the  other,  one  would 
expect  frequent  recurrence  of  zoster  in  the  95  per 
cent  chickenpox-immune  adult  population,  and  a 
high  incidence  of  zoster  in  adult  life,  especially 
during  epidemics  of  chickenpox.  On  the  other 
hand,  if  re-infection  is  the  basis  of  such  trigger 
action  the  same  inconsistencies  with  the  actual  epi- 
demiology become  apparent.  Furthermore,  if  the 
virus  etiology  is  always  the  same  the  large  number 
of  adults  taking  cortisone  today  would  lead  one  to 
expect  a high  fatality  in  zoster  through  the  dis- 
seminating and  cell  penetrating  influence  of  the 
steroid,  bringing  about  a severe  generalizatus, 
which  is  not  the  case.  Consequently,  one  should  he 
wary  of  accepting  the  view  that  all  herpes  zoster  is 
of  chickenpox  origin.  As  the  science  of  virology 
advances  the  complete  answer  to  the  relationship 
will  he  forthcoming.  At  present  no  satisfactory 
answer  to  the  riddle  is  at  hand. 

The  Bibliography  is  not  printed,  but  it  is  available 
on  request  to  this  journal. 
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Introduction 

Each  year  about  thirty-five  to  forty  infants 
under  six  months  of  age  die  suddenly  and  un- 
expectedly in  the  state  of  Rhode  Island.  These 
deaths  are  reported  to  the  medical  examiners  for 
review  and  almost  all  are  referred  to  the  Office  of 
the  Chief  Medical  Examiner  for  further  examina- 
tion. This  paper  is  a report  to  the  physicians  of 
Rhode  Island  relative  to  these  deaths  from  August 
20.  195.3  to  May  7,  1957. 

No  other  type  of  death  investigated  by  this  office 
causes  more  concern  on  the  part  of  the  family  or 
the  physician  who  may  have  seen  these  infants 
after  birth,  for  routine  pediatric  care.  It  is  the 
responsibility  of  the  medical  examiner  to  rule  out 
violence  and  criminal  neglect  and  to  reassure  the 
family  if  the  death  is  due  to  natural  disease  for 
which  there  is  no  known  treatment  or  means  of 
diagnosis. 

The  problem  has  been  the  subject  of  rather 
intensive  study  in  certain  parts  of  the  country. 
Werne1,  -•  3 was  one  of  the  first  to  make  a system- 
atic study  of  the  problem  on  a large  number  of 
cases.  These  deaths  were  those  occurring  in  the 


Borough  of  Queens  in  New  York  City.  Following 
this,  Adelson4  made  a similar  study  in  Cleveland. 
Arey5  has  reported  a limited  series  of  a similar 
nature  in  Philadelphia. 

Less  is  probably  known  now  concerning  these 
deaths  than  medico-legal  investigators  thought  they 
knew  ten  or  fifteen  years  ago.  Smothering  and 
status  thymicolymphaticus  were  formerly  blamed 
for  many  of  these  deaths.  These  entities  have  been 
tbe  subject  of  numerous  reports.0,  '■ 8 

Material 

Eighty-one  deaths  in  infants  under  six  months 
of  age  comprise  the  group.  These  deaths  were  re- 
ported to  the  medical  examiner  because  there  were 
signs  of  violence  or  because  no  medical  history  was 
known  which  would  have  accounted  for  death. 
Stillborns  and  abortuses  were  not  included  in  this 
series.  All  cases  were  thought  to  have  lived  a 
“separate  existence." 

Methods 

The  circumstances  surrounding  the  death  and 
the  pertinent  medical  history  was  obtained  by  one 
of  the  medical  examiners.  I f no  medical  reason  for 
tbe  death  was  known,  further  examination  was 
made,  including  an  autopsy.  Routine  bacteriological 
studies  were  carried  out  on  the  respiratory  and 
intestinal  tracts  and  other  indicated  areas.  Indicated 
toxicological  studies  were  conducted. 

Results 

Of  the  eighty-one  deaths  studied,  fourteen  were 


TABLE  I 

Violent  deaths  ( birth  to  6 months ) : ( 14 ) 


case 

month 

no. 

& year 

age 

sex 

5 

Aug.  '53 

AV2  mo. 

F 

9 

Sept.  ’53 

4J/2  mo. 

F 

15 

Sept.  ’53 

6 mo. 

M 

102 

Jan.  ’54 

5 mo. 

M 

130 

Mar.  ’54 

NB 

M 

271 

Oct.  ’54 

NB 

F 

315 

Nov.  ’54 

zy2  wk. 

M 

484 

May  '55 

NB 

M 

521 

June  '55 

3 wks. 

M 

644 

Oct.  ’55 

5 wks. 

F 

645 

Oct.  ’55 

5 mos. 

F 

65P 

Sept.  ’56 

2 da. 

M 

1227 

Dec.  ’56 

10  da. 

M 

1295 

Jan.  ’57 

NB 

F 

finding 

Automobile  accident 

Smothering  — bunk  bed,  suspended  from 

Smothering  — defective  crib  side 

Subdural  hematoma  — dropped,  accident 

Drowning,  homicide 

Foreign  body  in  mouth,  homicide 

Smothering,  crib,  accident 

Manual  strangulation,  homicide 

Skull  fracture,  dropped  by  brother,  accident 

Smothering,  sleeping  with  mother,  accident 

Smothering,  crib,  accident 

Aspiration  of  formula,  accident 

Burns,  homicide 

Lack  of  care  of  newborn 


UNEXPECTED  DEATH  IN  INFANCY 


397 


TABLE  II 

Natural  Deaths  ( birth  to  6 months ) 
Well-defined  Cause:  ( 15  ) 


case 

month 

no. 

& year 

age 

sex 

finding 

69 

Dec.  ’53 

2 mo. 

F 

Anomaly  of  left  coronary  artery 

81 

Dec.  ’53 

13  da. 

M 

Adrenal  cortical  hyperplasia 

97 

Jan.  ’54 

4 mo. 

F 

Acute  yellow  atrophy  of  liver  (hepatitis) 

265 

Oct.  '54 

6 wks. 

F 

Endocardial  fibro  elastosis 

308 

Nov.  ’54 

6 wks. 

F 

Gastro  intestinal  anomalies 

337 

Tan.  ’55 

5 mo. 

F 

Multiple  congenital  anomalies 

588 

July  ’55 

6 mo. 

F 

Gastro  intestinal  anomaly 

660 

Oct.  ’55 

2 mo. 

M 

Septicemia — severe  cellulitis  of  abdomen  and  buttocks 

669 

Oct.  ’55 

5J4  wks. 

M 

Congenital  aortic  stenosis 

1007 

June  ’56 

3 mo. 

M 

Focal  agenesis  of  brain 

1182 

Nov.  ’56 

6 mo. 

M 

Valve  in  urethra — hydronephrosis 

1216 

Dec.  ’56 

2 mo. 

M 

Meningococcemia 

1423 

Apr.  ’57 

19  da. 

M 

Interventricular  septal  defect 

1425 

Apr.  ’57 

4 mo. 

F 

Acute  enteritis  — dehydration 

1441 

May  ’57 

6 mo. 

M 

Status  convulsions  — hypoplasia  of  brain 

TABLE  III 

Prematurity  as  Primary  Cause:  (4) 

case 

month 

no. 

& year 

age 

sex 

finding 

175 

June  ’54 

4 mo. 

F 

Prematurity  (pneumonia  ?) 

207 

Aug.  ’54 

2 mo. 

F 

Prematurity 

728 

Dec.  ’54 

2 mo. 

M 

Prematurity 

1268 

Jan.  ’57 

50  da. 

F 

Prematurity 

due  to  violence,  both 

accidental  and 

homicidal. 

mental  defect.  Case  number  1355  had  a quadri- 

These  cases 

serve  as  a 

“control  group” 

for  gross, 

cuspid  aortic  valve  which  is  usually  not  considered 

histological 

and  bacteriological  criteria 

(table  I ). 

significant.  However,  in  this  case,  the  right  coron- 

The  remaining  sixty-seven  deaths  were  certified 
as  being  due  to  natural  disease  processes.  These 
cases  are  divided  into  three  categories.  In  the  first 
category  are  those  deaths  due  to  a well-defined 
cause  (table  II).  In  the  second  category  are  those 
cases,  due  primarily  to  prematurity,  without  spe- 
cific congenital  defects  or  infection  (table  III). 
In  the  third  category  are  those  deaths  due  to  an 
ill-defined  cause  (table  IV). 

Discussion 

Of  sixty-seven  sudden  infant  deaths  not  due  to 
violence,  only  fifteen  were  due  to  a well-defined 
cause.  The  other  fifty-two  were  due  either  to  pre- 
maturity or  to  an  ill-defined  cause. 

The  well-defined  cause  group  presents  no  prob- 
lem in  diagnosis.  In  most  instances  the  congenital 
anomaly  was  distinct  and  its  physiologic  result  was 
definite  at  autopsy.  Examples  would  he  case 
numbers  669  and  1423,  with  cardiac  anomalies,  and 
definite  signs  of  acute  and  chronic  cardiac  failure. 
Also,  case  number  1216,  with  a positive  spinal 
fluid  culture  of  Neisseria  intracellularis  and  gross- 
ly hemorrhagic  adrenals,  is  illustrative  of  definite 
infection. 

The  ill-defined  group,  on  the  contrary,  may  show 
equivocal,  or  no  findings  of  disease  or  develop- 


ary  artery  arose  directly  over  a commissure  where 
it  would  fill  less  adequately  and  a small  patch  of 
myocardial  fibrosis  was  noted  on  microscopic  ex- 
amination. Pulmonary  edema  was  present,  hut  no 
signs  of  chronic  passive  congestion.  Case  numbers 
326  and  507  also  presented  valvular  defects  of 
questionable  significance  because  no  signs  of 
chronic  cardiac  failure  were  found  at  autopsy. 

The  two  large  categories  within  this  ill-defined 
group  are  so-called  interstitial  pneumonia  and  pul- 
monary edema — “cardiac  arrythmia”  deaths.  These 
overlap  and  both  may  he  seen  together. 

Interstitial  pneumonia  is  a microscopic  entity 
which  was  largely  advanced  by  Werne,1,  2 as  a 
cause  of  infant  death.  This  type  of  “interstitial 
pneumonia"  is  different  from  that  described  in 
adults  and  is  manifested  by  interstitial  edema,  a 
sprinkling  of  lymphocytes  and  a rare  poly  in  the 
interstices,  with  macrophages  adjacent  to  the  alve- 
olar walls.  It  is  thought  by  some  that  this  results 
from  a focus  of  infection  somewhere  in  the  body 
(e.g.  the  middle  ear,  larynx,  tonsils,  etc.).  There  is 
serious  doubt,  in  the  mind  of  the  writer,  as  to  the 
significance  of  these  pulmonary  findings  and  also 
as  to  some  of  the  cases  of  so-called  “laryngitis,” 
because  similar  findings  can  he  seen  in  many  of  the 
infants  dying  violently  in  the  same  age  group. 

continued  on  next  page 
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The  “pulmonary  edema”  category  is  a distinct 
group  which  has  been  recognized  by  numerous  in- 
vestigators,1- 4 as  well  as  by  the  writer.  One  could 
almost  define  this  pulmonary  edema  as  the  com- 
mon denominator  in  this  ill-defined  group.  It  would 
probably  he  much  more  common  were  it  not  for  the 
fact  that  these  infants  are  frequently  resuscitated 
by  rescue  squads,  thus  removing  much  of  the  froth 
from  the  air  passages.  The  addition  of  the  term, 
“probably  cardiac  arrythmia”  has  no  basis  in  fact, 
but  is  simply  an  attempt  to  explain  an  obvious 
finding.  Most  of  these  infants  have  normal  hearts, 
both  grossly  and  microscopically. 

The  sex  and  age  incidence  of  these  ill-defined 
deaths  are  of  some  interest  and  are  shown  in  Fig- 
ure 1.  Figure  2 shows  the  incidence  by  months  of 
the  year.  The  ratio  of  male  to  female  is  about  2:1. 
Most  are  between  the  ages  of  four  to  twelve  weeks. 
The  greatest  incidence  is  in  the  months  of  Septem- 
ber, December  and  February,  although  these  deaths 
are  by  no  means  absent  during  the  other  months. 
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FIGURE  1 

Sex  and  age  incidence  of  ill-defined  infant  deaths  under 
six  months  of  age. 
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FIGURE  2 

Monthly  incidence  of  ill-defined  infant  deaths  under 
six  months  of  age. 

Bacteriologic  studies,  conducted  on  these  in- 
fants in  the  ill-defined  group,  yield  little  informa- 
tion and  are  very  similar  to  those  reported  by  Adel- 
son.4  They  will  not  be  reported  in  detail  here. 
Blood  cultures,  as  a routine  screening  procedure  in 
this  type  of  case,  is  of  very  questionable  value. 
Often  the  infant  is  dead  for  a number  of  hours 
before  discovery,  and  more  hours  elapse  before  the 
autopsy.  Based  on  a limited  series  of  cases,  it  is 
the  writer’s  opinion  that  most  blood  taken  for 
culture  at  autopsy  is  too  badly  contaminated  to  be 
of  diagnostic  value. 
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Poisoning  in  this  age  group  is  extremely  rare. 
No  cases  of  borate  poisoning,  as  reported  by 
Fisher,9  were  found  in  this  series,  although  it  is 
always  considered  in  the  differential  diagnosis,  es- 
pecially in  those  cases  with  severe  “diaper  rash” 
treated  with  borate  containing  powder. 

In  the  violent  group,  only  five  cases  of  smother- 
ing could  be  demonstrated.  These  were  based  on  a 
combination  of  findings,  asphyxia  at  autopsy  and 
the  circumstances  surrounding  the  death.  These 
were  due  to  the  peculiar  circumstances  of  the  crib 
or  bed  in  which  the  infants  were  sleeping. 

Much  discussion  has  centered  around  the  ques- 
tion of  the  accidental  smothering  of  infants.  The 
mere  fact  that  an  infant  is  found  dead  “face 
down”  or  lying  on  his  abdomen  does  not  make  for 
the  diagnosis  of  smothering.  In  studying  the  cir- 
cumstances of  the  death  of  these  infants  found 
dead  or  seen  to  die,  no  special  correlation  between 
anatomic  findings  and  the  position  of  the  body  can 
be  made.  About  50%  are  lying  on  their  backs,  the 
other  50%  lying  on  their  abdomen  or  “face  down.” 
This  is  in  agreement  with  the  reports  of  other  in- 
vestigators. 

CONCLUSION 

Eightv-one  cases  of  sudden,  unexpected  (Jeaths 
in  infants,  under  six  months  of  age,  are  presented. 
Fourteen  were  due  to  violence  and  fifteen  due  to 
well-defined  natural  causes.  Fifty-two  were  due  to 
ill-defined  causes  where  no  distinct  morphologic 
basis  for  death  could  be  demonstrated. 
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case 

month 

no. 

& year 

age 

sex 

21 

Oct.  ’53 

25  da. 

M 

83 

Dec.  ’53 

4 mo. 

F 

252 

Nov.  ’54 

2 mo. 

F 

326 

Dec.  '54 

3 mo. 

F 

ISP 

Dec.  '54 

3 mo. 

M 

334 

Jan.  ’55 

3 mo. 

F 

336 

Jan.  ’55 

1 1 wks. 

M 

359 

Feb.  ’55 

6 mo. 

M 

424 

Apr.  ’55 

7 wks. 

M 

438 

Apr.  ’55 

Syi  mo. 

AI 

507 

June  ’55 

6 wks. 

F 

548 

July  ’55 

1 mo. 

AI 

571 

July  ’55 

4 mo. 

AI 

28P 

Aug.  '55 

2 mo. 

F 

611 

Sept.  '55 

5 mo. 

AI 

709 

Dec.  ’55 

3 mo. 

AI 

729 

Dec.  ’55 

5 wks. 

AI 

814 

Feb.  '56 

9 wks. 

AI 

51 P 

Feb.  ’56 

5 wks. 

AI 

821 

Feb.  ’56 

6 wks. 

AI 

842 

Feb.  ’56 

3 mo. 

F 

951 

May  '56 

4 mo. 

F 

963 

May  ’56 

1 mo. 

AI 

982 

June  '56 

7 wks. 

AI 

1107 

Aug.  ’56 

A]/2  mo. 

AI 

1108 

Sept.  ’56 

21/ 2 wks. 

AI 

1119 

Sept.  ’56 

iy2  mo. 

AI 

1121 

Sept.  '56 

4 wks. 

AI 

1129 

Sept.  '56 

9 wks. 

AI 

1170 

Nov.  ’56 

4 wks. 

F 

1180 

Nov.  ’56 

6 mo. 

AI 

1222 

Dec.  '56 

9 wks. 

AI 

1226 

Dec.  '56 

19  da. 

F 

1239 

Dec.  ’56 

2 mo. 

AI 

1251 

Dec.  ’56 

6 wks. 

AI 

1290 

Jan.  '57 

5 mo. 

AI 

1311 

Feb.  ’57 

7 wks. 

F 

1318 

Feb.  ’57 

6 wks. 

F 

1328 

Feb.  ’57 

9 wks. 

AI 

1338 

Feb.  ’57 

6 wks. 

AI 

1355 

Feb.  ’57 

4 wks. 

AI 

1357 

Feb.  ’57 

3 mo. 

AI 

69  P 

Feb.  ’57 

2 mo. 

F 

1361 

Mar.  ’57 

3 mo. 

F 

1394 

Alar.  ’57 

6 wks. 

AI 

1417 

Apr.  ’57 

2x/i  mo. 

F 

1440 

May  ’57 

6 wks. 

M 

1448 

May  ’57 

10  wks. 

AI 

EXCERPTA  MEDICA 

For  a man  to  be  truly  suited  to  the  practice  of 
medicine,  he  must  be  possessed  of  a natural  disposi- 
tion for  it,  the  necessary  instruction,  favorable 
circumstances,  education,  industry  and  time.  The 
first  requisite  is  a natural  disposition,  for  a reluc- 
tant student  renders  every  effort  vain.  But  instruc- 
tion in  the  science  is  easy  when  the  student  follows 
a natural  bent,  so  long  as  care  is  taken  from  child- 
hood to  keep  him  in  circumstances  favorable  to 
learning  and  his  early  education  has  been  suitable. 
Prolonged  industry  on  the  part  of  the  student  is 
necessary  if  instruction,  firmly  planted  in  his  mind, 
is  to  bring  forth  good  and  luxuriant  fruit. 

The  Canon 
Hippocrates 


finding 

Interstitial  pneumonia 
Interstitial  pneumonia 
Interstitial  pneumonia 
? Congenital  mitral  dysplasia 
“Fulminating  respiratory  disease” 

? "Generalized  lymphadenitis” 

Interstitial  pneumonia 

Bronchopneumonia 

Interstitial  pneumonia 

Bronchopneumonia 

? Hemangioma  of  tricuspid  valve 

? Septicemia 

Interstitial  pneumonia 

Interstitial  pneumonia 

Bronchopneumonia 

Interstitial  pneumonia 

Interstitial  pneumonia 

Interstitial  pneumonia 

Interstitial  pneumonia 

Interstitial  pneumonia 

Interstitial  pneumonia 

Bronchopneumonia 

Pulmonary  edema 

Interstitial  pneumonia 

Interstitial  pneumonia 

? Unknown  cause 

Interstitial  pneumonia 

Interstitial  pneumonia 

Interstitial  pneumonia 

Interstitial  pneumonia 

Interstitial  pneumonia 

Interstitial  pneumonia 

Bronchopneumonia 

Interstitial  pneumonia 

Interstitial  pneumonia 

Bronchopneumonia 

Interstitial  pneumonia 

Pulmonary  edema  — ? cardiac  arrythmia 

Pulmonary  edema  — ? cardiac  arrythmia 

Pulmonary  edema  — ? cardiac  arrythmia 

Pulmonary  edema  — quadricuspid  aortic  valve 

Pulmonary  edema  — ? cardiac  arrythmia 

Pulmonary  edema 

Exstrophy  of  bladder  — sudden  death 

Interstitial  pneumonia 

Pulmonary  edema  — ? cardiac  arrythmia 

Interstitial  pneumonia 

Pulmonary  edema  — ? cardiac  arrythmia 


ART  AND  NEUROSIS 

Everything  great  in  the  world  comes  from  neu- 
rotics. They  alone  have  founded  our  religions  and 
composed  our  masterpieces.  Never  will  the  world 
know  all  it  owes  to  them  nor  all  that  they  have 
suffered  to  enrich  us.  We  enjoy  lovely  music,  beau- 
tiful paintings,  a thousand  intellectual  delicacies, 
but  we  have  no  idea  of  their  cost,  to  those  who 
invented  them  in  sleepless  nights,  tears,  spasmodic 
laughter,  rashes,  asthmas,  and  the  fear  of  death, 
which  is  worse  than  all  the  rest. 

From  The  Maxims  of  Marcel  Proust, 
edited  and  translated  by  Justin  O’Brien 
( Columbia  University  Press ) 
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THE  "CARDIAC’’  IN  BUSINESS  AND  INDUSTRY 


^pHE  development  of  a real  concern  for  the 
J-  welfare  of  handicapped  people  is  a relatively 
modern  social  phenomenon.  Still  more  recent  is 
intelligent  planning  for  their  integration  into  the 
life  of  their  communities  as  productive  individuals 
and  the  resulting  realization  that,  on  the  whole, 
not  only  these  people  themselves  but  also  business 
and  industry,  which  employs  them,  and  thus  society 
in  general,  gain  by  their  re-establishment  as  pro- 
ducers. To  put  this  more  simply  — a person  who 
has  suffered  an  illness  that  leaves  him  with  definite 
physical  limitations  may  often  go  back  to  bis  job, 
or  to  another  better  suited  to  his  condition,  and 
continue  to  support  himself  and  his  family.  .Some- 
times it  is  the  very  necessity  to  care  for  himself 
and  limit  his  main  activity  to  his  work  that  makes 
a person  a more  reliable  and  productive  employee. 
That  this  is  true  of  people  who  have  suffered  from 
serious  cardiac  damage  is  freely  admitted  by  lead- 
ing physicians  in  industrial  medicine,  the  great  ma- 
jority of  whom  now  are  ready  to  recommend  the 
employment  of  such  people,  after  careful  study  and 
evaluation.  At  least  fifty  per  cent  of  those  with 
definite  heart  disease  are  employable,  and  many  of 
them,  probably  by  reason  of  their  need  for  living  a 


carefully  planned  life,  actually  out-perform  their 
healthy,  carefree  colleagues. 

The  one  difficulty  that  the  employer  faces  is  the 
matter  of  compensation  for  illness  while  on  the  job, 
to  which  the  patient  with  a damaged  heart  is  ad- 
mittedly liable.  Although  stresses  and  strains  on 
the  cardiac  patient  in  his  life  outside  his  work- 
environment,  as  a rule,  are  greater  than  those  lie 
encounters  on  the  job,  it  is  usual  for  the  courts  or 
boards  to  allow  a full  100  per  cent  award  in  case 
of  acute  attacks  or  death  while  employed.  For  this 
reason,  as  well  as  for  the  full  protection  of  the 
individual  concerned,  the  family  physician  should 
not  only  give  the  person  who  seeks  to  return  to  his 
job  a most  careful  and  detailed  examination,  but 
he  should  also  stress  the  rules  of  living  that  will 
enable  his  patient  to  avoid  all  extra  stress  situations 
and  other  deleterious  factors  in  his  life,  and  to  con- 
centrate on  the  performance  of  his  work.  In  the 
case  of  employment  in  large  industrial  concerns 
with  medical  departments,  cooperation  with  the 
medical  director  of  the  company  in  planning  the 
type  of  work  and  the  follow-up  and  rechecking  of 
the  employee’s  condition  is  of  the  greatest  impor- 
tance. All  too  often  it  is,  as  has  been  mentioned,  the 
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strain  and  stress  in  his  life  off  the  job  that  is  the 
most  unfavorable  factor  in  his  plan  of  life,  and 
here  the  advice  of  the  family  physician  is  essential. 

Among  the  factors  that  can  aid  such  a person  in 
maintaining  his  health  can  be  mentioned  as  favor- 
able for  all  those  with  definite  heart  damage  such 
things  as  keeping  dowm  the  weight,  with  particular 
attention  to  a low-fat  diet ; the  elimination  of 
tobacco,  especially  cigarettes,  and  the  avoidance,  as 
far  as  possible,  of  situations  which  wall  result  in 
emotional  tension  and  anxiety.  Sometimes  the  trip 
to  work  in  crowded  buses,  the  extra  duties  about 
one's  home,  or  the  too  strenuous  “recreation”  of 
one  sort  or  another  represents  more  potential  dam- 
age than  the  relatively  sedentary  activities  of  care- 
fully chosen  employment. 

We  have  all  seen  many  individuals  who,  after  a 
serious  attack  of  congestive  failure  or  myocardial 
infarction,  with  a reasonable  amount  of  attention 
to  their  ways  of  life,  have  gone  on  for  many  years 
in  their  regular  work.  One  notable  example  has 
continuously  engaged  the  attention  of  our  entire 
nation  since  September,  1955.  We  are  thankful  to 
realize  that  in  that  instance  the  favorable  situation 
appears  so  clearly  to  be  maintained.  In  the  many, 
many  similar  instances  that  are  so  familiar  to  all 
who  are  in  active  medical  practice,  it  is  well  to  real- 
ize that  the  doctor  in  whom  the  patient  has  the 
greatest  confidence  — the  one  who  can  in  the  clear- 
est manner  outline  to  him  the  most  favorable  course 
for  him  to  follow'  — the  key  man  in  solving  his 
problem  — is  the  family  physician. 

STATE  LEGISLATION 

In  this  issue  the  committee  on  public  laws  of  the 
Society  provides  a summary  of  the  actions  of  the 
General  Assembly  on  various  proposals  before  it 
in  its  recent  session  relating  to  health,  welfare  and 
education. 

We  commend  the  Assembly  when  it  properly 
recognizes  certain  proposals  as  inimical  to  the  best 
interests  of  the  health  of  the  citizens,  such  as 
amendments  to  weaken  the  examination  for  the 
healing  art  through  the  basic  science  law,  or  the 
extension  to  healers  in  a restricted  field  permission 
to  treat  citizens  for  all  disabilities.  These  actions, 
we  know,  must  often  be  taken  under  pressure  of 
political  factions,  but  taken  they  must  be  in  the  first 
consideration  of  the  health  and  safety  of  the  public. 

At  the  same  time  w7e  are  at  a loss  to  interpret  the 
action  of  the  Assembly  on  the  chemical  test  law 
that  would  have  been  a step  further  in  the  efforts 
to  control  the  mounting  toll  of  highway  disabilities 
and  deaths.  The  chemical  test  law  as  proposed  is 
certainly  not  a perfect  measure  ; few  legislative  acts 
are.  Yet  it  did  offer  some  help  in  what  is  today’s 
major  public  safety  problem.  Removal  of  the  alco- 
holic driver  from  the  highways  will  not  stop  motor 
vehicle  accidents  drastically,  hut  it  will  certainly 


eliminate  the  most  dangerous  type  of  motorist 
from  the  roads.  We  sincerely  hope  that  the  legis- 
lation will  be  re-introduced  next  year,  and  receive 
the  support  of  our  Assembly. 

For  several  years  the  pressure  has  been  on  the 
Assembly  to  join  the  New  England  Higher  Educa- 
tion Compact.  Since  most  of  the  appeal  has  been 
predicated  on  the  alleged  need  for  professional 
workers,  particularly  physicians  and  dentists,  the 
Society  had  taken  the  stand  that  a complete  study 
should  be  undertaken  before  the  state  committed 
itself  to  any  regional  plan  of  higher  education. 

The  1956  Assembly  wrent  along  with  this  reason- 
able approach,  and  it  authorized  the  appointment 
of  a commission  to  undertake  a study  of  the  needs 
of  Rhode  Island  for  professional  services,  and  its 
ability  to  meet  those  needs  with  present  available 
facilities.  The  commission  was  not  activated  until 
MAY,  1957,  one  year  after  the  resolution  was 
passed ! 

Meanwhile,  in  the  current  session  (1957)  of  the 
Assembly  a bill  was  rushed  through  both  Houses, 
and  signed  immediately  by  the  Governor,  com- 
mitting the  state  to  membership  in  the  New  Eng- 
land Compact  for  at  least  two  years  and  commit- 
ting it  further  to  all  obligations  accruing  to  it  dur- 
ing the  time  intervening  until  it  shall  withdraw 
from  the  compact.  In  addition  the  state  must  pay 
$10,000  annually  toward  a fund  to  provide  an 
office  for  the  New  England  Board  of  Higher  Edu- 
cation, located  in  Winchester,  Massachusetts. 

Now  that  Rhode  Island  is  bound  by  the  contract, 
and  has  three  members  on  the  eighteen-member 
Board  of  Higher  Education — -which  board  inci- 
dentally is  composed  mainly  of  representatives 
of  the  state  universities  and  of  state  legislatures  : — 
the  special  commission  is  authorized  to  make  its 
study.  It  would  appear  that  whatever  the  local 
study  attempts,  its  actions  will  be  influenced  by  the 
New  England  board;  otherwise,  why  two  groups 
tackling  a problem  that  requires  the  services  of  only 
one  study  committee? 

STRESS  AND  OCCUPATION 

Recent  studies  indicate  that  the  incidence  of 
coronary  disease,  hypertension  and  ulcer,  often 
attributed  to  environmental  stress,  is  no  greater 
among  executives  than  among  other  employees.  In 
fact,  executives  as  a group  have  a lower  than  aver- 
age mortality  according  to  the  National  Office  of 
Vital  Statistics.  A survey  recently  released  by  the 
American  Management  Association  and  reported 
in  the  Wall  Street  Journal  tends  to  support  this 
impression.  This  survey,  based  upon  the  experience 
of  a group  of  industrial  physicians,  indicates  that 
there  is  no  evidence  that  executives  are  in  worse 
health  than  other  workers.  A study  of  a sample  of 
some  six  hundred  company  officials  revealed  that 
over  90%  had  some  physical  defect ; however,  this 
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percentage  in  all  probability  is  not  out  of  line  with 
that  in  the  general  population.  The  incidence  of 
psychiatric  problems  among  management  person- 
nel has  also  been  subjected  to  critical  reevaluation. 
These  disorders  are  often  thought  to  he  peculiarly 
prevalent  because  of  the  tension,  exasperation  or 
frustration  these  individuals  often  feel.  Actually* 
there  is  very  little  statistical  evidence  to  hear  this 
out. 

It  is  undoubtedly  important  as  a matter  of  good 
fiscal  policy  to  observe  closely  the  health  of  this 
critical  group  of  individuals.  One  should,  however, 
heed  the  following  advice  given  by  Doctor  Harry 
J.  Johnston,  medical  director  of  Life  Extension 
Examiners,  a private  group  set  up  to  supervise 
executive  health  programs : 

“Executives  are  a reasonably  healthy  group  of 
people,  with  good  life  expectancy.  All  of  this  talk 
about  the  unusually  high  incidence  of  disease  in 
their  ranks  is  turning  them  into  worried,  fearful, 
and  sometimes  neurotic  creatures." 

THE  CHAPIN  ORATION 

In  the  sixteenth  Chapin  oration  published  in  this 
issue  of  the  Journal.  Doctor  Wesselhoett  discus- 
ses the  complex  problem  of  the  relation,  or  lack  of 
relation,  between  chickenpox  and  herpes  zoster. 
— a problem  which  confronts  us  in  many  fields  of 
medicine,  and  which,  as  yet,  in  spite  of  much  study, 
has  received  no  definitive  solution.  In  1893.  Bokay 
was  the  first  to  suggest  that  chickenpox  and  herpes 
zoster  are  hut  different  manifestations  of  the  same 
etiological  agent.  He  was  led  to  this  opinion  be- 
cause he  had  observed  a child  who  developed  herpes 
zoster,  which,  ten  days  later  in  another  child  in  the 
same  family,  was  followed  by  an  attack  of  typical 
chickenpox.  This  was  the  beginning  of  a volumi- 
nous literature  as  to  whether  chickenpox  and 
herpes  zoster  are  different  manifestations  of  a com- 
mon cause  or  whether,  as  separate  entities,  they'  can 
at  times  so  closely  resemble  each  other  as  to  he  clin- 
ically indistinguishable. 

For  long  it  has  been  well-known  that  one  attack 
of  chickenpox  usually  confers  immunity  for  life. 
Second  attacks  are  extremely  rare,  so  rare  indeed, 
that  when  this  happens  to  a sister  and  a brother  in 
the  same  family,  the  question  arises  whether  the 
first  attack,  following  exposure  to  herpes  zoster, 
was  really  chickenpox  or  a modified  manifestation 
of  herpes  zoster  resembling  chickenpox. 

It  is  this  problem  which  Doctor  Wesselhoeft 
discusses  in  his  illuminating  oration.  But  even  he. 
whose  experience  in  this  field  is  incomparably  rich, 
finds  himself  in  doubt  as  to  the  precise  relation  be- 
tween chickenpox  and  herpes  zoster ; for  he  ends 
his  discussion  with  the  statement  that  one  should 
he  wary  of  accepting  the  view  that  all  herpes  zoster 
is  of  chickenpox  origin.  As  the  science  of  virology- 
advances.  the  complete  answer  to  the  relationship 
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will  he  ultimately  forthcoming,  hut  at  the  present 
time  no  satisfactory  answer  to  the  riddle  is  at  hand. 

VA  PHYSICIAN  POSTS 

The  Veterans  Administration  has  numerous  va- 
cancies for  physicians  in  adjudicative  medicine. 
Each  regional  office  and  center  having  regional 
office  activities  has  at  least  one  rating  board.  These 
boards  are  made  up  of  three-member  teams  of 
rating  specialists  (medical,  occupational,  and  legal  ) 
who  rate  claims  of  veterans  for  disability  compen- 
sation or  pension.  The  medical  rating  specialist 
considers  each  claim  from  a medical  standpoint. 

Advantages  of  appointment  to  these  professional 
positions  are  ( 1 ) an  opportunity  to  make  a critical 
review  of  a wealth  of  clinical  material  which  has 
been  thoroughly  developed  from  every  clinical  and 
pathological  standpoint;  (2)  a wide  choice  of  lo- 
cations in  every  state  and  in  Hawaii,  Alaska, 
Puerto  Rico,  and  Manila;  (3)  a sedentary  position 
with  regular  working  hours  ; ( 4 ) a starting  salary 
of  $8645  per  annum;  (5)  vacation  and  sick  leave 
benefits;  (6)  coverage* under  civil  service  retire- 
ment or  social  security  system,  and  (7)  low  cost 
life  insurance. 

Requirements  for  these  positions  are  (1)  you 
must  lie  a citizen  of  or  owe  allegiance  to  the  United 
States;  (2)  you  must  have  graduated  from  a 
medical  school  of  recognized  standing  with  a de- 
gree of  doctor  of  medicine;  (3)  you  must  have 
served  an  approved  internship,  and  (4)  you  must 
have  had  at  least  one  year  of  progressively  respon- 
sible professional  experience  in  the  field  of  medi- 
cine. 

Additional  information  may  he  obtained  from 
the  nearest  Veterans  Administration  Regional  Of- 
fice which  is  located  at  100  Fountain  Street,  Provi- 
dence. Rhode  Island,  or  by  contacting  the  Director, 
Personnel  Service,  Department  of  Veterans  Ben- 
efits, Veterans  Administration  Central  Office, 
Washington  25,  D.  C.  Standard  Form  57  (Appli- 
cation for  Federal  Employment)  may  he  obtained 
from  any  First  Class  Post  Office  or  the  nearest 
VA  Office.  Any  interested  applicants  should  for- 
ward the  above  application  form  to  the  Chief,  Per- 
sonnel Division,  Veterans  Administration  Regional 
Office,  100  Fountain  Street,  Providence  3.  R.  I.,  or 
to  the  Director,  Personnel  Service,  Department  of 
Veterans  Benefits,  Veterans  Administration  Cen- 
tral Office,  Washington  25,  D.  C. 

The  list  of  current  vacancies  include  Baltimore, 
Cincinnati,  Cleveland,  Detroit,  Jackson,  Little 
Rock,  Montgomery,  Nashville  (2),  Pass- A-Gri lie 
Beach.  San  Francisco  (status  required),  Sioux 
F'alls,  VBO,  Washington,  D.  C. 


Patronize  Journal  Advertisers 


403 


july,  1957 


NO  KNOWN  CONTRAINDICATIONS 


permits  high  dosage, 

more  effective  diuresis  in  more  patients 


the  low  incidence  of  side  action  with 
Rolicton  (brand  of  amisometradine)  per- 
mits high  dosage,  extending  the  range  of 
effective  diuresis  to  a greater  number  of 
patients  than  was  previously  possible. 

Laboratory  studies  demonstrate  that 
Searle’s  new  oral  diuretic.  Rolicton, 
causes  positive  diuresis  with  an  essen- 
tially balanced  excretion  of  water,  sodium 
and  chlorides. 

Settel1  studied  the  effect  of  Rolicton 
in  forty-seven  patients  and  found  no 
serious  side  effects.  Assali.  who  observed 
the  action  of  Rolicton  in  five  patients 
with  severe  toxemia  of  pregnancy,  states2 
that  side  actions  are  essentially  non- 
existent. Side  actions  of  such  low  inci- 
dence, together  with  its  diuretic  efficacy, 
suggest  a high  order  of  usefulness  for 
Rolicton. 

One  tablet  of  Rolicton.  b.i.d.,  is  usually 
adequate  to  maintain  patients  free  of 
edema  after  the  first  day’s  dosage  of  four 
tablets.  Some  patients  respond  well  to 
one  tablet  daily.  G.  D.  Searle  & Co., 
Chicago  80.  Illinois.  Research  in  the 
Service  of  Medicine. 


1.  Settel,  E.:  Rolicton®  (Aminoisometradine), a 
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2.  Assali,  N.  S.:  Personal  communication.  May 
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Illustration  by  Hans  Elias 


Normal  glomerulus,  showing  arteriole 
musculature,  glomerular  epithelial 
podocytes,  and  "epitheloid"  muscle 
cells  of  vas  efferens. 
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AIR  POLLUTION:  ITS  IMPLICATIONS  FOR  THE  PRACTICING 

PHYSICIAN 

Roswell  W.  Phillips,  m.d. 


The  Author.  Roswell  W . Phillips,  M.D.,  of  Warwick, 
Rhode  Island,  Assistant  Chief  of  Medical  Service , 
U.S.  Veterans  Hospital,  Providence,  Rhode  Island. 


From  the  beginning,  the  survival  of  man  has 
depended  on  his  ability  successfully  to  regulate 
the  environment  to  his  needs.  This  process  has  been 
necessary  to  satisfy  the  basic  requirements  for 
food,  water  and  protection  from  extremes  in  tem- 
perature, factors  common  to  all  types  of  existence 
whether  primitive  or  highly  developed  by  our 
standards.  Until  the  relatively  recent  past,  there 
has  been  little  need  for  man  to  regulate  one  other 
basic  requirement,  namely,  the  air  he  breathes. 
However,  the  necessity  for  control  of  this  part  of 
the  environment  has  become  increasingly  clear.  Ex- 
cept in  special  and  infrequent  situations,  the  prob- 
lem of  regulation  of  the  air  in  the  environment  has 
not  been  one  of  a deficiency  of  its  oxygen  content, 
but  rather  is  related  to  contamination  with  various 
substances  classified  as  dusts,  fumes  and  smoke. 
The  problem  of  air  pollution  has  many  analogies  in 
past  developments  of  civilization.  One  which  read- 
ily presents  similarity  is  that  of  water  pollution. 
The  concentrations  of  population  and  industrial 
development  led  to  contamination  of  clear  and  pure 
water  of  the  streams,  rivers  and  lakes.  With  the 
acquisition  of  knowledge  that  polluted  water  is  a 
source  of  disease,  such  as  typhoid  fever,  the  need 
for  control  and  purification  became  evident.  Ad- 
vances were  not  made  in  the  regulation  of  water 
contamination  without  considerable  medical  study, 
public  education  and  expense  to  obtain  proper  sew- 
age disposal,  purification  plants  and  reservoir  wa- 
ter systems. 

Pollution  of  the  air  like  pollution  of  the  water  is 
a by-product  of  the  civilization  of  man,  of  his 
habits  of  living  and  working.  That  the  introduction 
of  noxious  agents  into  the  respiratory  tree  could 
not  be  safely  tolerated  any  more  than  ingestion  of 
contaminated  materials  into  the  gastrointestinal 
tract  has  been  most  extensively  delineated  in  cer- 
tain industrial  situations.  Workers  have  been 
shown  to  need  protection  from  inhalation  of  dusts 
containing  silica,  asbestos  fibers,  cotton  fibers ; 
chemical  fumes  such  as  carbon  tetrachloride  and 


benzol;  various  heavy  metal  fumes  including  zinc, 
lead,  beryllium,  cadmium ; and  radioactive  dusts.1 
This  incomplete  list  indicates  the  widespread  dis- 
tribution of  the  problem  in  industry.  Considerable 
progress  in  the  control  of  air  pollution  has  been 
made  in  many  industries  by  measures  which  pre- 
vent dust  formation,  remove  noxious  materials 
from  the  air  by  filtration  and  ventilation,  and  pro- 
tect the  worker  by  his  isolation  from  the  source  of 
noxious  agents.  One  other  source  of  contamination 
of  the  air  man  breathes  can  he  best  characterized  as 
“self  air  pollution."  This  occurs  through  the  habit 
of  tobacco  smoking,  especially  with  cigarettes,  in 
which  high  concentrations  of  smoke  are  inhaled  di- 
rectly into  the  respiratory  tree  many  times  during 
the  day.  That  this  procedure  may  he  harmful  has  ^ 
received  considerable  emphasis  in  recent  years.2 

While  the  problem  of  air  contamination  in  cer- 
tain industrial  situations  has  been  clearly  deline- 
ated, it  is  a fair  statement  that,  in  its  broadest  sense, 
many  problems  in  air  pollution  have  not  been  an- 
swered with  any  finality.  Much  study  is  taking 
place  and  commissions  for  investigation  are  operat- 
ing in  various  localities.  Certain  events  in  recent 
years  dramatically  called  attention  to  the  need  for 
the  study  of  air  pollution.  Perhaps  the  most  strik- 
ing were  the  so-called  “smog”  episodes  in  Donora, 
Pennsylvania  in  1948,  when  twrenty  persons  died, 
and  in  London  in  1952,  when  approximately  4,000 
persons  died  as  a result  of  a lethal  fog.3  At  present, 
much  publicity  is  being  accorded  to  the  status  of  air 
contamination  in  other  major  cities.  Studies  of  the 
“smog”  episodes  in  Donora  and  London  have  dis- 
closed the  following  important  similarities: 

1.  The  noxious  effect  of  the  “smog”  was  due 
not  to  new  types  of  contaminants  in  the  atmos- 
phere, hut  rather  to  an  increased  concentration 
of  types  already  known  to  be  present. 

2.  Their  increased  concentration  was  primar- 
ily related  to  local  w?eather  conditions  that  pre- 
vailed, rather  than  to  increased  production  of  air 
contaminants.  The  removal  of  harmful  sub- 
stances by  dissipation  or  dispersal  was  delayed 
because  of  air  stagnation  and  fog  formation. 
The  phenomenon  of  “inversion”  characterized  by 
a “blanket-like”  effect  of  a layer  of  warm  air 
overlying  a city  contributed  to  air  stagnation. 

continued  on  page  406 
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3.  The  air  contaminants  found  were  multiple 
and  came  from  both  industrial  and  residential 
sources.  They  varied  with  the  locality  studied. 
They  were  produced  by  the  heating  and  combus- 
tion of  various  materials  which  resulted  in  vapor- 
ization smoke,  fume  and  dust  formation.  Sulfur 
dioxide,  carbon  monoxide,  carbon  dioxide,  sul- 
fides, chlorides,  fluorides  and  various  solids,  in- 
cluding heavy  metals  and  carbon  were  found. 
Although  no  one  of  these  was  judged  finally  to 
have  been  the  principal  source  of  irritation,  some 
emphasis  has  been  given  to  the  factor  of  sulfur 
dioxide.  In  other  smog  situations,  such  as  Los 
Angeles,  California,  entirely  different  contami- 
nants seem  to  be  the  major  problem.4 

4.  The  symptoms  produced  by  tbe  “smog” 
were  acute  irritative  ones,  primarily  involving 
the  mucous  membranes  which  came  into  contact 
with  the  air  contaminants.  Inflammation  of  the 
conjunctivae,  nasopharynx  and  tracheobronchial 
tree  was  frequent.  In  addition,  some  individuals 
exhibited  gastrointestinal  irritation  with  abdom- 
inal pain  and  vomiting,  probably  due  to  swallow- 
ing saliva  containing  tbe  air  contaminants. 

5.  The  persons  most  severely  affected  clini- 
cally were  the  elderly  in  whom  previous  disease 
had  resulted  in  a reduction  of  cardiac  or  pulmo- 
nary reserve.  As  might  he  expected,  the  produc- 
tion of  anoxia,  or  further  reduction  in  pulmonary 
function,  due  to  acute  superimposed  inflamma- 
tion in  the  respiratory  tree,  led  to  cardiac  or  pul- 
monary insufficiency.  If  this  became  severe, 
death  resulted.  Autopsy  material  revealed  acute 
tracheobronchitis  with  or  without  pneumonia,  in 
addition  to  underlying  cardiovascular  or  pul- 
monary disease. 

Incidence  of  Bronchogenic  Carcinoma 
Recognition  of  the  undoubted  increase  in 
bronchogenic  carcinoma  in  the  United  States  and 
abroad  is  another  event  which  has  shown  the  need 
for  further  study  of  the  problem  of  air  pollution.5 
Considerable  evidence  has  been  developed  that  im- 
plicates inhalation  of  noxious  agents  as  an  etiologic 
factor  in  this  type  of  tumor.  Workers  in  the 
Schneeberg  mines  have  been  found  to  have  an 
incidence  of  bronchogenic  carcinoma  several  times 
greater  than  that  of  the  general  population  though 
related  to  the  presence  of  radioactive  dusts  in  the 
ore  mined.6  Again,  workers  in  the  chromate  in- 
dustry have  had  a high  incidence.7  That  industrial 
air  pollution  may  be  a factor  is  also  indicated  by  the 
increased  incidence  in  workers  migrating  to  New 
Zealand  from  the  heavily  industrialized  British 
Isles,6  and  the  greater  incidence  noted  in  those  re- 
siding in  lower  income  areas  in  the  city  of  New 
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Haven  as  compared  with  those  residing  in  better 
residential  areas.9  In  another  study,  a greater  in- 
cidence of  bronchogenic  carcinoma  was  found  in 
areas  of  Great  Britain  where  the  concentration  of 
sulfur  dioxide  was  higher  than  in  more  rural 
areas.10  Other  reports  indicate  a higher  rate  of 
- cancer  of  the  lung  in  industrial  versus  rural  areas.11 

In  another  line  of  investigation,  “self  air  pollu- 
tion" by  inhalation  of  cigarette  smoke  has  been 
implicated  as  an  etiologic  factor  in  bronchogenic 
carcinoma.  Studies  have  shown  that  while  this  tu- 
mor in  nonsmokers  is  uncommon,  its  presence  in 
smokers  increases  proportionally  to  the  amount 
and  duration  of  cigarette  smoking.12  The  general 
opinion  seems  to  be  that  there  are  several  agents, 
which  if  inhaled  over  considerable  periods  of  time 
predispose  to  the  development  of  bronchogenic  car- 
cinoma. These  may  include  various  irritating  and 
radioactive  industrial  materials  as  well  as  cigarette 
smoke. 

Investigation  is  beginning  to  link  another  impor- 
tant clinical  entity  with  air  pollution  and  inhalation 
of  irritative  substances  into  the  tracheobronchial 
tree.15  This  entity  has  not  been  accorded  the  pub- 
licity given  the  other  more  dramatic  effects  already 
mentioned,  namely,  “smog”  disasters  and  broncho- 
genic carcinoma.  However,  there  is  reason  to  be- 
lieve, because  of  its  widespread  existence  and  be- 
cause of  the  numbers  of  persons  involved,  that  it  is, 
at  least,  of  equal  importance.  I am  referring  to  the 
problem  of  chronic  bronchitis  and  its  sequel  pul- 
monary emphysema.  The  frequency  with  which 
these  entities  are  seen  led  to  their  consideration  as 
a major  public  health  problem.14  This  has  occurred 
in  spite  of  the  effectiveness  of  antibiotic  therapy  in 
preventing  the  complications  of  bacterial  pneu- 
monia. and  the  success  of  drugs  and  surgery  in 
decreasing  the  crippling  sequels  in  those  with  pul- 
monary tuberculosis.  Recognition  of  chronic  bron- 
chitis and  pulmonary  emphysema  is  of  great  im- 
portance to  the  practicing  physician.  This  is  so  not 
only  because  of  the  frequency  with  which  these  en- 
tities are  seen,  but  because  of  tbe  disability  they 
produce  and  because  their  symptoms  may  he  a 
source  of  confusion  with  other  important  chest  con- 
ditions.15 Knowledge  of  the  life  history  of  chronic 
bronchitis  is  essential  in  understanding  the  prob- 
lem. The  cardinal  symptom  is  chronic  cough  be- 
ginning in  adult  life.  The  date  of  onset  is  often 
poorly  remembered  by  the  patient.  The  cough  is 
usually  most  noticeable  on  arising  in  the  morning, 
as  excessive  bronchial  secretions  which  have  accu- 
mulated during  the  night  of  sleep  are  then  raised. 
With  the  passage  of  time,  usually  years,  the  cough 
progresses  in  intensity  and  may  be  present  through- 
out the  rest  of  the  day.  Intercurrent  acute  upper 
respiratory  infections  are  apt  to  be  more  severe 

continued  on  page  408 
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and  last  longer  than  is  usual.  The  sputum,  except 
during  acute  superimposed  infection,  is  non-foul 
and  nonpurulent,  being  mucoid  as  a rule.  It  results 
from  the  excessive  secretion  of  the  bronchial 
glands.  The  character  of  the  sputum  differs  from 
that  common  to  bronchiectasis  where  grossly  puru- 
lent and  often  malodorous  material  is  raised.  In 
addition,  bronchiectasis  usually  begins  in  child- 
hood. whereas  chronic  bronchitis  is  a disease  of 
adult  life.  Occasionally,  bronchograms  are  needed 
to  settle  the  matter  in  an  individual  case.  Patho- 
logically, the  two  diseases  differ  in  that  chronic 
bronchitis  is  characterized  by  a diffuse  inflamma- 
tion of  the  tracheobronchial  tree,  whereas  bronchi- 
ectasis is  primarily  segmental  in  location,  involving 
one  or  more  lobes  of  the  lung  or  their  subdivisions, 
with  infectious  destruction  of  the  bronchial  walls 
in  those  areas.  Other  causes  of  chronic  productive 
cough  must  be  excluded  in  the  patient  suspected  of 
chronic  bronchitis,  including  the  important  entities 
of  pulmonary  tuberculosis  and  bronchogenic  car- 
cinoma. The  diagnosis  of  chronic  bronchitis  de- 
pends, therefore,  on  a history  consistent  with  the 
life  history  of  the  disease  and  exclusion  of  other 
causes  of  chronic  cough  by  appropriate  study. 

Pulmonary  Emphysema 
After  chronic  bronchial  irritation  and  cough  have 
been  present  for  a variable  number  of  years,  many 
patients  begin  to  complain  of  dyspnea  on  exertion. 
This  usually  signifies  the  development  of  pulmo- 
nary emphysema,  characterized  pathologically  by 
over-distention  of  alveoli,  interruption  of  their 
septa  and  the  formation  of  bullae.  In  these  persons 
with  chronic  bronchitis  the  changes  of  pulmonary 
emphysema  appear  to  he  the  result  of  air  trapping 
in  the  alveoli  as  a consequence  of  structural  damage 
to  the  bronchial  tree  which  shows  narrowing, 
elongation,  tortuosity,  inflammation  and  hyper- 
secretion of  the  mucous  glands.16  Once  chronic 
bronchitis  and  emphysema  have  become  estab- 
lished, a tendency  toward  a vicious  cycle  occurs 
and  progressive  change  seems  to  be  the  rule.  This 
unfavorable  outlook  results  primarily  from  two 
factors.  The  first  depends  on  the  over-all  loss  of 
pulmonary  tissue  in  emphysema  which  results  in 
decreased  elastic  recoil  of  the  lung.17  Normally, 
during  expiration  there  is  a tendency  to  narrowing 
of  the  lumen  of  the  bronchial  tree,  as  the  intra- 
pleural pressure  becomes  less  negative  or  even 
greater  than  the  atmospheric  pressure  of  the 
tracheobronchial  tree.  During  the  process  of  ex- 
piration collapse  of  the  larger  bronchi  is  prevented 
by  the  cartilaginous  rings  which  surround  these 
largest,  most  central  air  tubes  in  the  chest.  Periph- 
erally, the  smaller  divisions  of  the  bronchial  tree 
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are  normally  prevented  from  collapse  during  ex- 
piration by  the  elastic  stretch  of  the  pulmonary  tis- 
sue tending  to  hold  open  the  bronchioles,  inasmuch 
as  the  lungs  are  insufficient  to  fill  the  chest  cage  in 
volume  without  elastic  stretch  of  the  lung.18  In 
emphysema  loss  of  elastic  stretch  of  the  lung  pre- 
vents this  normal  mechanism  from  operating  and 
the  bronchioles  tend  to  collapse  during  expiration. 
This  results  in  a further  tendency  to  air  trapping 
and  thus  further  overdistention.  The  harder  the 
patient  struggles  to  overcome  this  expiratory  ob- 
struction, the  higher  he  raises  his  intrapleural  pres- 
sure in  expiration  and  the  greater  he  narrows  his 
bronchial  tree.  The  second  unfavorable  factor 
which  tends  to  perpetuate  the  problem  of  air  ex- 
change in  the  patient  with  emphysema  relates  to  the 
law  of  Poiseuille.19  This  explains  why  even  a mod- 
erate reduction  in  the  size  of  the  lumen  of  the 
bronchial  tree  greatly  reduces  the  rate  of  flow  of 
air  along  it.  Poiseuille’s  equation  states  that  a fluid 
passes  through  a cylindrical  tube  at  a rate  propor- 
tional to  the  fourth  power  of  the  diameter  of  the 
tube.  Thus,  if  the  diameter  of  the  tube  is  reduced  to 
one  half  of  its  original  size,  the  rate  of  flow  is  re- 
duced to  one  sixteenth  of  the  original  flow.  If  the 
diameter  of  the  tube  is  reduced  to  one-fourth,  the 
rate  of  flow  is  reduced  to  %56.  Inasmuch  as  there  is 
gas  in  the  bronchial  tree  rather  than  liquid,  it  has 
been  shown  that  even  a greater  reduction  in  flow 
occurs  proportionally  to  the  reduction  in  diameter 
of  the  tube  as  turbulence  rather  than  simple  linear 
flow  occurs.  Thus,  a gas  flow  is  proportional  to  not 
the  fourth  power  of  the  diameter  of  the  tube  but 
actually  to  the  fifth  power,  which  further  reduces 
the  flow  proportionally.20 

Physiologically,  these  problems  in  the  patient 
with  chronic  bronchitis  and  emphysema  become 
manifested  by  impaired  ventilatory  movement  of 
air  in  and  especially  out  of  the  lungs.  Secondarily, 
difficulties  in  distribution  of  gases  within  the  lung 
and  diffusion  abnormalities  are  common  accom- 
paniment. The  obstruction  to  air  flow  can  be  dem- 
onstrated by  such  simple  tests  as  the  timed-vital 
capacity,  determination  of  the  maximum  breathing 
capacity  or  expirogram  with  calculation  of  the 
maximum  mid-expiratory  flow  rate.21  Any  of  these 
tests  can  be  completed  in  a matter  of  minutes  and 
little  training  is  required  to  master  their  use.  They 
all  depend  upon  the  obstruction  to  air  flow  in  the 
bronchial  tree.  For  this  reason,  in  each  test  there 
is  a time  factor.  Thus,  given  no  limitation  of  time, 
the  patient  with  emphysema  can  often  expel  a rela- 
tively normal  amount  of  air  out  of  his  lungs,  hut 
because  of  obstruction  to  flow  he  must  take  a longer 
time  than  normal  to  do  it.  By  determining  the 
maximum  flow  per  unit  of  time,  it  becomes  easily 
demonstrable  that  obstruction  to  air  flow  is  present. 

continued  on  page  410 
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Generally,  these  simple  ventilatory  tests  described 
are  sufficient  to  confirm  a diagnosis  of  emphysema 
and  more  expansive  and  expensive  determinations 
are  unnecessary.22  True  bronchial  asthma  may  pre- 
sent some  difficulties  in  differentiation  from  chronic 
bronchitis  and  emphysema  as  obstruction  to  air  flow 
is  seen  in  both  problems,  and  a wheeze,  prolonged 
expiration  and  cough  are  often  common  to  both. 
Differential  points  which  are  helpful  are  first,  the 
history  of  each  disease.  The  onset  of  asthma  is 
characterized  by  a history  of  wheeze  as  the  cardinal 
symptom,  whereas  that  of  chronic  bronchitis  is 
chronic  cough.  Remissions  in  which  the  patient  has 
relatively  normal  lung  function  occur  between  at- 
tacks of  asthma.  In  chronic  bronchitis,  once  em- 
physema has  developed,  normal  breathing  reserve 
never  returns.  In  the  last  analysis,  however,  there 
is  some  overlap  in  these  diseases  inasmuch  as  pa- 
tients with  long-standing  asthma  not  infrequently 
develop  pulmonary  emphysema ; in  addition, 
chronic  bronchitis  in  some  persons  is  followed  by 
the  development  of  so-called  intrinsic  asthma,  pre- 
sumably due  to  sensitivity  to  the  products  of  in- 
flammation to  their  own  bronchial  tree.  Severe 
bronchospasm  is  characteristic  of  these  patients 
who  may  be  relatively  refractory  to  therapy. 

Chronic  Cough  Studies 

Inasmuch  as  the  problem  of  chronic  bronchitis 
seems  to  he  a diffuse  inflammation  of  the  endo- 
bronchial tree,  it  is  reasonable  to  wonder  whether 
inhalation  of  irritating  substances  plays  a role  in  its 
production,  and,  if  so,  which  substances  are  in- 
volved. There  is  considerable  evidence  to  implicate 
air  pollution  as  an  important  factor  in  this  disease. 
Pemberton  and  Goldberg23  report  the  death  rate 
from  bronchitis  to  he  increased  in  the  urban  com- 
pared with  the  rural  areas.  They  note  a correlation 
between  the  levels  of  sulfur  dioxide  in  the  air  and 
deaths  from  bronchitis.  Others  have  commented  on 
the  relation  between  industrial  air  pollution  and 
bronchitis.24  In  addition,  there  are  studies  which 
indicate  a significant  relationship  between  the  use 
of  tobacco  and  chronic  bronchitis.25  The  asso:ia- 
tion  of  chronic  cough  and  cigarette  smoking  has 
even  had  acknowledgment  by  the  laity  in  the  use  of 
the  expression  “cigarette  cough.”  In  many  of  the 
reports  on  the  problem  of  chronic  bronchitis  a num- 
ber of  factors  are  usually  mentioned  as  etiological 
phenomena,  including  industrial  irritants,  cigarette 
smoke,  and  infection.  For  this  reason  it  has  been 
difficult  to  ascertain  which  is  of  primary  impor- 
tance. A recent  survey  has  helped  to  clarify  this 
matter.20  In  this  study  1,274  adult  males  were  in- 
vestigated who  presented  chronic  cough  with  spu- 
tum. They  were  divided  into  two  groups.  The  first 
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group  was  composed  of  individuals  who  resided  in 
New  England  and  were  scattered  in  both  rural  and 
urban  communities.  They  were  employed  in  diverse 
occupations.  In  general,  their  residential  and  work- 
ing environments  could  be  classified  as  relatively 
tree  from  general  air  pollution.  The  second  group 
was  composed  of  persons  who  resided  in  a single 
city  in  West  Virginia,  all  of  whom  were  employed 
in  a steel  mill.  They  were  exposed  to  a significant 
degree  of  air  pollution  with  smoke,  fumes  and  dust 
both  in  their  working  and  home  environments. 
Each  group  was  investigated  as  to  age,  occupation, 
presence  or  absence  of  chronic  cough  with  sputum, 
past  history  of  pneumonia  and  smoking  habits. 
Chronic  cough  was  defined  as  daily  cough  with 
sputum  for  a period  over  one  year.  Statistical 
analysis  was  done  with  each  of  these  factors  to 
determine  any  correlation  with  the  presence  of 
chronic  cough.  The  results  of  this  study  seem 
highly  significant  in  relation  to  air  pollution.  The 
first  finding  of  interest  was  that  a greater  incidence 
of  chronic  cough  was  found  in  the  group  of  persons 
in  New  England  scattered  in  various  rural  and 
urban  communities  relatively  free  from  general  or 
industrial  air  pollution,  as  compared  with  the  group 
residing  and  working  in  the  steel  mill  areas  of  West  ' 
Virginia.  The  incidence  of  chronic  cough  in  the 
New  England  group  was  44  per  cent  compared 
with  that  of  fll  per  cent  in  the  group  from  West 
Virginia.  Analysis  of  the  factor  of  previous  pneu- 
monia failed  to  reveal  a positive  correlation  at  a 
significant  statistical  level  with  the  presence  of 
chronic  cough.  The  outstanding  finding  of  the 
study  was  a direct  relationship  between  the  number 
of  cigarettes  smoked  daily  and  the  presence  of 
chronic  cough.  When  plotted,  it  took  the  form  of  a 
straight  line  graph.  The  greater  incidence  of 
chronic  cough  in  the  New  England  group  was  ex- 
plainable by  a larger  number  of  cigarette  smokers 
in  that  group  as  compared  with  the  group  from 
West  Virginia.  Nonsmokers  had  a low  incidence 
of  chronic  cough  whether  they  resided  in  New 
England  or  in  a relatively  more  air  polluted  area  of 
West  Virginia.  The  results  of  the  study  do  not 
negate  the  factor  of  air  pollution  in  the  development 
of  chronic  pulmonary  symptoms,  but  rather  indi- 
cate that  inhalation  of  cigarette  smoke  produces  a 
severe  degree  of  air  contamination.  The  measuring 
formula  for  production  of  noxious  effects  on  the 
tracheobronchial  tree  from  air  pollution  no  doubt 
depends  upon  the  type  of  contaminant  inhaled,  the 
concentration  of  them  in  the  inspired  air  and  the 
duration  of  exposure.  It  would  appear  that  inhala- 
tion of  cigarette  smoke  fulfills  these  criteria  in  a 
relatively  large  number  of  persons.  Whether  other 
sources  of  irritation  including  “smog”  and  various 
industrial  contaminants  act  as  a source  of  chronic 
bronchitis  needs  further  study,  especially  compar- 
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ing  the  smoking  and  nonsmoking  population.  For 
the  present  there  seems  to  be  strong  evidence  that 
“self  air  pollution”  with  cigarette  smoke  is  a source 
of  chronic  endobronchial  irritation  leading  to  struc- 
tural and  functional  damage  and  in  many  cases  to 
pulmonary  emphysema. 

The  relation  of  chronic  bronchitis  to  the  other 
phenomena  directly  linked  to  air  pollution,  namely, 
“smog”  affection  and  bronchogenic  carcinoma  is 
also  of  interest.  The  person  most  severely  affected 
by  “smog”  irritation  was  the  one  with  previous 
broncho-pulmonary  disease  whose  reserve  of  pul- 
monary function  was  already  depleted  before  the 
acute  superimposed  irritation  occurred.  In  regard 
to  bronchogenic  carcinoma,  a recent  report  gives 
further  evidence  for  the  theory  that  inhalation  of 
carcinogenic  substances  in  dust,  fumes  and  smoke 
is  a major  factor  in  the  etiology  of  this  malig- 
nancy.27 In  this  study  by  Auerbach  and  others, 
multiple  microscopic  sections  were  examined  from 
the  tracheobronchial  tree  of  patients  who  died  of 
various  causes  including  bronchogenic  carcinoma. 
Changes  in  the  tracheobronchial  mucosa  including 
hyperplasia,  metaplasia  and  carcinoma  in-situ  were 
found  in  a diffuse  distribution  in  both  lungs.  These 
changes,  while  present  in  some  nonsmokers,  oc- 
curred in  a significantly  increased  amount  with  a 
history  of  increased  consumption  of  cigarettes,  be- 
ing more  frequent  in  heavy  smokers.  The  highest 
incidence  of  these  associated  epithelial  changes  was 
seen  in  those  who  died  of  bronchogenic  carcinoma. 
The  findings  were  considered  to  be  consistent  with 
a distribution  of  lesions  which  would  have  been 
expected  if  some  carcinogen  was  applied  to  the  epi- 
thelium of  the  entire  tracheobronchial  tree  by  in- 
halation of  noxious  material. 

SUMMARY 

1.  Pollution  of  the  air  with  certain  dusts,  fumes 
and  smoke  has  been  long  established  as  a 
source  of  disease  in  men.  In  the  past,  study 
has  most  clearly  delineated  the  problem  in 
terms  of  isolated  specific  industrial  situations. 

2.  More  recently,  as  the  result  of  the  occurrences 
of  “smog”  episodes  and  the  increase  in 
bronchogenic  carcinoma,  attention  has  been 
focused  on  a more  general  appraisal  of  air 
pollution  as  well.  The  factor  of  tobacco  smoke 
as  an  air  contaminant  has  also  received  con- 
siderable emphasis. 

3.  Clinical  implications  of  some  of  the  problems 
associated  with  air  pollution  are  described. 
Some  emphasis  is  given  to  the  entity  of  chronic 
bronchitis  inasmuch  as  it  is  often  neglected  as 
a chest  disease,  and  yet  is  perhaps  one  of  the 
most  common  encountered  by  the  physician 
in  practice. 
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REPORT  OF  COMMITTEE  ON  PUBLIC  LAWS,  1957 


James  H.  Fagan,  m.d..  Chairman 


y egislative  PROPOSALS  presented  to  the  Rhode 
I , Island  General  Assembly  during  the  current 
session  were  reviewed  by  the  executive  secretary, 
and  then  by  the  committee,  and  all  matters  involv- 
ing health  and  medicine  were  discussed.  Opinions 
of  the  Society,  expressed  through  this  committee, 
were  transmitted  to  the  various  Assembly  commit- 
tees. No  public  hearings  were  held  on  any  legisla- 
tive proposals  with  which  the  Society  was  closely 
connected.  The  chemical  test  law  had  the  full  sup- 
port of  the  Society,  but  the  act  failed  to  pass.  To 
the  best  knowledge  of  the  committee  no  legislation 
was  enacted  that  was  apparently  not  in  the  best 
interest  of  the  public’s  health  and  welfare.  A sum- 
mary of  the  health  and  medical,  and  allied  propos- 
als, follows : 

Bills  Passed  by  the  Assembly  ( 1957 ) 

Convalescent  and  Aged  Homes.  The  regulations 
for  licensure  of  homes  for  the  aged  or  convalescent 
persons  was  amended  to  provide  that  on  renewal 
of  license  the  same  investigation  must  he  made  as 
is  required  on  an  original  application. 

Chiropody.  Two  acts  relating  to  chiropody  were 
passed.  One  requires  that  only  upon  the  prescrip- 
tion of  a chiropodist  or  physician  may  orthopedic 
shoes  he  made,  fabricated  or  fitted  from  plaster 
casts  or  models  or  by  any  other  means  for  specific 
individual  persons. 

1 he  second  act  amended  the  requirements  for 
licensure  in  chiropody  to  require  four  years  of 
school  study  instead  of  three,  require  one  year  pre- 
professional education  in  a college  or  university 
designated  as  offering  courses  as  arts  and  sciences, 
and  requiring  each  candidate  to  take  an  examina- 
tion with  respect  to  theory  as  well  as  practice. 

Higher  Education.  Rhode  Island  was  authorized 
to  join  the  New  England  Higher  Education  group 
with  the  Governor  to  execute  the  compact  to  pro- 
vide for  representation  of  the  state  on  the  New 
England  Board  of  Higher  Education.  The  program 
will  ultimately  seek  state  tax  funds  to  subsidize 
students  at  schools  and  colleges  beyond  the  high 
school  level  in  all  fields. 

A resolution  appropriating  $5,000  for  the  pay- 
ment of  scholarships  to  selected  Rhode  Island  stu- 
dents planning  to  follow  pharmacy  as  a career  was 
also  enacted. 


Hospitals.  An  appropriation  of  $6,000  was  given 
to  Bradley  Home  to  aid  it  in  clearing  its  1956 
deficit. 

An  appropriation  of  $626,700  was  passed  par- 
tially to  reimburse  general  hospitals  of  the  state 
for  the  cost  of  hospital  facilities  available  to  citizens 
of  the  state  requiring  hospitalization  for  acute 
medical  and  surgical  conditions,  or  for  maternity, 
as  public  ward  patients. 

A resolution  was  adopted  memorializing  Con- 
gress for  the  express  purpose  of  establishing  a 
veterans  administration  hospital  for  mental  dis- 
eases in  Rhode  Island. 

An  amendment  was  made  to  the  laws  to  permit 
the  change  of  the  name  of  Butler  Hospital  to  the 
Butler  Health  Center. 

Memorial  Hospital  in  Pawtucket  was  granted 
permission  to  take  and  hold  property  in  excess  of 
the  amount  of  $500,000. 

Jurors  and  Juries.  Chapter  506  of  the  general 
laws,  titled  Jurors  and  Juries,  was  amended  to  in- 
clude professional  persons,  such  as  doctors,  den- 
tists, etc.  for  jury  duty. 

Mental  Health.  An  act  was  passed  to  authorize 
Rhode  Island  to  join  other  states  in  an  interstate 
compact  on  mental  health  to  provide  a legal  basis 
for  treatment,  care  and  exchange  of  mentally  ill 
patients  among  the  states  taking  part  in  the  agree- 
ment. 

Milk.  Two  acts  were  passed;  one  relating  to 
licensure  fees  for  the  sale  of  milk,  and  the  other 
to  permit  the  addition  of  vitamins  and  minerals 
to  milk. 

Herman  C.  Pitts , M.D.  A resolution  eulogizing 
Doctor  Herman  C.  Pitts  of  Providence,  a past 
president  of  the  Rhode  Island  Medical  Society,  for 
his  outstanding  work  in  cancer  control  for  many 
years  was  unanimously  adopted. 

Polio  Vaccine.  An  appropriation  of  $50,000  was 
made  for  the  purpose  of  purchasing  polio  vaccine 
for  use  in  public  health  clinics  of  the  state. 

Safety  (Highway).  The  term  of  service  of  the 
special  commission  named  in  1955  to  make  a study 
and  report  upon  the  subject  of  the  improvement  of 
the  motor  vehicle  safety  and  financial  responsibility 
laws  of  the  state  was  extended. 
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An  act  was  adopted  requiring  that  headlights  on 
1 motor  vehicles  shall  be  not  less  than  two  feet  from 
the  ground. 

Social  Security.  The  Rhode  Island  General  As- 
sembly memorialized  the  Congress  to  amend  the 
federal  social  security  act  so  that  full  benefits  may 
be  granted  to  women  who  have  reached  the  age  of 
sixty-two  years  instead  of  waiting  until  they  reach 
the  age  of  sixty-five. 

Telephone  Emergency.  An  act  was  passed  mak- 
ing willful  refusal  to  relinquish  a party  telephone 
line  or  public  telephone  booth  in  the  event  of  an 
emergency,  a misdemeanor  subject  to  fines  from 
■ $50  to  $300  or  imprisonment  up  to  ninety  days. 

Workmen’s  Compensation.  A commission  was 
created  to  study  the  feasibility  of  extending  the 
' principle  of  second  injury  fund  operation  in  work- 
men's compensation. 

* * 

Bills  Not  Passed 

The  outstanding  bill  from  a medical  and  public 
' safety  viewpoint  that  was  not  passed  was  the 
chemical  test  law  that  would  have  made  possible 
: additional  evidence  in  court  cases  involving  drivers 
i charged  with  driving  while  under  the  influence  of 
alcohol.  The  bill  was  drafted  by  the  Rhode  Island 
I Council  on  Highway  Safety  with  the  cooperation 
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of  the  Rhode  Island  Medical  Society’s  committee 
on  highway  safety. 

Other  bills  defeated  included  an  amendment  to 
the  state  basic  science  law  that  would  have  per- 
mitted substitution  of  one  year’s  service  as  a com- 
missioned or  petty  officer  in  the  medical  corps  of 
the  armed  forces  for  the  year  of  pre-professional 
collegiate  education  required  now  of  all  applicants  ; 
a resolution  that  would  have  created  a committee 
to  study  the  reasons  for  the  tremendous  increase 
in  costs,  number  of  employees,  etc.  of  the  depart- 
ment of  social  welfare;  a bill  that  would  permit 
chiropractic  physicians  treat  recipients  of  public 
assistance  under  the  state  social  welfare  program ; 
bills  that  would  provide  free  hospitalization  and 
medical  care  for  mothers  of  deceased  veterans  of 
all  wars ; a bill  that  would  provide  a state  subsidy 
for  the  Public  Health  Nursing  Associations;  and 
a bill  that  would  amend  the  workmen’s  compensa- 
tion law  to  allow  lump  sum  settlements  in  disputed 
cases. 


MEDICAL  LIBRARY  HOURS 
During  August  the  Medical  Library 
will  close  daily  at  1 :00  P.M. 


for  "fhe  butterfly  stomach” 


Pavatrine®  with  Phenobarbital 

125  mg.  15  mg. 


• is  an  effective  dual  antispasmodic 

• combining  musculotropic  and  neurotropic  action 
with  mild  central  nervous  system  sedation. 


dosage:  one  tablet  before  each  meal  and  at  bedtime. 
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BOOK  REVIEWS 


CURRENT  THERAPY  1957.  Edited  by  How- 
ard F.  Conn,  M.D.  W.  B.  Saunders  Co.,  Phil., 
1957.  $11.00 

This  ninth  volume  of  a series  that  has  appeared 
annually  since  1949  follows  the  format  of  its  prede- 
cessors, and  in  most  instances  gives  a concise  de- 
scription of  the  current  thinking  of  a leading 
authority  or  authorities  on  therapy.  Where  dif- 
ferences of  opinion  exist  two  or  more  authors  have 
written  separate  articles  on  the  same  subject  or 
have  combined  their  opinions  in  one  article. 

Current  Therapy  1957  will  again  be  an  ex- 
tremely useful  and  readily  available  reference  for 
most  practicing  physicians. 

Charles  L.  York,  m.d. 

THE  CARE  OF  THE  EXPECTANT  MOTH- 
ER by  Josephine  Barnes,  D.M.,  F.R.C.S. 
(Eng.),  F.R.C.O.G.  Philosophical  Library,  Inc., 
N.Y.,  1957.  $7.50 

This  book  is  a short  guide,  more  of  a review,  and 
is  intended  for  the  student  of  the  specialty  of  ob- 
stetrics and  for  those  who  are  engaged  in  the  prac- 
tice of  it.  It  is  divided  into  three  parts : normal 
pregnancy,  abnormal  pregnancy  and  diseases  com- 
plicating pregnancy.  It  is  simple  and  more  or  less 
comprehensive  in  its  scope. 

The  first  section  deals  with  an  outline  of  its 
anatomy  and  physiology  and  methods  of  examina- 
tion of  the  pregnant  female.  The  education  of  the 
expectant  mother  has  become  an  important  part  of 
her  management  in  pregnancy  for  it  is  only  during 
the  last  decade  that  a drastic  reduction  in  maternal 
and  infant  mortality  has  occurred.  Therefore,  this 
phase  of  pregnancy  cannot  he  stressed  strongly 
enough.  The  author’s  instructions  to  the  patient 
are  interesting,  for  here  the  influence  of  Dr.  Grant- 
ly  Reid  can  he  felt. 

In  a separate  chapter  the  economic  aspects  under 
Britain's  program  of  socialized  medicine  are  con- 
sidered and  an  interesting  observation  is  that  mid- 
wives evidently  are  still  very  active  in  England. 

1 he  second  part  of  the  hook  deals  with  abnormal 
pregnancy  and  stress  is  placed  upon  early  diag- 
nosis : for  example  the  diagnosis  of  hemorrhage 
during  pregnancy  with  its  antiquated  mode  of  treat- 
ment is  mentioned  only  to  he  condemned  ; the  warn- 
ing signs  of  beginning  toxemia  are  discussed. 


The  third  section  is  devoted  to  diseases  compli- 
cating pregnancy,  its  effects  upon  the  pregnancy 
and  the  fetus. 

Prenatal  examinations  are  mandatory  with  at- 
tention to  care  and  detail,  for  only  in  this  manner 
can  early  signs  of  impending  danger  in  either  moth- 
er or  infant  he  detected  and  treated  intelligently,  J 
The  hook  is  well  illustrated.  It  may  serve  as  a 
practical  guide  for  those  who  undertake  the  man- 
agement of  pregnancy. 

Gene  A.  Croce,  m.d. 

Dorland’s  ILLUSTRATED  MEDICAL  DIC- 
TIONARY. 23rd  ed.  W.  B.  Saunders  Co., 

Phil.,  1957.  $12.50  ' 

) 

This  new  edition  demonstrates  again  the  high 
value  of  the  dictionary  when  one  considers  the  diffi- 
culty of  following  the  rapid  expansion  of  medical 
knowledge,  techniques  and  research.  Thousands 
of  new  terms  have  been  added  and  the  anatomical 
tables  have  been  rewritten.  The  illustrations  num- 
ber more  than  700,  and  there  are  50  plates.  A new 
feature  is  a note  on  the  use  of  the  dictionary. 
Alphabetization,  phonetics  and  derivation  of  words 
have  been  improved.  The  publishers  deserve  high 
praise  for  this  publication. 

F.  Ronchese,  m.d. 

EXPERIMENTAL  PSYCHOLOGY  AND 
OTHER  ESSAYS  by  Ivan  P.  Pavlov.  Philosoph- 
ical Library,  New  York,  1957,  $7.50 

This  comprehensive  anthology  of  Ivan  Pavlov’s 
experiments  in  the  field  of  physiology  gives  his 
series  of  lectures.  It  has  value  for  the  researcher 
who  wishes  to  see  the  various  stages  in  the  develop-  < 
ment  of  Pavlov’s  theory  of  the  conditioned  reflex. 
The  annotations,  in  the  later  chapters,  give  a quick 
review  of  the  various  philosophers,  psychologists 
and  experimenters  of  his  time  who  either  contrib- 
uted to  his  theory  or  disagreed  with  his  point  of 
view.  Philosophically,  Pavlov’s  conclusions  led  to 
materialistic  Monism  and  he  was  quick  to  attack 
the  followers  of  idealism  and  dualism  as  inadequate 
answers  to  the  phenomena  of  being  and  life.  His 
“Wednesday  Meetings”  were  used  not  only  to  ac- 
quaint his  followers  of  the  scientific  findings  of  his  1 
laboratory,  hut  also  were  used  to  ridicule  the  posi- 
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Vaginal  Suppositories 


—soft  and  pliant  as  a tampon— white,  odorless,  non-staining— the  suppositories 
bring  new  ease  and  new  effectiveness  to  treatment  of  vaginitis. 

ELIMINATE  SMEAR  EXAMINATIONS* 

Milibis  vaginal  suppositories  are  effective  in  trichomonad, 
Candida  (monilia)  as  well  as  mixed  and  bacterial 
infections— thus  laboratory  identification  of  the  offending 
organism  is  unnecessary. 


THERAPEUTIC  REGIMEN  IS  SHORT  AND  SIMPLE 

A total  of  only  10  suppositories  (one  inserted  every  other  night) 
has  given  a remarkable  rate  of  cure  of  over  90  per  cent 
in  two  large  series  of  cases.  Milibis  vaginal  suppositories  are 
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film  which  coats  the  cervix  and  rugae,  killing  pathogens  on 
contact.  Non-staining,  well  tolerated. 

*Except  when  gonorrheal  infection  is  suspected. 
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tion  of  others,  for  example  his  violent  disagreement 
with  the  position  of  the  Gestalt  psychologists. 

In  physiology,  Ivan  Pavlov  did  some  valuable 
work,  especially  his  study  of  digestive  juices  of  the 
stomach.  For  this  Pavlov  was  awarded  the  Nobel  - 
prize. 

As  a laboratory  experimenter  Pavlov  and  his 
four  assistants  contributed  much  to  animal  physi- 
ology through  their  study  of  the  dog.  He  was  very 
humane  in  his  use  of  the  dog.  But  Pavlov  fails 
when  he  attempts  to  correlate  the  animal  and  human 
under  the  same  stimuli  reactions.  This  is  not  the 
complete  answer  for  all  of  man’s  reactions  to  en- 
vironments and  especially  to  self. 

“At  a plenary  session  of  the  International  Medi- 
cal Congress  in  Madrid,  April  1903  Pavlov’s  speech 
contains  the  maximum  programme  which  the  great 
creator  of  the  theory  of  the  higher  activity  set  him- 
self and  which  he  consistently  and  steadfastly  car- 
ried out  in  the  thirty-three  years  of  his  subsequent 
purposeful  scientific  activity.  This  speech  fully 
revealed  I.  P.  Pavlov’s  materialistic  attitude  to- 
wards psychical  phenomena  ; he  considered  activity 
from  the  biological,  evolutionary  point  of  view  and 
rejected  the  mechano-physical  and  vitalistic  views” 
(page  629). 

The  reviewer  believes  that  the  volume  is  a good 
addition  for  a medical  library.  It  would  be  helpful 
for  the  busy  doctor,  psychologist  and  physiologist 
wdio  wished  a quick  glance  at  the  fundamental 
theories  of  this  great  experimenter. 

Robert  G.  Quinn,  o.p.,  a.m.,  m.ed. 

CIBA  FOUNDATION  SYMPOSIUM  JOINT- 
LY WITH  THE  PHYSIOLOGICAL  SOCI- 
ETY AND  THE  BRITISH  PHARMACO- 
LOGICAL SOCIETY  ON  HISTAMINE. 
Little,  Brown  and  Company,  Bost..  1956.  $9.00 
Histamine  is  a symposium  designed  to  publish 
all  scientific  data  on  the  origin  and  fate  of  this 
remarkable  body  metabolite.  The  sponsors  are  the 
Ciba  Foundation,  the  Physiological  Society  and  the 
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British  Pharmacological  Society.  The  book,  which 
has  472  pages,  was  edited  by  G.  E.  Wolstenholme, 
and  Cecelia  M.  O’Connor.  The  volume  is  dedicated 
to  the  famed  British  scientist — Sir  Henry  Dale. 

An  imposing  list  of  internationally  known  scien- 
tists from  the  United  States,  England,  Germany. 
France,  Scandinavia  and  Brazil  have  participated 
in  the  symposium.  The  participants  have  pre- 
sented their  material,  which  was  based  largelv  on 
original  researches  in  lecture  form.  Some  of  these 
are  amplified  by  lengthy  discussions. 

To  give  the  prospective  purchaser  of  this  book 
an  idea  of  the  nature  of  its  contents,  a few  topics 
are  mentioned,  but  it  should  be  remembered  that 
these  represent  only  a small  fraction  of  the  subjects 
covered. 

1.  Occurrence  of  histamine  in  the  body.  In  this 
section  the  authors  discuss  the  distribution  of 
histamine  in  the  body,  the  histamine  content 
of  the  mast  cell,  and  many  other  related 
subjects. 

2.  Release  of  histamine.  Here  the  mechanism  of 
histamine  release,  and  its  relation  to  anaphy- 
laxis are  presented  together  with  many  other 
related  phenomena. 

3.  In  this  section  are  discussed — the  origin  and 
fate  of  histamine,  histamine  and  gastric  secre- 
tion. histamine  and  nerves,  skin  histamine, 
and  related  topics. 

The  volume  is  highly  recommended  as  a ref- 
erence book  on  histamine  physiology,  and  as  a study 
of  its  impact  on  many  human  pathological  states. 

Stanley  S.  Freedman,  m.d. 
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ON  THE  MEDICAL  LIBRARY  BOOKSHELVES 


Four  new  titles  have  been  added  to  the  Davenport 
Collection  and  are  available  for  circulation: 
Edmund  Bergler — LAUGHTER  AND  THE 
SENSE  OF  HUMOR.  Intercontinental  Medical 
Book  Corp.,  N.Y.,  1956. 

Galen  — ON  ANATOMICAL  PROCEDURES. 
De  Anatomicis  Administrationibus.  Translation  of 
the  Surviving  Books  with  Introduction  and  Notes 
by  Charles  Singer.  Published  for  the  \\  ellcome 
Historical  Medical  Museum.  Oxford  University 
Press,  Lond.,  1956. 

Geoffrey  Keynes  — THE  PERSONALITY  Oh 
WILLIAM  HARVEY.  The  Linacre  Lectures  de- 
livered at  St.  John’s  College,  Cambridge,  on  6th 
May  1949.  Cambridge,  1949.  Gift  of  Ida  and 
Henry  Schuman. 

Agatha  Young  — SCALPEL.  Men  Who  Made 
Surgery.  Random  House,  N.Y.,  1956. 

Other  purchases  zvere: 

John  Adriani— TECHNIQUES  AND  PROCE- 
DURES OF  ANESTHESIA.  2nd  ed.  Charles 
C Thomas,  Springfield,  111.,  1956. 

Harry  Beckman,  editor  — YEAR  BOOK  OF 
DRUG  THERAPY"  (1956-1957  Y"ear  Book  Se- 
ries). Year  Book  Publishers,  Inc.,  Chic.,  1957. 
Harold  A.  Liebenson — THE  DOCTOR  IN  PER- 
SONAL INJURY"  CASES.  Year  Book  Publish- 
ers, Inc.,  Chic.,  1956. 

Charles  O.  Wilson  and  Tony  Everett  Jones  — 
AMERICAN  DRUG  INDEX  1957.  J.  B.  Lip- 
pincott  Co.,  Phil.,  1956. 

PROCEEDINGS  OF  THE  3rd  NATIONAL 
CANCER  CONFERENCE,  Detroit,  June  4-6, 
1956.  Sponsored  by  the  American  Cancer  Society, 
Inc.  and  the  National  Cancer  Institute.  J.  B.  Lip- 
pincott  Co.,  Phil.,  1957. 

Review  volumes  f rom  the  Rhode  Island  Medical 
Journal  zvere: 

W.  W.  Bauer,  editor— THE  OFFICIAL  AMER- 
ICAN MEDICAL  ASSOCIATION  BOOK  OF 
HEALTH.  An  Authoritative  Family  Guide.  Dell 
Publishing  Co.,  Inc.,  NY'.,  1957. 

CLINICAL  EXAMINATIONS  IN  NEUROL- 
OGY" by  Members  of  the  Sections  of  Neurology 
and  Section  of  Physiology,  Mayo  Clinic  and  Mayo 
Foundation  for  Medical  Education  and  Research, 


Graduate  School.  University  of  Minnesota,  Roch- 
ester, Minn.  W.  B.  Saunders  Co.,  Phil.,  1956. 

Morris  Green  and  Julius  B.  Richmond — PEDI- 
ATRIC DIAGNOSIS.  W.  B.  Saunders  Co., 
Phil.,  1954. 

Richard  M.  Hewitt  — THE  PHYSICIAN- 
WRITER'S  BOOK.  Tricks  of  the  Trade  of  Med- 
ical Writing.  W.  B.  Saunders  Co.,  Phil.,  1957. 
Hospital  Council  of  Greater  New  Y"ork  — OR- 
GANIZED HOME  MEDICAL  CARE  IN  NEW 
YORK  CITY":  A Study  of  Nineteen  Programs. 
Harvard  University  Press  for  the  Commonwealth 
Fund,  Cambridge,  Mass.,  1956. 

Roger  I.  Lee— THE  HAPPY"  LIFE  OF  A DOC-  ; 
TOR.  Little,  Brown  & Co.,  Bost.,  1956.  , - 

Alexander  S.  Nadas— PEDIATRIC  CARDIOL- 
OGY. W.  B.  Saunders  Co.,  Phil.,  1957. 

U.  S.  Army  Medical  Department  — SURGERY" 

IN  V ORLD  WAR  II.  Vol.  II — General  Surgery. 
Edited  by  Colonel  John  B.  Coates,  Jr.  Office  of  the 
Surgeon  General,  Wash.,  D.C.,  1955. 

Louis  Wolff  — ELECTROCARDIOGRAPHY. 
2nd  ed.  W.  B.  Saunders  Co.,  Phil.,  1956. 

G.  E.  W.  Wolstenholme  and  Jessie  S.  Freeman, 
editors,  assisted  by  Joan  Etherington — PERIPH- 
ERAL CIRCULATION  IN  MAN.  A Ciba 
Foundation  Symposium.  Little,  Brown  <Y  Co., 
Bost.,  1954. 

Fellows  of  the  Society  have  given  the  following 
items: 

From  Irving  A.  Beck , M.D.:  Benjamin  R.  Reiter — - I 
YOU  AND  YOUR  OPERATION.  Macmillan 
Co.,  NY".,  1957. 

From  J.  E.  Caruolo,  M.D. — Medical  journals. 

From  Walter  S.  Jones,  M.D. — Subscription  to  the  I 
Western  Journal  of  Surgery,  Gynecology  and  Ob- 
stetrics for  1957. 

From  Joseph  G.  McWilliams,  M.D.  — Frederick 
Tice  — PRACTICE  OF  MEDICINE.  W.  E. 
Prior  Co.,  Inc.,  Hagerstown,  Md.,  1954. 

From  Lezvis  B.  Porter,  M.D.  — Seven  textbooks 
and  fifty-two  volumes  of  medical  journals. 

From  Francesco  Ronchese,  M.D. — Medical  jour- 
nals. 

Other  Gifts  zvere: 

From  the  Estate  of  Peter  Pineo  Chase,  M.D. — ; 
THE  DOCTOR’S  WINDOW.  Poems  by  the 
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By  proper  planning , the  fortunes  of  men  can  by-pass 
chance,  outlast  the  vagaries  of  time  and  endure  for  generations 


His  last  patient  in  a 68  hour  week 


The  time  he  had  to  himself  amounted  to  only  a few 
hours.  For  a doctor  he  was  lucky,  he  got  in  nine  holes 
of  golf  and  one  lodge  meeting.  What  about  his  secur- 
ities? Of  course  he  didn't  have  any  time  for  them. 

Depending  on  the  make-up  of  his  portfolio,  it  might 
not  matter.  But  chances  are  it  will.  That's  why  many 
doctors  and  professional  men  take  advantage  of 
Supervisory  Investment  Service  at  Hospital  Trust.  It's 
designed  to  save  time,  to  relieve  you  of  the  burden  of 
keeping  track  of  the  business  changes  that  affect 
investment  values. 

With  the  Supervisory  Investment  Service  a trained 
staff  of  investment  people  follow  market  trends  for 
you.  They  study  financial  reports  and  analyze  business 

New  England’s  First  Trust  Company 


cycles.  They  collect  dividends,  and  interest,  watch  for 
called  securities,  remit  income  to  your  account  and 
perform  a host  of  other  time  and  money-saving  duties. 

^ by  not  investigate  these  benefits  now.  Contact  any 
trust  officer  at  15  Westminster  Street.  Providence  or 
the  manager  of  the  Hospital  Trust  office  nearest  you. 
They'll  be  glad  to  arrange  a meeting  at  a time  and 
place  of  your  choosing. 
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Doctor,  for  the  Doctor  and  about  the  Doctor. 
Edited  by  Ina  Russelle  Warren.  With  an  Introduc- 
tion by  William  Pepper,  M.D.  Buffalo,  1898.  This 
volume  was  given  to  Dr.  Chase  by  Estelle  R.  Per- 
kins, R.N.,  with  the  understanding  that  he  was  to 
give  it  to  our  Davenport  Collection. 

From  the  Estate  of  Dr.  Theophylo  Ferreira  — 
Forty-eight  volumes. 

From  Dr.  Wendell  T.  Caraway  — Fourteen  vol- 
umes of  SCIENCE. 

From  Charles  V.  Chapin  Hospital — Medical  jour- 
nals. 

From  Mrs.  Peter  Pineo  Chase — Medical  journals. 
From  the  Executive  Office — Books  and  pamphlets. 
From  Dr.  Norman  H.  Fortier — STEREOSCOP- 
IC STUDIES  OF  ANATOMY.  Prepared  under 
Authority  of  the  University  of  Edinburgh  by  Pro- 
fessor D.  J.  Cunningham.  Edited  by  David  Wa- 
terston.  Professor  M.  H.  Cryer  and  Frederick  E. 
Neres.  new  rev.  ed.  4 sections.  Meadville,  Pa. 
From  the  Providence  Child  Guidance  Clinic  — 
Eighty-one  volumes,  journals  and  pamphlets. 
Giovanni  P.  Arcieri — AGOSTINO  BASS1  IN 
THE  HISTORY  OF  MEDICAL  THOUGHT. 
A.  Bassi  and  1 ..  Pasteur.  Leo  S.  Olschki.  Florence, 
Italy,  1956.  Gift  of  the  Author. 
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American  Cancer  Society — MANUAL  OF  TU- 
MOR NOMENCLATURE  AND  CODING, 
corrected  ed..  reprinted  1956.  Gift  of  the  Rhode 
Island  Cancer  Societv. 

CIBA  COLLECTION  OF  MEDICAL  ILLUS- 
TRATIONS. Part  III,  vol.  3.  Liver.  Biliary 
Tract  and  Pancreas.  Prepared  by  Frank  H.  Netter, 
M.D.  Edited  by  Ernst  Oppenheimer,  M.D.  Sum- 
mit. N.J.,  1957.  Gift  of  Ciba  Pharmaceutical  Prod- 
ucts, Inc. 

Council  on  Pharmacy  and  Chemistry  — NEW 
AND  NONOFFICIAL  REMEDIES.’  J.  B.  Lip- 
pincott  Co.,  Phil.,  1957.  Gift  of  the  American 
Medical  Association. 

LAKESIDE  LECTURE  SERIES,  vol.  1,  1956. 
Lectures  I-V.  Lakeside  Laboratories,  Inc.,  Mil- 
waukee. Gift  of  the  Executive  Office. 

Jefferson  Medical  College — YELLOW  FEVER. 
A Symposium  in  Commemoration  of  Carlos  Juan 
Finlay.  Phil.,  1955.  Gift  of  the  College. 

Kraus  Periodicals,  Inc. — CATALOGUE  No.  82. 
American  and  Foreign  Periodicals  Chiefly  in  the 
Fields  of  Biology  and  Medicine.  Gift  of  Kraus 
Periodicals. 

Memorial  Hospital,  Pawtucket.  ANNLTAL  RE- 
PORTS 1954-1955.  Gift  of  the  Hospital. 
PROCEEDINGS  OF  THE  MEDICOLEGAL 
SYMPOSIUMS,  1955.  Sponsored  by  the  Law 
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Department  and  Committee  on  Medicolegal  Prob- 
lems, A.M.A.  Chic.,  1957.  Gift  of  the  American 
Medical  Association. 

Rockefeller  Foundation — ANNUAL  REPORT, 
1955.  N.Y.,  1956.  Gift  of  the  Foundation. 
Rockefeller  Foundation  — DIRECTOR\  OF 
FELLOWSHIP  AWARDS.  Supplement  for  the 
years  1951-1955  (inclusive).  N.Y.  Gift  of  the 
Foundation. 

Roger  Williams  General  Hospital  — ANNUAL 
REPORT  1956.  Gift  of  the  Hospital. 

Ross  Laboratories — REPORT  OF  THE  FIRST 
ROSS  OBSTETRIC  RESEARCH  CONFER- 
ENCE. Toxemia  of  Pregnancy.  Columbus,  1956. 
Gift  of  Ross  Laboratories. 

Ross  Laboratories — REPORT  OF  THE  TWEN- 
TIETH ROSS  PEDIATRIC  RESEARCH 
CONFERENCE.  Thyroid  and  Iodine  Metab- 
olism. Columbus,  1957.  Gift  of  Ross  Laboratories. 
Karel  Ruzicka — BIBLIOGRAPHIA  MEDICA 
CECHOSLOVACA,  vol.  Ill,  1949.  Pragae,  1952. 
Gift  of  Brown  University  Library. 
TRANSACTIONS  OF  THE  AMERICAN  AS- 
SOCIATION OF  GENITO-URINARY  SUR- 
j GEONS,  vol.  XLVIII,  1956.  Gift  of  the  Associa- 
tion. 

1 TRANSACTIONS  OF  THE  AMERICAN 
PROCTOLOGIC  SOCIETY.  Fifty-fifth  Annual 
Session,  June  1956.  N.Y.  1956.  Gift  of  the 
! Society. 

TRANSACTIONS  OF  THE  WESTERN  SEC- 
TION, AMERICAN  UROLOGICAL  ASSO- 
CIATION, vol.  23,  1956.  Gift  of  the  Association. 
U.  S.  Department  of  Health,  Education  and  Wel- 
fare, Communicable  Disease  Center — CLINICAL 
j MEMORANDA  ON  ECONOMIC  POISONS, 
rev.  ed.  Atlanta,  1956.  Gift  of  the  National  Agri- 
cultural Chemicals  Association. 

U.  S.  Naval  Training  Device  Center — TELE- 
VISION RESEARCH  AND  THE  STUDY  OF 
MAN.  Port  Washington.  L.  I.,  1956.  Gift  of  the 
Lb  S.  Government. 
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ifically  for  reduction  of  overweight 


(brand  of  phenmetrazine  hydrochloride) 


\ . . a highly  effective  and  safe  appetite  suppressant . . 

Based  on  clinical  reports,  Preludin  produces  more  than  twice  the  weight  loss 
achieved  by  patients  receiving  a placebo.2  It  is  singularly  free  of  tendency  to 
produce  serious  side  actions,  as  well  as  stimulation.1-3  Preludin  imparts  a 
feeling  of  well-being  that  encourages  the  patient  to  cooperate  willingly  in 
treatment. 1-3 

The  reduced  incidence  of  side  actions  with  Preludin  makes  losing  weightmore 
comfortable  for  the  average  patient,  facilitates  treatment  of  the  complicated 
case  and  frequently  permits  its  use  where  other  anorexiants  are  not  tolerated.3 

Recommended  Dosage:  One  tablet  two  to  three  times  daily  one  hour  before 
meals.  Occasionally  smaller  dosage  suffices.  On  theoretical  grounds,  Preludin 
should  not  be  given  to  patients  with  severe  hypertension,  thyrotoxicosis  or 
acute  coronary  disease. 


(1)  Holt,  J.  O.  S.,  Jr.:  Dallas  Med.  J.  42:497,  1956.  (2)  Gelvin,  E.  P.;  McGavack,  T.  H„  and  Kenigsberg,  S.: 
Am.  J.  Digest.  Dis.  1 : 1 55,  1956.  (3)  Natenshon,  A.  L.:  Am.  Pract.  & Digesl  Treat.  7:1456,  1956. 

Preludin®  (brand  of  phenmetrazine  hydrochloride).  Scored,  square,  pink  tablets  of  25  mg.  Under  license  from 
C.  H.  Boehringer  Sohn,  Ingelheim. 


GEIGY 


Ardsley,  New  York 


77857 


By  changing  the  attitude  ot  the 
emotional  dermatologic  patient,  ‘Thorazine’ 
facilitates  the  management  of  the  patient  and  the  treatment 
of  skin  disorders.  The  patient  becomes  less  insistent 

and  frantic,  and  accepts  her  affliction  philosophically. 
‘Thorazine’  does  not  cure  skin  diseases  but,  according  to 

Cornbleet  and  Barsky,1  is  a “most  useful  adjuvant  to 
dermatologic  therapy”  in  patients  with  an  emotional  background 
of  tension,  apprehension,  excitement,  anxiety  and  agitation. 

THORAZINE* 

"can  be  to  the  dermatologist  what  the 
anesthetist  is  to  the  surgeon.”1 

Smith , Kline  & French  Laboratories , Philadelphia 

l.  Cornbleet,  T.,  and  Barsky,  S.:  The  Role  of  the  Tranquilizing 
Drugs  in  Dermatology,  presented  at  115th  Annual  Meeting  of 
Illinois  State  Medical  Society,  May  19,  1955. 

*T.M.  Reg.  U.S.  Pat.  Off.  for  chlorpromazine,  S.K.F. 
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RESISTANCE 

IS 

LESS  OF  A PROBLEI 

SENSITIVITY  OF  100  STRAINS 
OF  HEMOLYTIC  STAPHYLOCOCCUS  AUREUS 
TO  CHLOROMYCETIN 

AND  OTHER  IMPORTANT  ANTIBIOTIC  AGENTS* 

100 

CHLOROMYCETIN 
90  89% 


HLOROMYCETIN 

COMBATS  MOST  CLINICALLY  IMPORTANT  PATHOGENS 

The  striking  consistency  with  which  CHLOROMYCETIN  (chloramphenicol, 
Parke-Davis)  acts  against  staphylococci  is  well-documented.1-10  Continued 
sensitivity  of  these  problem  pathogens  to  CHLOROMYCETIN  accounts  for 
clinical  effectiveness  of  this  antibiotic,  often  where  other  antimicrobial 
agents  fail.  Whereas  most  strains  of  staphylococci  isolated  by  Kempe  over 
a period  of  one  year  were  not  inhibited  by  commonly  used  antibiotics, 
“...only  11  per  cent  were  chloramphenicol-resistant.”1  CHLOROMYCETIN 
also  retains  its  potency  against  the  significant  gram-negative  pathogens.6*1 1-15 

CHLOROMYCETIN  is  a potent  therapeutic  agent  and,  because  certain  blood 
dyscrasias  have  been  associated  with  its  administration,  it  should  not  be  used 
indiscriminately  or  for  minor  infections.  Furthermore,  as  with  certain  other  drugs, 
adequate  blood  studies  should  be  made  when  the  patient  requires  prolonged  or 
intermittent  therapy. 


REFERENGES 


(1)  Kempe,  C.H.:  California  Med.  84:242,  1956.  (2)  Petersdorf,  R.G.;  Bennett,  I.  L.,  Jr.,  & Rose.M.C.: 
Bull.  Johns  Hopkins  Hasp.  100:1,  1957.  (3)  Spink,  W.  W.:  Ann.  New  York  Acad.  Sc.  65:175,  1956. 
(4)  Yow,  E.  M.:  GP  15:102,  1957.  (5)  Altemeier,  W.  A.,  in  Welch,  H.,  & Marti-Ibanez,  E:  Anti- 
biotics Annual  1956-1957,  New  York,  Medical  Encyclopedia,  Inc.,  1957,  p.  629.  (6)  Rantz,  L.  A., 
& Rantz,  H.  H.:  Arch.  hit.  Med.  97:694,  1956.  (7)  Wise,  R.  I.;  Cranny,  C.,  & Spink,  W.  W.: 
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Why  Physicians  Service 
is  best  for 
your  patients  . . . 
and  for  you! 


PHYSICIANS  SERV  ICE  is  the  one  and  only  medical  care 
program  that  acts  under  the  supervision  of  the  State 
Medical  Society  to  promote  doctor  bill  coverage  for  all  the 
communities  of  the  State. 

Here  are  a few  practical  reasons  why  Physicians  Service 
is  the  best  plan  for  your  patients  . . . the  best  plan  for  you, 
their  doctor. 


• Enrolls  groups  as  small  as  ten 
not  just  large,  “select  risk*’  groups. 

• Enrolls  individuals  under  65  not 
eligible  for  group  membership. 

® Has  never  cancelled  because  of  age, 
retirement,  unemployment,  or  fre- 
quency of  use. 


• Provides  the  same  coverage  for  all 
enrolled  members  of  the  family  plus 
maternity  care  for  the  wife. 

• Assures  your  patients  free  choice 
of  doctor. 


• Assures  simplicity  and  promptness 
of  payment. 


• Helps  you  retain  your  independ 
ence  in  your  practice  of  medicine. 


Many  Rhode  Islanders  still  do  not  belong  to  Physicians 
Service  — you’ll  be  doing  them  — and  yourself  — a favor 
when  you  recommend  that  they  enroll. 


RHODE  ISLAND  MEDICAL  SOCIETY 
PHYSICIANS  SERVICE 


in 
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eczemas 

Meti-Derm  cream  0.5% 

water  washable  — stainless  (Meticortelone,  free  alcohol) 

Meti-Derm  ointment  0.5% 

5 mg.  Meticortelone  and  5 mg.  Neomycin  Sulfate  with  Neomycin 

for  comprehensive  topical  therapy 

each  in  lO  Gm.  tubes 

Meti-Derm,*  brand  of  prednisolone  topical, 

Metscortelonk,®  brand  of  prednisolone, 
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CONTACT  DERMATITIS  DUE  TO  CHLORPROMAZINE 

Arthur  B.  Kern,  m.d. 


The  Author.  Arthur  B.  Kern,  M.D.  of  Providence, 
Dermatologist,  Miriam,  Our  Lady  of  Fatima,  Rhode 
Island,  Roger  Williams  General  and  St.  Joseph’s  hos- 
pitals. Instructor  in  Dermatology,  Boston  University 
School  of  Medicine. 


The  advance  of  medicine  has  generally  been 
accompanied,  and  particularly  in  recent  years, 
by  the  introduction  of  more  and  better  medica- 
ments. Unfortunately,  the  value  obtained  from 
many  of  these  has  been  reduced  by  undesirable 
side  effects.  As  in  the  case  of  penicillin  and  the 
broad-spectra  antibiotics,  these  reactions  may  be- 
come apparent  only  after  the  drug  has  been  in  use 
for  some  time.  Accordingly,  it  is  imperative  for 
those  who  observe  unusual  reactions  to  new  medi- 
cations to  report  them  in  order  to  focus  the  atten- 
tion of  others  on  such  complications. 

Chlorpromazine  was  synthesized  in  France  in 
1950.  It  has  since  been  available  commercially  there 
under  the  trade  name  of  Largactil  and  in  this 
country  as  Thorazine.  The  drug  has  enjoyed  ex- 
tensive usage  being  employed  primarily  as  a tran- 
quilizing  agent,  for  hypertension,  vomiting  and  the 
relief  of  pain.  With  the  passage  of  time,  however, 
it  has  become  apparent  that  mild  and  serious  side 
effects  occasionally  follow  the  ingestion  or  injec- 
tion of  chlorpromazine.  Those  include  dizziness, 
weakness,  lethargy,  nasal  congestion,  fall  in  blood 
pressure,  generalized  dermatitis,  jaundice.  Parkin- 
sonism and  agranulocytosis.1 

These  reactions  have  been  observed  among  those 
receiving  chlorpromazine.  A reaction  of  another 
type  has  been  seen  in  those  administering  the  drug. 
In  1953  reports  began  appearing  in  the  French  lit- 
erature2’ 3 concerning  contact  dermatitis  in  nursing 
personnel  handling  chlorpromazine.  Subsequently, 
similar  reports  have  appeared  in  the  European  and 
American  literature.4-10  The  importance  of  the  oc- 
cupational aspect  of  this  problem  has  been  stressed 
by  Levan10  who  noted  that,  in  1955,  of  California’s 
fifty-seven  reported  cases  of  occupational  diseases 
of  the  skin  attributed  to  medicines  and  pharmaceu- 
ticals sixteen  were  caused  by  chlorpromazine.  All 
the  patients  were  nursing  personnel.  In  view  of  the 
importance  of  this  drug  as  a possible  cause  of  con- 
tact dermatitis,  the  following  case  is  reported. 


Report  of  a Case 

J.  S.,  a sixty-two-year-old  white  nurse,  was  first 
seen  in  June,  1956  because  of  an  itchy  eruption  of 
the  hands  and  face  of  three  months  and  two  days 
respectively.  Examination  disclosed  erythema,  ede- 
ma and  scaling  of  the  dorsa  of  the  hands  and 
fingers,  the  eyelids  and  the  skin  about  the  mouth. 
The  diagnosis  of  contact  dermatitis  was  made  al- 
though the  etiologic  agent  was  not  definitely 
known.  She  was  advised  to  follow  a routine  aimed 
at  avoiding  exposure  to  such  likelv  sensitizing 
agents  as  penicillin,  streptomycin  and  soap.  Despite 
this  course  and  the  use  of  various  therapeutic 
agents  the  dermatitis  persisted.  Its  course  was 
characterized  by  periods  of  improvement  and  then 
of  exacerbation.  In  November  it  was  learned  that 
her  work  during  the  previous  six  months  had  in- 
cluded the  frequent  giving  of  injections  of  Thora- 
zine. A patch  test  with  a solution  of  Thorazine  for 
injection  gave  a positive  reaction.  Two  days  after 
the  test  there  was  a flareup  of  the  eruption  on  the 
hands  and  face. 

Following  Thorazine’s  conviction  as  the  respon- 
sible agent  she  ceased  handling  the  drug.  This  was 
followed  by  a very  slow  improvement  with  occa- 
sional brief  exacerbations.  Definite  improvement 
was  first  manifested  by  disappearance  of  itching. 
There  was  then  clearing  of  the  face,  followed  by 
improvement  of  the  hands.  When  last  seen  in 
March,  1957,  she  was  asymptomatic,  the  face  was 
normal  and  only  slight  erythema  and  scaling  was 
present  on  the  dorsa  of  the  hands. 

Discussion 

The  case  described  is  fairly  typical  of  those  re- 
ported in  the  literature.  To  clarify  the  picture  fur- 
ther, the  important  features  of  chlorpromazine  con- 
tact dermatitis  may  be  enumerated. 

In  all  reported  cases,  the  hands  and/or  the  face 
were  the  sites  of  initial  involvement.  In  some  in- 
stances there  was  later  involvement  of  the  fore- 
arms and  neck.  Generally,  there  was  an  early  acute 
stage  with  erythema,  edema  and  vesiculation  and 
later  a more  chronic  stage  of  erythema  and  scaling. 
Itching  was  a prominent  and  disturbing  symptom 
at  all  times.  Periods  of  improvement  usually  al- 
ternated with  exacerbations  and  very  frequently 
these  could  be  correlated  with  time  away  from 
work  or  increased  exposure  to  Thorazine.  In  sev- 
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eral  instances  a possible  aggravating  role  of  sun- 
light was  noted.  Following  discovery  of  the  cause, 
it  was  frequently  observed  that  even  minute 
amounts  of  Thorazine  could  prevent  a complete 
return  of  the  skin  to  normal.  Even  exposure  to  the 
saliva  or  urine  of  a patient  receiving  the  drug 
might  induce  a flare  of  the  dermatitis.  Chlorproma- 
zine,  Phenergan  (an  antihistamine),  Pyribenza- 
mine  and  certain  local  anesthetics  have  a common 
tertiary  aliphatic  amine.  The  cross-sensitivity  re- 
sulting from  such  chemical  similarity  has  been 
suggested  as  a possible  explanation  for  the  lengthy 
time  required  for  return  to  normal  even  after  the 
patient  has  ceased  handling  Thorazine.10-  11  An- 
other feature  which  might  he  mentioned  is  the  fact 
that  patch  testing  is  frequently  followed  hv  a flare 
of  the  dermatitis,  if  still  present,  or  temporary  re- 
currence if  the  eruption  had  disappeared  prior  to 
the  testing.  A final  point  to  be  noted  is  that  reac- 
tions can  occur  to  both  the  solution  for  injection 
and  to  the  tablets,  the  former  more  frequently  be- 
ing the  cause  of  contact  dermatitis. 

SUMMARY 

A case  of  contact  dermatitis  in  a nurse,  due  to 
sensitivity  to  chlorpromazine  is  reported. 

The  important  features  of  chlorpromazine  con- 
tact dermatitis  are  discussed. 

The  significance  of  this  drug  as  a cause  of  occu- 
pational dermatitis  among  nursing  personnel  is 
stressed. 
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combines  Meprobamate  ( 400  mg.)-. 

Widely  prescribed  tranquilizer-muscle  relaxant.  Effectiveness 
in  anxiety  and  tension  states  clinically  demonstrated  in  millions  of  patients. 
Meprobamate  acts  only  on  the  central  nervous  system.  Does  not  increase 
gastric  acid  secretion.  It  has  no  known  contraindications,  can  be  used 
over  long  periods  of  time.1’2’3 

with  Path i Ion  (25  mg.): 

An  anticholinergic  noted  for  its  extremely  low  toxicity  and  high 
effectiveness  in  the  treatment  of  G.I.  tract  disorders.  In  a comparative 
evaluation  of  currently  employed  anticholinergic  drugs, 

Pathilon  ranked  high  in  clinical  results,  with  few  side  effects, 
minimal  complications,  and  few  recurrences.4 

Now . . .with  PATH  I BAM  ATE.,  .yon  can  control  disorders  of  the 
digestive  tract  and  the  “emotional  overlay” so  ofte?i  associated  with 
their  origin  and  perpetuation . . . without  fear  of  barbiturate 
loginess,  hangover  or  addiction.  Among  the  conditions  which  have 
shown  dramatic  response  to  PATH  I BA  MATE  therapy : 

DUODENAL  ULCER  • GASTRIC  ULCER  • INTESTINAL  COLIC 
SPASTIC  AND  IRRITABLE  COLON  • ILEITIS  • ESOPHAGEAL  SPASM 
ANXIETY  NEUROSIS  WITH  G.I.  SYMPTOMS  • GASTRIC  HYPERMOTILITY 


Comments  on  PATH  I BA  M ATE  from  clinical  investigators 


i nferences:  1.  Borrus,  J.  C.:  M.  Clin.  North  America, 

1 press,  1957.  2.  Gillette,  H.  E.:  Internal.  Rec.  Med.  & G.  P. 
< 169:453,  1956.  3.  Pennington,  V.  M.:  J.A.M.A., 

loress,  1957.  4.  Cayer,  D.:  Prolonged  Anticholinergic 
'erapy  of  Duodenal  Ulcer.  Am.  J.  Dig.  Dis.  1 :301-309 
(ly)  1956.  5.  McGlone,  F.  B.:  Personal  Communication  to 
lierle  Laboratories.  6.  Texter,  E.  C.,  Jr.:  Personal 
(mmunication  to  Lederle  Laboratories.  7.  Bauer,  H.  G. 
i 1 McGavack,  T.  H.:  Personal  Communication 
t ^ederle  Laboratories. 


• “I  find  it  easy  to  keep  patients  using  the  drug 
continuously  and  faithfully.  I feel  sure  this  is  due 
to  the  desirable  effect  of  the  tranquilizing  drug.”5 

• “The  results  in  several  people  who  were  pre- 
viously on  belladonna-phenobarbital  prepara- 
tions are  particularly  interesting.  Several  people 
volunteered  that  they  felt  a great  deal  better  on 
the  present  medication  and  noted  less  of  the 
loginess  associated  with  barbiturate  administra- 
tion.”6 

• PATH  1 BAMATE  ..  .“will  favorably  influence  a 
majority  of  subjects  suffering  from  various  forms 
of  gastrointestinal  neurosis  in  which  spasmodic 
manifestations  and  nervous  tension  are  major 
clinical  symptoms.”7 


Applied:  Bottles  of  100  and  1000 

4 ministration  and  Dosage:  l tablet  three  times  a day 
i nealtimes  and  2 tablets  at  bedtime.  Full 
i armation  on  PATHIBAMATE  available  on  request, 

< see  your  local  Lederle  representative. 


• “In  the  patients  with  functional  disturbances  of 
the  colon  with  a high  emotional  overlay,  this  has 
been  to  date  a most  effective  drug.”5 


LEDERLE  LABORATORIES  DIVISION,  AMERICAN  CYANAMID  COMPANY,  PEARL  RIVER,  NEW  YORK 
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THE  MANAGEMENT  OF 

Housewives'  Eczema 

OF  THE  HANDS 

WITH  THERAPEUTIC  EXTERNAL  SOLUTIONS 


The  number  of  cases  of  housewives’ 
eczema  of  the  hands  appearing  for  treat- 
ment seems  to  be  increasing.  Unfortu- 
nately this  condition  has  usually  progressed 
to  a severe  stage  before  the  physician  is 
consulted.  Home  treatments  instituted  at 
the  suggestion  of  unqualified  laymen  in- 
variably do  much  harm.  “Lotions,  emul- 
sions, ointments,  and  pastes  are  contra- 
indicated in  the  acute  stage  of  all  derma- 
toses as  they  have  a tendency  to  block  secre- 
tions, form  crusts,  inhibit  evaporation  and 
are  conducive  to  secondary  infections.”1 

It  is  generally  felt  that  wet  dressings  can 
be  used  at  any  stage  of  a dermatosis  but 
that  they  are  particularly  helpful  in  the 
acute  stage.  In  a study  of  the  qualifications 
of  twelve  commonly  employed  aqueous 
solutions,  Niedelman  and  Bleier  report 
that  aluminum  acetate  solution  U.S.P. 
(Burow’s  Solution)  to  be  the  most  effi- 
cacious of  all  those  enumerated. 

The  disadvantages  of  Burow’s  Solution 
as  it  is  ordinarily  prepared  are  that  it  lacks 
stability,  loses  strength  and,  consequently, 
effectiveness  on  standing.  Due  to  the  intro- 
duction of  a new  powder  for  making 
Burow’s  Solution  U.S.P.  by  Doak  Pharm- 


hoar  mmmi  co.,  n. 

New  York  17,  N.  Y. 


acal  Co.,  Inc.,  all  the  therapeutic  advan- 
tages of  freshly  made  Burow’s  Solution 
fortified  with  the  antiseptic  and  deodoriz- 
ing properties  of  Benzethonium  Chloride 
N.N.R.  are  now  available  to  patients. 

In  a published  report,  a comparison  of 
the  effectiveness  of  solutions  made  from 
BURO-SOL®  ANTISEPTIC  POW- 
DER “DOAK”  with  aluminum  acetate 
solution  made  by  the  conventional  method 
shows  the  convalescent  period  was  mate- 
rially shortened  when  BURO-SOL 
ANTISEPTIC  POWDER  “DOAK” 
was  employed. 

BURO  - SOE  ANTISEPTIC  POW- 
DER “DOAK”  is  supplied  in  boxes  con- 
taining 12  and  100  individual  packets.  Each 
packet  contains  2.36  gms.  of  powder.  One 
packet  dissolved  in  a pint  of  water  makes 
a 1.15  Burow’s  Solution  U.S.P.  with 
Benzethonium  Chloride  N.N.R.  The  so- 
lution is  clear  and  stable. 

BURO  - SOL  ANTISEPTIC  POW- 
DER “DOAK”  is  available  through  all 
pharmacies.  Prescribe  its  use  in  the  man- 
agement of  housewives’  eczema  of  the 
hands  and  you  and  your  patients  will  be 
pleased. 

1Niedelman,  M.L.,  and  Bleier.  A.:  Med.  Times  83:238 
248  (March)  1955. 
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Wherever  you  go 
forget  your  telephone 
calls.  We'll  take  them 
for  you,  day  or  night. 

MEDICAL  BUREAU 

of  the 

Providence  Medical  Association 
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years  of 

documented 

experience 


YOUR  PATIENT  NEEDS  AN  ORGANOMERCURIAL 

Practicing  physicians  know  that  many  years  of  clinical  and  laboratory  experience 
with  any  medication  are  the  only  real  test  of  its  efficacy  and  safety. 

Among  available,  effective  diuretics,  the  organomercurials  have  behind  them  over 
three  decades  of  successful  clinical  use.  Their  clinical  background  and  thousands  of 
reports  in  the  literature  testify  to  the  value  of  the  organomercurial  diuretics. 

TABLET 

NEOHYDRIN 

BRAND  OF  CHLORMERODRIN  (18.3  MG.  OF  3-CHLOROMERCURI-2-METHOXY-PROPYLUREA 
EQUIVALENT  TO  lO  MG.  OF  NON-IONIC  MERCURY  IN  EACH  TABLET) 

a standard  for  initial  control  of  severe  failure 

MERCUHYDRIN®  SODIUM 

BRAND  OF  MERALLURIDE  INJECTION 


02156 
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Meat... 

and  the  Need  for  Adequate 

Protein  in  Therapeutic  Nutrition 

Liberal  protein  intake  is  considered  to  be  of  therapeutic  value  in  a 
wide  variety  of  pathologic  conditions.1  Advances  in  the  understanding 
of  protein  metabolism  indicate  that  dietary  protein  should  provide 
amino  acids  in  proportions  paralleling  physiologic  needs.2’ 3 In  ex- 
perimental studies  with  animals,  low  protein  diets  supplying  amino 
acids  disproportionate  to  needs  have  been  shown  to  effect  physiologic 
harm  by  depressing  growth,  by  inducing  amino  acid  and  B-vitamin 
deficiencies,  and  by  causing  deposition  of  fat  in  the  liver.4 

Hence  not  only  the  amount  of  protein  but  also  its  quality  (in  terms  of 
its  amino  acid  proportions)  is  important.  It  has  been  suggested1  that 
for  therapeutic  purposes  about  two-thirds  of  the  ingested  protein  come 
from  foods  of  animal  source,  whose  protein  resembles  human  body  pro- 
tein in  amino  acid  interrelationships.  Depending  on  the  needs  of  the 
patient,  the  therapeutic  diet  may  supply  1.0  or  more  grams  of  protein 
per  kilogram  of  body  weight.  Adequate  caloric  intake  is  required  to 
protect  the  dietary  protein  from  dissipation  for  energy  purposes. 

Meat,  with  its  high  content  of  top-quality  protein,  holds  a prominent 
place  among  foods  which  supply  this  essential  for  establishing  satis- 
factory levels  of  amino  acids  in  physiologic  proportions.  It  also  con- 
tributes valuable  amounts  of  B vitamins  and  essential  minerals — - 
nutrients  which  play  a basic  role  in  intermediate  metabolism. 

1.  Proudfit,  P.  T.,  and  Robinson,  C.  H.:  Nutrition  and  Diet  Therapy,  ed.  11,  New  York,  The  Mac- 
millan Company,  1955,  pp.  314-320. 

2.  Harper,  A.  E. : Amino  Acid  Imbalance,  Toxicities  and  Antagonisms,  Nutrition  Rev.  74:225  (Aug.) 
1956. 

3.  Amino  Acid  Requirements  of  Adult  Man,  Nutrition  Rev.  74:232  (Aug.)  1956. 

4.  Amino  Acid  Imbalance  and  Supplementation,  Editorial,  J.A.M.A.  767:884  (June  30)  1956. 
Council  on  Foods  and  Nutrition,  American  Medical  Association:  Importance  of  Amino  Acid 
Balance  in  Nutrition,  J.A.M.A.  755:655  (June  25)  1955. 

The  nutritional  statements  made  in  this  advertisement 
have  been  reviewed  by  the  Council  on  Foods  and  Nutri- 
tion of  the  American  Medical  Association  and  found 
consistent  with  current  authoritative  medical  opinion. 

American  Meat  Institute 

Main  Office,  Chicago... Members  Throughout  the  United  States 
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Vaginal  Suppositories 


—soft  and  pliant  as  a tampon— white,  odorless,  non-staining— the  suppositories 
bring  new  ease  and  new  effectiveness  to  treatment  of  vaginitis. 


ELIMINATE  SMEAR  EXAMINATIONS* 

Milibis  vaginal  suppositories  are  effective  in  trichomonad, 
Candida  (monilia)  as  well  as  mixed  and  bacterial 
infections  — thus  laboratory  identification  of  the  offending 
organism  is  unnecessary. 

THERAPEUTIC  REGIMEN  IS  SHORT  AND  SIMPLE 

A total  of  only  10  suppositories  (one  inserted  every  other  night) 
has  given  a remarkable  rate  of  cure  of  over  90  per  cent 
in  two  large  series  of  cases.  Milibis  vaginal  suppositories  are 
easily  inserted  high  into  the  vagina  and  form  a tenacious 
film  which  coats  the  cervix  and  rugae,  killing  pathogens  on 
contact.  Non-staining,  well  tolerated. 

♦Except  when  gonorrheal  infection  is  suspected. 


LABORATORIES  • New  York  18,  N.Y. 


SUPPLIED:  BOXES  OF  10 


Milibis  (brand  of  glycobiarsol),  trademark  reg.  U.S.  Pat.  Off. 
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Those  who  do  deserve  this  effective  treatment 
which  only  you  can  prescribe— 


florinef- 


Florinef  (Squibb  Fludrocortisone  Acetate)  with  Spectrocin  (Squibb  Neomycin-Gramicidin) 


lotion 

ointment 


the  most  effective  antipruritic,  anti-inflammatory  agent  known, 
plus  antibiotic  action  against  secondary  bacterial  invaders 


Only  2 or  3 drops  of  Florinef-S  Lotion,  or  !4  inch  of  Florinef-S  Ointment, 
will  provide  your  patients  with  prompt,  welcome  relief  of  itching  and 
inflammation,  hasten  the  healing  process,  discourage  scratching,  and  act 
prophylactically  or  therapeutically  against  secondary  bacterial  invaders. 


NEVER  BEFORE  HAS  SO  LITTLE  MEDICATION  PROVIDED  SO  MUCH  RELIEF. 


Squibb 


Squibb  Quality  — the  Priceless  Ingredient 


Florinef-S  Lotion,  0.05%  and  0.1%,  15  cc.  plastic  squeeze  bottles;  Florinef-S  Ointment, 
0.1%,  5 Gm.  and  20  Gm.  tubes. 

Also  available:  Florinef-S  Ophthalmic  Suspension,  0.1%,  5 cc.  dropper  bottles; 
Florinef-S  Ophthalmic  Ointment,  0.1%,  3.6  Gm.  tubes  with  ophthalmic  tip. 

•fLORINSE'®  AND  'SPECTROCIN'®  ARE  SQUIBB 


TRADEMARKS 
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relieves 

pain 

and  itching... 

stimulates 

healing 

even 

when 

other 

therapy 

fails... 


left 

Traumatic 
ulceration  with 
edema  in  a 
paralyzed  arm 

right 

Almost  complete 
healing  with 
Panthoderm  Cream 
applied  twice  daily 
for  three  weeks 


left 

Varicose  ulcer  of 
ankle,  large,  deep, 
profuse  foul-smelling 
discharge 

right 

Healing  of  ulcer 
after  treatment 
with 

Panthoderm  Cream 
for  ten  weeks 


Gangrenous  ulcer 
of  the  buttocks 

right 

Healing  after 
twice  daily 
application  of 
Panthoderm  Cream 
for  four  weeks 


left 

Diabetic  ulceration 
of  great  toe  of  two 
months’  duration; 
unresponsive  to 
previous  therapy 

right 

Complete  healing 
after  two  weeks 
therapy  with 
Panthoderm  Cream 


panthoderm 


cream 


2%  Pantothenylol  (analog  of  pantothenic  acid)  in  a water-miscible  base 


non-sensitizing 
aesthetically  agreeable 


available  in  1 oz.  tubes;  2 oz.  and  1 lb.  jars 


SAMPLES  and  literature  available  upon  request 

u.  s.  vitamin  corporation 

Arlington -Funk  Laboratories,  division,  250  East  43rd  Street  • New  York  17,  N.Y. 
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PRELIMINARY  REPORT  OF  HEALTH  DEPARTMENT  STATISTICS 
PROVIDENCE  — RHODE  ISLAND 


19  5 6 


-a — 

1956 

1955 

1954 

1956 

1955 

1954 

Vital  Statistics * 

Diphtheria  Immunization 

Deaths  all  

3,240 

3,319 

3,169 

No.  Schick  Tests 

7,794 

6,006 

7,936 

Deaths  under  1 

229 

228 

219 

No.  Alum.  Tox.  Treat 

2,248 

1,532 

2,119 

Deaths  over  70 

.....  1,434 

1,421 

1,389 

No.  Tri-Immunol.  Treat. 

1,827 

2,044 

2,323 

Births  

10,285 

10,340 

10,262 

Polio  Immunization  

26,034 

21,480 

10,478 

Marriages  

1,955 

2,080 

2,082 

Infant  Mortality 

22.26 

22.10 

21.34 

Smallpox  Immunization 

Death  Rate 

12.78 

13.19 

12.60 

No.  Vaccinated  

1,311 

794 

726 

Birth  Rate  

40.49 

41.00 

40.80 

Inspectors 

Principal  Causes 

Food  Inspector : 

Heart  Disease  

1,323 

1,348 

1,324 

Inspections  

11,496 

11,834 

1 1,627 

Cancer  

600 

603 

561 

Vic.  Licenses  Issued 

1,325 

1,385 

1,217 

Pneumonia  

102 

84 

86 

Trans.  Vic.  Licenses 

39 

74 

66 

Nephritis  

31 

32 

32 

Frozen  Dessert  Lie.  Is 

76 

78 

71 

Cerebral  Hemorrhage  

129 

148 

159 

Sanitary  Division 

Auto  Accidents  

30 

29 

20 

No.  Visits 

10,209 

10,508 

10.109 

Diabetes  

102 

103 

79 

Animal  Bite  Visits 

1,522 

1,761 

1,885 

All  other  Accidents 

97 

112 

110 

Kennel  License  Apvd 

20 

20 

20 

Garbage  License  Apvd 

17 

17 

19 

Milk  Department 

Poultry  Licenses  

40 

43 

54 

No.  Samples  Tested 

6,616 

6,351 

6,478 

No.  Licenses  Issued 

1,028 

1,138 

1,095 

Nursing  Visits 

Ice  Cream  Tests 

256 

Communicable  Diseases  

2,340 

4,499 

4,810 

Physicians 

Parochial  Schools 

2,849 

2,410 

1,911 

No.  Visits  to  Sick  Poor 

103 

228 

226 

Tuberculosis — Home  

5,981 

4,971 

4,448 

Communicable  Diseases 

CASES 

DEATHS* 

1956  1955 

1956 

1955 

Non-  Non- 

Non- 

Non- 

Res. 

Res.  Res.  Res.  Res.  Res. 

Res. 

Res. 

Diphtheria  

..  0 

0 0 0 

0 0 

0 

0 

Scarlet  Fever  

145 

47  130  42 

0 0 

0 

0 

Measles  

. 19 

3 2,711  59 

0 0 

0 

0 

Whooping  Cough 





..  40 

7 274  20 

0 0 

1 

0 

Pulmonary  Tuberculosis  .. 

.125 

160  0 10  3 

8 

5 

Strep  and  Septic  Sore  Throat 

..  29 

3 10  4 

0 0 

0 

0 

Gastro  Enter-Colitis-Enter-Diarr 

..  43 

16  27  18 

1 0 

3 

1 

Bacillary  Dysentery  





..  33 

2 17  9 

0 0 

1 

1 

Poliomyelitis  

..  1 

8 70  364 

1 0 

3 

20 

Epidemic  Meningitis  



..  7 

10  4 10 

1 2 

2 

2 

Typhoid  Fever  





..  4 

0 2 0 

0 0 

0 

0 

Para-Typhoid  Fever  





..  1 

5 1 0 

0 0 

0 

0 

includes  Non-Residents. 

Joseph  Smith 

M.D. 

Superintendent 

of  Health 

Plan  to  attend 

• • • 

Dinner-Dance  of  the  Woman’s  Auxiliary 

to  the  Rhode  Island  Medical  Society 

Sheraton-Biltmore  Hotel,  Saturday,  October  19,  1957, 

at  8:00  P.M 

• 
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Thanks  to  Filter  Queen’s  remarkable  air  purifying  action,  patients  with 
dust  allergies  enjoy  fast  relief  right  in  their  own  homes.  Dust  allergic 
housewives  report  complete  freedom -from  dust  irritation,  even  during 
heavy  household  work.  Filter  Queen  is  an  entirely  different  kind  of 
appliance  that  utilizes  an  unique,  highly  effective  Sanitary  Filter  Cone  to 
obtain  protection  against  dust  and  dirt  in  the  home.  It  will  actually  col- 
lect matter  as  fine  as  smoke  and  return  clean  filtered  air  into  the  room ! 
Unbiased,  scientific  proof  of  Filter  Queen’s  air  purifying  efficiency  is 
shown  by  a recent  report  from  the  Biological  Sciences  department  of 
an  eastern  university  which  states:  "The  Filter  Queen  cellulose 
Filter  Cone  removes  practically  all  dust  and  atmospheric  pollen."* 
A free  Filter  Queen  demonstration  will  gladly  be  arranged  at  your 
convenience.  Phone  your  local  Filter  Queen  Distributor  or  write 
Health-Mor,  Inc.,  203  N.  Wabash  Ave.,  Chicago  1,  III. 
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in  Gynecology,  Harvard  Medical  School ; Past  Presi- 
dent, American  Society  for  the  Study  of  Sterility; 
Member,  Editorial  Board  of  “Fertility  and  Sterility.'' 


Tt  is  indeed  fitting  to  review  the  present  day  treat- 
ment  of  infertility  in  the  human  because  of  the 
great  strides  made  in  the  past  quarter  of  this  cen- 
tury in  the  clinic,  the  research  laboratory,  and  the 
sterility  specialist’s  office.  In  the  past  three  years 
there  has  been  an  increase  of  53  known  infertility 
clinics  in  the  United  States  alone,  so  that  today 
there  are  more  than  119  public  clinics  available  to 
the  patients.  No  effort  has  been  made  to  publish  the 
number  of  physicians  available  to  those  complain- 
ing of  infertility,  but  the  American  Society  for  the 
Study  of  Sterility,  not  yet  fifteen  years  old.  has  a 
membership  of  well  over  800,  and  its  journal. 
Fertility  and  Sterility  has  a circulation  of 
almost  3,000.  In  addition,  in  May  1953  the  First 
World  Congress  on  Fertility  and  Sterility  attracted 
over  1,200  physicians  from  51  different  countries 
to  a week-long  meeting  that  resulted  in  a two- 
volume  set  of  proceedings  of  1,528  pages.  In  May 
1956  the  Second  World  Congress  in  Naples,  Italy, 
attracted  1,800  medical  scientists  from  63  nations 
including  the  Soviet  Union.  Today  one  of  the  mod- 
ern treatments  consists  of  encouraging  the  couple 
to  seek  help  from  an  organized  center  or  a specialist 
who  has  had  special  training  in  the  diagnostic  inves- 
tigation of  infertility.  Probably  the  most  important 
part  of  the  treatment  is  to  start  with  an  adequate, 
complete  and  detailed  investigation  of  both  partners 
of  the  marriage.  Since  Meaker's  monumental  work 
in  1934  titled  Human  Fertility,!  efforts  have 

*An  abstract  of  this  paper  was  presented  by  Doctor 
Simmons  at  the  146th  Annual  Meeting  of  the  Rhode 
Island  Medical  Society,  at  Providence,  R.  I.,  May  1,  1957. 
fOut  of  print. 


been  made  by  the  author  and  other  members  of  the 
American  Society  for  the  Study  of  Sterility  to  in- 
sure that  the  public  and  particularly  the  medical 
public  appreciate  that  human  infertility  is  a couple 
problem  and  both  partners  need  certain  minimum 
diagnostic  studies.  Details  of  these  studies  are 
available  through  a pamphlet  put  out  by  the  societv 
through  the  secretary’s  office  in  Birmingham, 
Alabama. 

When  the  doctor  is  consulted  by  the  infertile 
couple  superficial  questioning  and  examination  are 
not  enough  to  establish  normality.  A definite  pat- 
tern of  diagnostic  steps  must  he  carried  out  in  its 
entirety,  unless  pregnancy  intervenes,  or  unless  an 
irremediable  cause  for  sterility  is  diagnosed.  When 
a problem  of  repeated  pregnancies  terminating 
without  normal  viable  children  presents  itself,  even 
more  care  and  time  must  he  utilized.  There  are 
more  than  three  pre-conceptional  clinics  in  this 
country  for  those  patients  who  have  suffered  from 
habitual  abortion  or  multiple  pregnancies  without 
viable  children.  Considerable  research  is  being  done 
in  this  field  today. 

Furthermore,  if  the  physician  is  to  carry  out 
most  of  these  tests  himself,  he  must  visit  a clinic 
where  this  type  of  investigation  is  going  on  to  grasp 
the  various  techniques  just  as  he  should  learn  the 
laboratory  procedures  by  visual  processes.  Many 
of  these  tests  are  therapeutic  as  well  as  diagnostic 
and  direct  therapy,  particularly  medication  includ- 
ing hormones,  should  be  withheld  until  the  diagnos- 
tic pattern  can  be  studied,  summarized,  and  utilized 
as  an  aid  to  determine  the  course  of  modern  ther- 
apy, if  any  is,  indeed,  indicated. 

Any  single  diagnostic  test  in  the  study. of  the  in- 
fertile couple  is  inadequate.  The  following  pro- 
cedures should  be  duplicated  supported  by  all  other 
tests  if  pregnancy  does  not  ensue.  Since  most  texts 
spend  more  time  discussing  the  female,  it  is  thought 
wise  to  elaborate  here  on  the  advances  in  the  diag- 
nostic field  and  treatment  of  the  infertile  male 
which  has  been  occupying  a considerable  amount  of 
the  author’s  time  for  the  past  twenty  years. 

continued,  on  next  page 
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Study  of  the  Male 

We  have  set  up  minimum  studies  on  the  husband, 
which  consist  of  a complete  history  with  attention 
to  habits  of  a noxious  nature  such  as  tobacco,  alco- 
hol, diet,  inadequate  sleep,  and  exercise  ; also  noted 
are  his  occupation,  and  diseases,  operations,  con- 
genital defects,  and  family  history.  A complete 
physical  examination  with  particular  attention  to 

TABLE  I 

Routine  Minimal  Diagnostic  Procedures  for  Husband 

I.  History  and  Physical  Examination 

II.  General  Laboratory  Examinations 
Blood  Wasserman 

Complete  blood  count,  together  with  sedimen- 
tation rate  if  there  is  a high  white  blood 
count 
Urinalysis 

Prostatic  secretion,  fluid  specimen,  and  stained 
smear 

III.  Basal  Metabolism 

IV.  Semen  Examination 
Volume 

Motility 

Number  of  sperm  per  cubic  millimeter 
Type  and  ratio  of  abnormal  sperm 
the  genital  apparatus  and  endocrine  habitus  is  done  ; 
laboratory  studies  include  urine,  blood,  prostatic 
fluids,  and  semen.  The  semen  must  be  studied  as  to 
volume,  motility,  density,  and  morphology.  Nor- 
mal semen  is  said  to  have  a minimum  of  3 cc.  of 
volume,  with  60  per  cent  motile  spermatozoa  after 
two  hours,  sixty  million  sperm  per  cubic  centimeter, 
with  60  per  cent  normal  morphology. 

Any  doctor  can  do  a preliminary  semen  analysis 
which  is  adequate  to  determine  whether  or  not  the 
specialist’s  aid  must  be  sought,  if  he  will  observe 
certain  minimum  requirements  regarding  the 
specimen  : 

1.  Five  days  or  more  of  abstinence  prior  to  ex- 
amination. 

2.  Clean,  dry,  glass  container  for  collecting  speci- 
men (do  not  use  condom). 

3.  Examination  for  motility  within  two  hours. 

4.  Sperm  count  must  be  done,  not  just  an  esti- 
mate. 

5.  Morphological  study  by  stained  smear. 

6.  Complete  semen  study  to  be  correlated  with 
careful  history  and  physical  examination  of 
husband. 

If  the  semen  specimen,  examined  according  to 
the  above  requirements,  shows  on  more  than  one 
test  an  oligospermia  of  less  than  ten  million  per  cc., 
then  other  tests  of  glandular  function  are  indicated. 
A basal  metabolism  should  be  done.  A testicular 
biopsy  correlated  with  a 1 7-ketosteroid  and  a fol- 
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licle-stimulating  hormone  assay  may  yield  informa- 
tion concerning  the  primary  cause  of  the  husband’s 
relative  infertility. 

Since  1946,  additional  emphasis  has  been  placed 
upon  learning  details  regarding  the  scrotal  tem- 
perature environment.  This  includes  attention  to 
-the  temperature  in  which  the  male  works  and  his 
clothing  habits  (the  wearing  of  “jockey”  shorts  or 
skintight  underwear,  suspensories,  and  the  like). 

The  introduction  of  more  frequent  use  of  the 
testicular  biopsy  allows  more  intelligent  assay  of 
the  azoospermic  male  or  one  with  repeated  produc- 
tion of  sub  fertile  specimens.  Oligospermia  that  is 
repeatedly  found  and  is  not  responsive  in  from  six 
weeks  to  six  months  of  intensive  attempts  at  relief 
by  the  usual  hygienic  and  dietary  measures,  will 
frequently  accompany  “arrest  of  spermatogenesis," 
“marked  hypospermatogenesis,”  or  “complete  tu- 
bular sclerosis,"  to  mention  only  three  of  the  com- 
mon findings  on  microscopic  study  of  the  tissue 
secured  from  the  living  testis.  None  of  these  condi- 
tions has  responded  in  any  way  to  our  therapy. 

However,  the  diagnosis  of  prepubertal,  or  im- 
mature, testis,  if  accompanied  by  the  discovery  of 
a low  or  absent  amount  of  follicle-stimulating  hor- 
mone in  the  urine,  allows  considerable  hope  of  re- 
lief of  the  existing  infertility  by  the  cautious  use  of 
chorionic  gonadotropin  over  ten  to  twenty  weeks  in 
amounts  of  500-1000  units,  three  times  weekly, 
intramuscularly. 

There  is  a scant  indication  for  treatment  of  the 
husband  with  male  hormone  therapy : testosterone 
actually  causes  a decrease  in  spermatogenesis  ex- 
cept in  isolated  cases.  It  is  far  more  important  to 
adopt  simple  intelligent  measures  in  the  male  and  to 
insist  upon  their  observance.  The  chief  measures 
indicated  are  in  outline  form  as  follows  : 

1.  Avoid  alcohol,  tobacco,  caffeine,  and  sexual 
excesses. 

2.  Regular  hours  of  sleep,  exercise,  and  work. 

3.  Adequate  protein  and  vitamin  intake. 

4.  Adequate  thyroid  intake  (under  supervision). 

5.  Adequate  vacation  from  business  and  social 
responsibility. 

6.  Adjustment  of  local  thermal  environment. 

7.  Occasionally,  gonadotropin  or  testosterone 
therapy. 

8.  Surgical-testicular  biopsy ; epididymovasos- 
tomy  ; irrigation  of  ductus  deferens  ; catheter- 
ization of  ejaculatory  ducts. 

Testicular  Biopsy 

Since  1940  the  author  has  spent  considerable  time 
on  original  work  in  the  field  of  male  infertility  as 
assayed  by  testicular  biopsy.  Normally  testicular 
biopsy  is  limited  to  those  individuals  who  have  no 
spermatozoa  whatsoever,  or  severe  oligospermia 
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which  does  not  respond  to  simple  measures  of  treat- 
ment over  a three  to  six  months'  period.  In  an 
active  office  and  clinic  practice  with  more  than  5,000 
males  studied  the  incidence  of  less  than  normal 
spermatozoa  counts  has  been  40.4  per  cent,  and  the 
incidence  of  complete  azoospermia  or  absence  of 
the  sperm  in  the  semen  has  been  13.2  per  cent.  Of 
these  individuals  approximately  800  have  now  had 
diagnostic  testicular  biopsies.  This  can  be  a simple 
office  procedure  as  introduced  by  Charny  from 
Philadelphia  about  1940.  It  is  better,  however,  in 
individuals  where  the  testis  is  unusually  small  or 
tender,  to  carry  out  the  surgery  in  an  operating 
room  under  light  pentothal  anesthesia  so  that  there 
is  no  pain  or  trauma  connected  with  the  procedure. 
Thus,  if  a follow-up  biopsy  is  indicated  following 
treatment,  the  patient  is  much  more  cooperative. 
Testicular  biopsy  has  been  performed  by  me  on 
over  800  males  from  16  months  to  83  years  of  age 
and  before  and  after  all  kinds  of  hormone  therapy. 
The  biopsy  can  be  carried  out  with  a minimum  of 
trauma  according  to  methods  adequately  described 
and  illustrated  by  Charny,  Simmons,  Michelson, 
and  others.  In  the  800  cases  reported  here  there 
have  been  no  serious  complications  other  than  three 
men  who  had  to  be  admitted  to  the  hospital  for 
moderate  post-operative  bleeding  requiring  a sec- 
ondary procedure  to  evacuate  a large  hematoma, 
and  one  individual  re-admitted  for  unusual  pain 
following  the  operation.  In  an  informal  conference 
conducted  by  the  author  in  Chicago  in  1950,  among 
approximately  20  specialists  interested  in  this  sub- 
ject who  had  together  performed  over  2,000  biop- 
sies, there  was  only  one  serious  complication.  The 
disaster  occurred  in  a feeble-minded  boy  in  a mental 
hospital,  where  following  testicular  biopsy  by  a 
resident  who  had  never  done  one  before,  the  testis 
had  to  be  removed  for  sepsis.  Many  urologists 
decry  the  maneuver  of  testicular  biopsy,  and  such 
prominent  men  as  Henri  Bayle  of  Paris  actually 
considered  it  harmful  if  their  publications  can  be 
so  interpreted.  Urologists  are  apt  to  encourage  the 
placing  of  suture  material  in  the  tunica  interna 
which  is  definitely  a source  of  pain  and  trauma  and 
is  not  necessary  in  the  majority  of  cases.  Like  all 
procedures,  delicate  handling  of  the  tissues  is  indi- 
cated and  the  judicious  use  of  minimal  amounts  of 
atraumatic  suture  material. 

These  biopsies  fall  into  five  or  six  categories, 
the  most  common  of  which  has  been  labeled  hypo- 
spermatogenesis.  Here  the  germinal  epithelium  is 
in  various  states  of  disorganization,  and  the  prog- 
nosis is  not  good.  This  diagnosis  is  found  in  in- 
dividuals who  have  had  a history  of  high  fever  dur- 
ing some  past  illness,  either  a virus  infection  or 
lobar  pneumonia  and  occasionally  from  exposure 
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to  varying  degree  of  radiation  or  excesses  of  heat 
or  cold.  Another  category  has  been  labeled  tubular 
sclerosis.  A classical  example  of  this  is  the  now 
familiar  Klinefelt  Syndrome.  This  consists  of 
gynecomastia,  small  testes,  a high  follicle-stimulat- 
ing hormone  assay  in  the  urine,  and  no  sperma- 
tozoa. Here  the  tubules  are  markedly  sclerosed  and 
scarred  and  often  completely  obliterated  with  com- 
plete absence  of  the  germinal  epithelium.  As  far  as 
it  is  known  in  1957  the  process  is  irreversible.  A 
third  category  is  arrest  of  spermatogenesis  where 
the  germinal  epithelium  is  present,  and  progresses 
from  the  primary  spermatocytes  to  about  the  level 
of  spermatid  formation  and  no  further.  This  type 
of  testes  is  that  which  has  created  considerable  stir 
in  the  literature  in  the  past  twelve  months  as  being 
responsive  to  the  so-called  “Testosterone  Rebound 
Phenomenon.” 

While  the  proper  place  for  discussion  of  therapy 
is  elsewhere  it  seems  best  to  interject  here  the  quo- 
tation from  a recent  publication  of  the  author’s  on 
the  Treatment  of  the  Male  in  August  1956: 

“I  hasten  to  denounce  the  so-called  ‘testoserone 
rebound  phenomenon’  recently  so  grossly  misrep- 
resented in  a lay  monthly  ( September  1955)  as  a 
new  cure  for  sterile  men.  It  does  not  work.  At  the 
Massachusetts  General  Hospital  we  gave  it  up  two 
years  ago.  Fifty  specialists  of  104  circularized  by 
our  Society  reported  failure  with  testosterone,  and 
permanent  damage  has  been  done  to  a precarious 
germinal  epithelium  by  its  promiscuous  use.  In 
840  male  patients  rated  as  infertile,  the  conception 
rate  was  in  fact  4 per  cent.  This  is  a far  cry  from 
the  ‘whopping  85  to  90  per  cent  of  2,000  would-be 
fathers  treated  so  far  who  are  today  normally  fer- 
tile men,’  as  the  lay  author  reports.  He  reports  one 
physician  as  ‘making  fatherhood  possible  for  about 
9 out  of  10  husbands.’  In  a recent  issue  of  Fertil- 
ity and  Sterility  the  reported  conception  rate 
with  testosterone  therapy  was  less  than  4 per  cent. 
There  are  almost  twice  as  many  men  who  did  not 
experience  any  improvement  in  their  sperm  counts 
as  men  in  whom  some  improvement  was  noticed. 
There  was  no  improvement  in  the  sperm  counts  of 
fully  40  per  cent  in  this  group. 

“In  truth,  then,  in  male  infertility  the  scalpel  is 
mightier  than  the  hypodermic  needle.” 

Further  discussion  of  the  use  of  hormones  in 
male  infertility  will  be  made  in  the  section  on 
therapy. 

A distressing  category  of  male  infertility  has 
been  approximately  30  men  who  had  always  too 
few  sperm  in  the  semen  and  who  were  subjected  to 
testicular  biopsy  to  explain  this.  In  this  group  the 
biopsy  report  came  back  “normal  testes”  by  the 
pathologist  who  had  studied  these  800  cases.  Hence 
we  have  30-odd  men  who  have  always  too  few 
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sperm  in  the  semen,  but  a perfectly  healthy  testis 
and  a perfectly  healthy  individual.  These  cases  have 
defied  therapy  and  no  pregnancy  has  resulted  in 
this  population.  The  best  opinion  as  to  the  cause  of 
this  situation  seems  to  be  a deficiency  of  the  acces- 
sory sexual  pathways,  so  that  not  enough  sperm 
can  get  out  of  the  testis  at  the  time  of  ejaculation. 
Research  is  going  on  in  this  limited  field. 

An  encouraging  but  unfortunately  small  portion 
of  the  cases  have  had  a category  labeled  pre- 
pubertal or  immature  testes.  Here  we  have  a testis 
which  contains  normal  germinal  epithelium  but  has 
never  been  stimulated,  and  these  individuals  usually 
have  a deficiency  or  absent  amount  of  follicle- 
stimulating  hormone  in  the  urine.  By  supplying 
these  males  with  chorionic  gonadotropic  hormone 
over  10  to  20  weeks  in  amounts  of  500  to  1,000 
units  three  times  a week  intramuscularly,  we  have 
caused  these  testes  to  grow  in  size  and  mature  and 
produce  normal  sperm  in  the  semen  from  which  we 
are  able  to  report  three  normal  full-term  pregnan- 
cies. Thus,  three  males  who  started  in  with  no 
spermatozoa  are  now  proud  fathers  as  a result  of 
careful  diagnostic  investigation,  and  appropriate 
therapy  in  the  appropriately  selected  case  histologi- 
cally. 

In  fact,  in  25  consecutive  testicular  biopsies  done 
for  azoospermia  after  which  those  men  were 
treated,  we  have  secured  more  babies  than  in  a 
similar  25  consecutive  cases  of  oligospermia  who 
came  to  testicular  biopsy.  As  indicated  by  Tables 
II  and  III  there  are  reports  of  parenthood  in  men 

TABLE  II 


Twenty-five  Testicular  Biopsies  in  Azoospermia 


Congenital  block  

No.  of 
Cases 

6 

T estis 
Sice 
normal 

Live 

Babies 

1 

Bilateral  epididymitis  

3 

norma! 

7 

Surgical  block  

1 

normal 

0 

Sclerosing  tubular  degeneration 

4 

small 

0 

Complete  aspermia  

4 

small 

0 

Severe  hypospermatogenesis 

5 

small 

0 

Immature  

2 

small 

3 

Total  of  all  wives  studied  and 
normal 

25 

11 

TABLE  III 

Twenty-five  Consecutive  Cases  of  Oligospermia 

No.  of  Live 

Cases  Babies 

Normal  testis  (one  wife  has  endometriosis)  5 0 

Spermatogenic  arrest  (two  successful 
semi-adoption  babies ; 1 polycystic  ova- 


ries) in  wife 10  1 

Hypospermatogenesis  8 1 

Aspermatogenesis  1 () 

Miscellaneous,  focal  atrophy  plus  normal 
areas  (endometriosis)  1 0 

Total  25  2 
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with  severe  oligospermia,  and  the  author  has  in- 
dividuals who  have  counts  of  3,000,000,  1 1,000,000 
and  15,000,000  where  those  men  have  had  one  to 
four  normal  children.  The  present  day  therapy  in 
men  with  severe  oligospermia  should  he  to  improve 
the  fertility  of  those  men's  wives,  in  addition  to 
-carrying  out  the  building-up  measures  previously 
described  in  outlined  form. 

At  the  moment,  in  addition  to  the  routine  histo- 
logical investigation  of  these  testes  we  are  securing 
additional  tissues  for  histo-chemical  study  in  an 
effort  to  determine  why  this  type  of  germinal  epi- 
thelium does  not  mature.  Additional  work  is  being 
done  on  counts  of  the  primitive  spermatocytes  and 
spermatids  in  collaboration  with  workers  in  the 
field  of  anatomy,  biology,  and  veterinary  medicine. 

We  feel  that  it  is  equally  important  as  a preven- 
tive measure  to  encourage  parents,  pediatricians, 
and  school  physicians  to  send  to  reputable  diagnos- 
tic centers  individuals  who  have  defects  of  the  tes- 
ticular development,  delayed  puberty,  and  possibly 
even  unilateral  cryptorchidism  for  biopsy  and  hor- 
monal assays. 

Semen  Analysis 

Exception  to  the  definition  of  normal  semen  as 
presented  above  may  be  taken  due  to  recent  values 
of  so-called  normal  semen  being  introduced  by 

TABLE  IV 

(Adapted  from  MacLeod,  J.) 

Semen  Analysis  — Normal  Values 

Before  1952  After  1952 

Volume  2.5  — 6.0  c.c.  ,5.33  c.c. 

Number  ...  60,000,000  20,000,000 

Motility  ..  60%  motile  40%  motile 

Morphology  75%  normal  50%'  normal 

workers  in  the  field  from  various  journals.  Since 
most  texts  and  clinical  reports  in  this  rapidly  pro- 
gressing field  are  out  of  date  when  published,  a 
comparison  of  the  old  conception  of  normal  semen 
values  with  the  new  may  be  in  order. 

Suffice  it  to  say  that  most  authorities  in  1957 
accept  as  normal  a volume  of  2.5  to  6.0  cc.  of  semi- 
nal fluid,  with  an  actual  count  of  20,000,000  sperm 
per  cc.  or  more,  as  long  as  the  initial  and  sustained 
motility  in  a hanging  drop  exceeds  40  per  cent  of 
actively  progressive  motile  sperm,  including  50  per 
cent  or  more  normal  forms  by  stained  smear  study. 
MacLeod  has  established  these  levels  from  exhaus- 
tive work  on  over  1,000  fertile  men  and  over  1,000 
infertile  men.  Clinically,  it  is  still  more  favorable 
prognostically  to  find  60,000,000  sperm  per  cc.,  but 
the  recent  emphasis  throughout  the  world  is  on  mo- 
tility and  more  particularly  the  degree  of  motility. 

Treatment  of  the  Male 

Even  if  the  husband  of  the  infertile  marriage  has 
a normal  semen  analysis  on  one  or  more  examina- 
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tions,  attention  to  his  habits,  diet,  occupational 
fatigue,  and  hormonal  pattern  will  allow  us  to  sug- 
gest certain  measures  of  correction  to  improve  his 
fertility.  Just  as  one  cannot  tell  from  seeing  so- 
called  normal  males  passing  on  the  street,  it  is  likely 
that  one  cannot  call  all  normal  looking  spermatozoa 
passing  one’s  eye  under  the  microscopic  field  as 
fertile.  It  is  plain  common  sense  to  put  these  in- 
dividuals who  want  children  in  training  and  restore 
their  physical  fitness  to  that  of  the  athletic  college 
or  pre-college  days.  In  fact  there  is  even  one  cate- 
gory of  athletes  who  may  have  inadvertently  lower 
fertility  by  the  continued  use  of  athletic  supporters 
which  keep  the  testes  too  close  to  the  body  and 
therefore  keep  a higher  temperature  than  nature 
meant  the  germinal  epithelium  to  experience.  To 
be  specific  let  us  discuss  these  items  one  by  one  : 

1.  Avoidance  of  alcohol,  tobacco,  caffeine,  and 
sexual  excesses.  Since  it  is  well-known  that  alcohol 
is  an  irritant  to  the  genitourinary  tract,  and  that  it 
is  also  excreted  in  the  prostate  gland,  excesses  of 
alcoholic  intake  are  prohibited  in  individuals  who 
wish  to  improve  their  infertility.  If  the  individual 
consumes  two  or  more  cocktails  daily,  or  has  more 
than  8 ounces  of  alcoholic  beverage  at  one  sitting, 
he  is  advised  to  abstain  entirely  from  alcoholic  in- 
take together  with  carbonated  beverages  and  ex- 
cesses of  tea  and  coffee.  Many  old  texts  refer  to 
the  fact  that  the  chronic  alcoholic  is  frequently  in- 
fertile. With  modern  society  making  alcoholic  con- 
sumption so  routine  it  is  not  surprising  that  we  see 
fewer  so-called  chronic  alcoholics  who  are  infer- 
tile, but  we  do  see  more  and  more  individuals  not 
labeled  as  alcoholics,  hut  who  actually  consume 
more  alcohol  per  week  than  many  so  critically  la- 
beled. In  other  words  by  prohibiting  alcohol  one  is 
improving  the  fertilizing  capacity  of  the  sperma- 
tozoa manufactured  by  the  individual  who  now 
abstains. 

If  the  individual  smokes  more  than  a pack  of 
cigarettes  a day,  which  many  of  our  harassed  busi- 
nessmen do,  he  is  advised  to  stop  entirely.  It  is 
known  that  nicotine  affects  the  germinal  epithelium 
critically  next  to  the  actual  nerve  cells  and  chronic 
nicotine  poisoning  has  been  demonstrated  in  ani- 
mals to  interfere  with  reproductive  possibilities.  It 
is  equally  important,  of  course,  to  have  the  wife  or 
husband  of  the  marriage  also  eliminate  excessive 
tobacco  consumption.  Excesses  of  coffee  and  tea 
are  less  common,  but  may  be  quite  revealing.  For 
example  one  individual  consumed  21  cups  of  coffee 
a day  which  must  put  considerable  strain  upon  his 
urinary  tract,  and  excretory  pathways,  let  alone  the 
irritation  to  the  prostatic  secretion  and  urethra. 
Therefore,  excessive  coffee  and  tea  are  prohibited. 

Sexual  excesses  are  not  so  labeled  critically,  but 
as  an  example  of  the  need  for  careful  search  into 
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the  patient’s  history.  In  certain  individuals  inter- 
course daily  may  be  perfectly  normal,  healthy,  and 
proper,  and  be  the  instigating  factor  in  fruitful 
marriages  on  the  basis  of  one  child  a year.  On  the 
other  hand,  certain  individuals  have  found  through 
their  own  experience,  or  have  been  so  advised,  that 
their  fertilizing  capacity  is  best  if  intercourse  is 
restricted  to  two  or  three  times  a week.  Therefore, 
unless  there  is  evidence  that  the  male  is  well  within 
normal  limits  with  a frequency  of  coitus  once  a 
night,  he  is  advised  to  sometimes  abstain  for  a week 
or  ten  days  before  the  fertile  week  is  reached,  and 
then  to  restrict  intercourse  to  not  more  than  every 
other  night.  It  is  very  important  for  the  doctor  and 
the  wife  and  husband  to  all  understand  the  female’s 
frequency  of  menstruation  and  her  presumed  time 
of  ovulation.  Not  too  much  time  can  he  consumed 
in  determining  when  the  couple  thinks  it  is  fertile. 
It  has  been  very  revealing  to  find  that  some  doctors 
advise  intercourse  just  prior  to  or  just  after  men- 
struation, as  being  the  most  suitable  times,  when, 
in  fact,  those  are  the  times  in  the  average  cycle 
when  the  female  cannot  become  pregnant.  Such 
misinformation  is  very  frequent  in  the  hands  of 
those  consulting  the  casual  family  doctor,  the  casual 
specialist  who  does  not  keep  up  to  date  about  such 
things  as  basal  body  temperature  curves,  pregnan- 
diol determinations,  and  the  actual  length  of  an 
individual's  menstrual  cycle. 

2.  Regular  hours  of  sleep,  exercise  and  work. 
If  the  history  reveals  that  the  individual  works  too 
hard,  sleeps  too  little,  and  gets  no  exercise,  of 
course,  to  promote  this  technique  of  building  up  the 
physical  fitness  of  the  individual,  a regular  calendar 
should  be  prescribed  and  followed.  We  advise  that 
an  individual  should  get  8 hours  or  more  of  sleep 
at  night  and  get  at  least  30  minutes  of  exercise  a 
day,  exclusive  of  that  consumed  in  working,  and  to 
try  to  regulate  his  work,  so  that  he  does  not  put  in 
too  many  hours  at  a stretch.  In  other  words  an 
8-hour  day  is  far  better  than  a 15-hour  day.  But 
if  the  individual  has  to  work  15  hours  a day  he 
should  have  another  24  hours  off.  Part  of  this  he 
should  spend  just  resting  and  not  doing  another  job 
as  many  of  the  young  earnest  husbands  are  doing. 
An  example  of  the  overworked  husband  might  be 
illustrated  by  a young  college  student  who,  while 
competing  with  his  classmates  for  a degree  was,  in 
addition,  employed  by  the  post  office  department  at 
nights,  so  that  he  was  actually  doing  two  essentially 
full-time  jobs  day-in  and  day-out.  This  obviously 
lessened  his  fertilizing  capacity  not  to  mention  his 
erotic  capacity,  and  it  is  fair  to  say  that  his  wife’s 
fertility  was  not  properly  observed  for  many 
months  when  the  husband  was  too  tired  to  perform 
his  marital  duties. 

3.  Adequate  protein  and  vitamin  intake.  On  de- 
termining from  the  dietary  questions  whether  the 

continued  on  next  page 
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individual  has  milk,  fresh  fruit,  fresh  vegetables, 
meat,  eggs,  salads,  and  cereal,  it  is  apparent  at  once 
which  individuals  are  eating  a normal  diet,  and 
which  have  deficiencies.  In  those  who  have  de- 
ficiencies attention  is  directed  to  the  introduction  of 
adequate  protein  in  normal  dietary  foods,  and  a 
normal  vitamin  intake  by  normal  dietary  foods.  In 
other  words  there  is  no  indication  for  the  adminis- 
tration of  accessory  vitamin  substances  in  a normal 
healthy  male.  It  is  to  be  stressed  that  vitamin  E has 
been  found  to  be  of  no  value  by  many,  many  work- 
ers in  the  relief  of  human  infertility.  Here  again, 
the  attention  to  the  protein  and  vitamin  intake  is 
just  as  important  for  both  partners  of  the  marriage. 
For  like  Jack  Spratt  who  ate  no  fat  and  his  wife 
who  ate  no  lean,  the  complete  abstinence  from  cer- 
tain dietary  foods  by  one  partner  may  reflect  itself 
in  the  infertility  of  the  couple.  The  other  partner  is 
already  less  fertile  than  if  she  or  he  had  adequate 
protein  or  vitamin  assimilation.  There  is  consider- 
able discussion  now  as  to  whether  obesity  may  not 
be  as  important  in  human  infertility  in  this  country 
as,  technically,  malnutrition.  There  is  no  doubt 
that  obesity  is  a factor  in  many  of  these  husbands 
and  wives,  but  I suspect  that  it  is  more  because  of 
the  effect  of  elevation  of  the  body  temperature  and 
elevation  of  the  scrotal  temperature  due  to  the  fat 
parts  around  the  thighs  in  the  male.  In  the  female 
it  may  be  due  to  interference  with  the  normal  trans- 
mission of  hormones  through  the  blood  vessels  as  it 
is  said  by  Albright  that  for  each  pound  of  fat  there 
are  an  additional  five  miles  of  blood  vessels. 

4.  An  adequate  thyroid  intake  (under  super- 
vision). All  male  partners  of  an  infertile  marriage 
may  ultimately  come  to  a basal  metabolic  test.  If 
the  normal  is  plus  or  minus  10  per  cent,  any  individ- 
ual who  has  —15  per  cent  or  lower  should  be  of- 
fered thyroid  medication  for  a month  to  a year, 
and  this  should  be  in  the  form  of  three  grains  of 
thyroid  daily.  We  give  two  grains  with  breakfast 
and  one  grain  with  lunch  under  supervision,  and 
request  the  patient  to  report  every  10  days.  At  that 
time  the  weight  and  pulse  are  recorded.  If  the  pa- 
tient loses  three  pounds  in  one  week  or  if  his  pulse 
is  over  100  resting,  the  dose  is  dropped  to  one  grain 
a day.  The  patients  are  not  advised  as  to  the  type 
of  symptoms  they  may  have  in  taking  such  medica- 
tion. Therefore  the  only  patients  who  seem  to  pre- 
sent symptoms,  with  few  exceptions,  are  medical 
students,  doctors,  and  their  wives,  and  nurses,  who 
know  they  are  taking  thyroid.  Occasionally  a pa- 
tient will  have  a headache,  but  this  disappears  when 
the  dose  is  dropped  to  one  grain.  The  administra- 
tion of  thyroid  is  particularly  important  in  cases 
where  there  is  a problem  of  habitual  abortion.  In 
the  author’s  own  experience  in  a series  of  12  cases 
complaining  of  habitual  abortions,  when  the  male  is 
treated  with  thyroid  as  outlined  above  and  preg- 
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nancy  is  prevented  for  three  or  four  months,  the 
following  conception  has  resulted  in  a normal  full- 
term  baby  in  9 of  the  12  patients.  During  the  preg- 
nancy the  wife  is  frequently  given  one  grain  or 
one-half  grain  of  thyroid  throughout  the  pregnancy 
despite  her  having  a normal  metabolism.  This  style 
and  type  of  medication  has  been  thoroughly  dis- 
cussed with  Professor  James  H.  Means,  former 
Massachusetts  General  Hospital  Chief  of  Medi- 
cine, the  recognized  authority  on  thyroid  and  its 
use. 

5.  Adequate  vacation  from  business  and  social 
responsibility.  Many  individuals  in  urban  life  and 
even  in  suburban  life  are  occupied  diligently  in 
wage  earning  and  in  addition  devote  considerable 
hours  to  social  and  charitable  functions.  Thus  it  is 
not  uncommon  to  find  a banker,  lawyer,  teacher,  or 
storekeeper  who  devotes  three  or  five  evenings  a 
week  to  such  activities  as  collecting  money  for  the 
community  fund.  Red  Cross,  Salvation  Army,  va- 
rious churches,  and  diversified  funds  with  which 
the  public  is  constantly  being  bombarded.  In  these 
circumstances  at  least  two  weeks  to  four  weeks 
vacation  from  all  responsibility  is  offered  as  a thera- 
peutic approach.  In  one  extreme  instance  the  in- 
dividual was  advised  to  move  from  the  community 
in  which  he  had  become  so  indoctrinated  in  the 
aspects  of  money  raising  that  he  seldom  had  free 
time  at  home.  Pregnancy  promptly  ensued  in  his 
wife  following  the  move.  Suffice  it  to  say  that  most 
individuals  today,  who  are  not  employed  in  a gov- 
ernmental, federal,  or  armed  forces  post,  devote 
more  and  more  hours  to  activities  other  than  child- 
hearing or  child-raising.  These  individuals  are  ad- 
vised to  have  an  adequate  time  off,  as  best  expressed 
by  a well-known  cardiologist  in  Boston  who  advises 
all  of  us  to  have  a month  oft  a year,  a week  end  off 
a month,  a day  oft  a week,  and  two  hours  off  a day. 

6.  Adjustment  of  local  thermal  environment. 
Since  it  is  well  established  that  the  scrotum  is  a 
thermo-regulatory  mechanism,  and  since  it  is  also 
well  established  that  excessive  heat  interferes  with 
adequate  spermatogenesis  in  a testis  held  too  close 
to  the  body,  it  is  apparent  that  attention  to  thermal 
changes  around  the  testis  can  lie  a factor  in  the 
therapy  of  the  infertile  male.  It  does  not  really 
matter  whether  or  not  his  semen  specimen  is  ade- 
quate as  regards  volume,  motility,  morphology  and 
count,  if  he  is  also  subjecting  the  sperm  manufac- 

continued  on  page  470 


KENNEY  CLINIC  DAY 
W ednesdfiy,  October  30 


PORES  AND  COMEDONES 


449 


TTTTTTTTTYTTT TTTTTTTTTTT  TTTTTTTTTTTTTTTTTTTTT TTTT 


PORES  AND  COMEDONES 

F.  Ronchese,  m.d. 


The  Author,  Francesco  Ronchese,  M.D.,  of  Provi- 
dence, Rhode  Island.  Professor  Emeritus  of  Derma- 
tology, Boston  University  Medical  School,  Boston , 
Massachusetts. 


The  term  pore  derives  from  the  Greek,  poros, 
meaning  a passage,  a route,  and  has  been  given 
to  the  outlets  of  the  sweat  and  sebaceous  glands.  It 
is  generally  said  that  the  term  comedo  (blackhead ) 
derives  from  the  Latin  comcdere  (to  eat,  to  eat  up, 
to  waste,  to  devour,  to  squander)  and  literally 
means  a glutton.  The  ancients,  on  extracting  a co- 
medo, believed  they  were  extracting  an  actual  worm 
devouring  the  flesh.  This  etymology  seems  to  have 
only  a humorous  value.  A less  humorous  one  would 
be  a derivation  from  the  Latin  cum  + mensa,  from 
which  comes  the  Italian  commensale.  The  glutton 
would  thus  be  simply  reduced  to  a table  guest  or 
companion,  rather  than  a flesh-devouring  worm. 
Sometimes  the  comedo  itself  has  a guest,  the  demo- 
dex  folliculorum  (figure  5).  At  any  rate,  comedo 
will  remain  what  it  means,  regardless  of  etymology 
(like  alopecia,  impetigo,  sycosis,  vitiligo). 

When  our  teen-age  patients  ask,  as  they  often  do, 
that  something  be  done  for  their  enlarged  pores 
(figure  1),  I try  to  make  them  understand  how 
lucky  they  are  that  such  pores  are  wide  open.  For, 
if  they  close,  a comedo-plug  will  result.  The  good 
natural  oil  will  spread  no  more,  the  skin  will  be  dry, 
and  in  place  of  soap,  expensive  and  unclean  cream 
will  have  to  be  smeared  on. 

The  same  chromosome  that  may  give  us  hemo- 
philia or  diabetes,  big  or  small  feet,  also  gives  us 
small  pores  or  large  pores.  The  importance  of 
keeping  the  pores  open  to  let  insensible  perspira- 
tion function  is  demonstrated  by  the  fact  that  cov- 
ering the  entire  body  with  a varnish  (children  in 
plays)  may  be  followed  by  death.  Many  prurigi- 
nous  dermatoses  are  due  to  poral  obstruction  caused 
by  the  disease  or  by  greasy  medications  or  occlusive 
dressings. 

The  comedo  is  due  to  a narrowing  of  a normally 
wide-open  outlet  of  a sebaceous  gland  by  a plug  of 
inspissated  sebum.*  It  may  develop  wherever  there 

*The  mechanism  of  comedones'  formation  has  intrigued 
investigators  since  antiquity.  Cohen  (Br.  J.  Derm.  68  :362 
[Nov.]  1956)  reviews  the  subject  and  discusses,  besides 
primary  hyperkeratosis,  primary  alteration  in  the  sebum, 
primary  bacterial  infection,  also  primary  weakness  of  hair 
growth  and  primary  weakness  of  the  arrectores  pilorum. 
These  hypotheses  await  demonstration. 


is  a hypertrophic  sebaceous  gland.  A common  site 
of  comedones  is  the  concha  (figure  3 ).  Extraction 
of  comedones  in  this  area  is  painful  and  difficult. 
Obliteration  of  the  hypertrophic  sebaceous  gland 
together  with  the  obstruction  by  means  of  electro- 
coagulation is  the  treatment  of  choice.  Pinhead-like 
pigmented  spots  of  basal  cell  epithelioma  in  such 
areas  can  be  mistaken  for  comedones  and  attempted 
extraction  may  be  dangerous.  Comedones  do  not 
form  in  acneform  eruptions  from  corticotropin1 


FIGURE  1 

The  large  oozing  pores,  cause  of  distress  among  the 
adolescent;  male  (left),  female  (right). 


FIGURE  5 

The  demodex  folliculorum,  bedfellow  or  table  guest 
of  the  comedo  in  the  follicle  (preparation  of  the  Institute 
of  Pathology  of  the  Rhode  Island  Hospital.  Micro- 
photograph by  A.  Jacques,  photographic  laboratory  of 
the  Rhode  Island  Hospital.  Demodex  Folliculorum  from 
Berlese ) . 
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FIGURE  3 

Comedones  of  acne  vulgaris  of  adolescence  (left).  Diagram  by  Professor  Montagna  of  Brown  University,  shows 
narrow  outlet  (pore)  preventing  normal  flow  of  sebum  from  hypertrophic  sebaceous  gland.  The  central  mass  is 
inspissated  sebum,  giving,  when  extracted,  the  appearance  of  a worm.  The  one  on  extreme  right  is  unusually  large 
for  a fifteen-year-old  girl.  It  is  the  type  usually  found  in  middle  age. 


nor  in  acneform  eruptions  from  bromides.  They 
form  in  eruptions  from  insoluble  cutting  oils.2 

W hile  comedones  and  acne  are  seldom  seen  in 
infants  (figure  2),  it  is  not  uncommon  to  find  them 
in  childhood.  They  are  very  common  at  puberty 
(figure  2).  Interesting  is  the  report  by  Rothman 
and  Ferguson3  of  comedo-plugs  associated  with 
pregnancy.  Also  the  extensive  monograph  on  acne 
by  Corti.4  The  atrophy  of  the  skin  in  senility  works 
similarly  in  producing  senile  comedones  (figure  4). 

An  interesting  phenomenon  is  the  formation  of 
post-radiation  comedo-plugs  (figures  6 and  7,  a 
similar  mechanical  cicatricial  tightening  of  the  skin 
around  the  pores4  as  a radiation  sequela. 

A large-size  comedo  is  called  a giant  comedo 
(figure  8).  Of  long  duration,  black  and  hard,  it 
may  raise  suspicion  and  suggest  biopsy.  A curette 
often  could  solve  the  problem  quickly.  A most  in- 
teresting study  of  this  condition  has  been  done  by 
Winer.6  He  defines  it  as  tbe  long-standing  dilated 


Comedone  ( arrow  ) of  ectopic  sebaceous  gland  ( Fordyce 
spots ) of  lip. 


pore.  In  ten  cases,  after  removal  of  the  lesion  in 
toto  with  a punch,  he  concluded  that  the  proliferat- 
ing epidermis  is  related  to  a hair  follicle  and  the 
lesion  is  a tricho-epithelioma.  In  my  experience  I 
have  had  no  recurrence  and  obtained  a satisfactory 
scar  with  the  use  of  electrocoagulation  in  the  large 
as  well  as  in  the  small  comedo,  in  the  senile  and 
the  juvenile  comedo.  Naturally,  surgical  excision 
will  give  a better  cosmetic  result,  but  the  tricho- 
epithelioma should  not  be  an  objection  to  the  em- 
ployment of  electrocoagulation. 

A peculiarly  rare  location  of  comedones  is  the 
anal  region.  It  is  of  interest  for  its  eventual  rela- 
tion to  anal  itching.  Allington7  reported  a case  of 
anal  pruritus  which  was  relieved  by  extraction  of 
comedones  and  which  returned  after  the  recurrence 


FIGURE  4 
The  senile  comedone. 


PORES  AND  COMEDONES 


451 


FIGURE  2 

Comedones  in  infancy.  A rare  occurrence. 


of  the  comedones.  Anal  pruritus  is  one  of  the  most 
frequent  afflictions  the  dermatologist  is  asked  to 
relieve.  In  many  years  I have  never  seen  a case  of 
pruritus  ani  with  comedones.  The  two  cases  illus- 
trated in  figure  9 had  no  pruritus,  but  complained 
of  something  rough  or  pebbly  in  their  anal  region. 
In  one  case  I waited  purposely  for  six  months  be- 
fore extracting  the  comedones  to  see  if  pruritus 
would  develop.  Its  absence  confirms  the  contention 
that  pruritus  ani  is  a distinct  neurosis  and  that  in 
the  absence  of  such  neurosis,  pruritus  will  not  de- 
velop, no  matter  how  much  fecal  matter  is  left  to 
accumulate  or  how  much  bushy,  coarse  hair  there  is 
on  the  anal  region,  or  whether  comedones  or  even 
warts  develop. f 

Comedones  are  extracted  by  barbers  and  beauti- 
cians and  . . . dermatologists.  Some  writers  are  for 
the  removal  of  them,  while  others  are  against  it. 
As  usual,  the  treatment  should  follow  a happy  me- 
dium. In  my  instructions  to  the  teen-agers  I forbid 
self-removal  of  comedones  as  harmful.  First,  one 
must  consider  what  a teen-ager  calls  a comedo.  It 
may  be  a spot  that  requires  a magnifying  lens  for 
detection.  In  spite  of  this  fact  the  teen-ager  is  des- 
perate and,  with  mirror  in  hand,  constantly  pinches 
and  nails  the  often  invisible  culprit.  A pimple  is 
invariably  the  result  of  such  a trauma.  Extraction 
is  difficult  or  easy  according  to  where  the  comedo  is 

fSo-called  uncivilized  people,  unfamiliar  with  soap  and 
bathtub,  do  not  suffer  from  pruritus  ani.  On  the  contrary, 
the  higher  the  grade  of  so-called  civilization,  the  higher  the 
incidence  of  pruritus  ani.  These  anal  regions  may  not  show 
a single  hair  and  appear  normal  and  very  clean,  perhaps 
even  over-clean,  but  still  the  itching  will  be  most  dis- 
tressing. 


located.  A comedo  extractor  pressed  on  a forehead 
succeeds  quickly  and  with  little  harm.  The  same 
comedo  on  the  hollow  of  the  cheek  or  on  the  lips 
or  on  the  auricle  may  require  so  much  effort  and 
consequent  trauma  that  the  end-result  is  often 
worse  than  the  original  disorder.  A degreaser  like 
ether  or  carbon  tetrachloride  removes  the  un- 
esthetic black  part  of  the  plug  and  may  facilitate 
the  passage  of  the  rest. 

A peculiar  epidermal  structure  strictly  related  to 
the  pore  is  the  keratotic  plug  characteristic  of  lupus 
erythematosus  chronic  discoid,  also  found  in  pem- 
phigus foliaceous,s  in  some  cases  of  labial  kera- 
toma, in  some  cases  of  pellagra9  and  in  some  cases 
of  Senear-Usher  syndrome.  The  plug  is  not  made 
of  inspissated  sebum  but  of  keratin.  It  forms  in  the 
inner  aspect  of  the  scale.  It  fits  into  the  pore  like 


FIGURE  6 

Comedones  from  cicatrical  poral  obstruction  as  a 
sequela  of  radiations  for  carcinoma. 


FIGURE  7 

Plugged  pores  (right),  from  cicatricial  obstruction 
after  4,000  filtered  r for  treatment  of  a basal  cell  epi- 
thelioma. 


continued  on  next  page 


452 


RHODE  ISLAND  MEDICAL  JOURNAL 


FIGURE  8 

The  giant  isolated  comedo,  the  trichoepithelioma  of  Winer,  sometimes  suspected  of  malignancy.  (Extreme  left) 
A female  mons,  (extreme  right)  a male  back. 


FIGURE  9 

Comedones  of  the  anal  region.  A rare  occurrence. 


Labial  keratoma.  At  right,  the  same  lesion  after  prong- 
studded  scale  is  lifted.  Diagram  shows  upholsterer’s 
tack-like  inner  aspect  of  scale  (by  Professor  Montagna  of 
Brown  University). 


a dagger  into  its  sheath.  On  lifting  the  scale  it  gives 
the  appearance  of  an  upholstery  strip  lifted  from  a 
chair  (figures  10  and  11).  The  structure  is  known 
as  upholsterer's  tack-like  plug,  the  squame  en  clou 
de  tapissier  or  crampons  of  the  French,  the  brush- 
like squame  of  some  German  authors,  the  squama 
a chiodo  da  tappezziere  of  the  Italians.  Tissi9  dis- 
cusses the  subject  at  length.  He  reminds  us  that 
the  structure  was  first  described  by  Neumann  in 
1869,  as  a characteristic  sign  of  pemphigus  foliace- 
ous.  Strangely,  it  was  not  mentioned  at  all  for 
many  years  in  subsequent  papers  and  treatises,  per- 
haps because  actually  the  sign  was  absent  in  many 
European  cases  of  pemphigus  foliaceous.  Tissi 
says  that  the  upholsterer's-like  tack  may  suggest  a 
relation,  based  on  a seborrheic  status,  between  lu- 
pus erythematosus  chronic  discoid,  pemphigus  foli- 
aceous, the  Senear-Usher  syndrome  and  the  sebor- 
rheic pellagra  of  Majocchi. 

Miliaria  is  the  general  term  given  to  skin  dis- 
orders due  to  sweat  retention.  In  miliaria  cristallina 
the  retention  is  in  the  stratum  corneum  and  appears 
clinically  as  tiny  clear  vesicles.  The  most  common 
is  miliaria  rubra  (prickly  heat)  (figure  12).  When 
white  blood  cells  arrive  it  becomes  miliara  pustu- 
losa. 

In  the  case  of  the  sweat  gland  the  duct  is  ob- 
structed rather  than  the  pores  as  for  the  sebaceous 
gland.  Sweat  gland  obstruction  may  be  the  main 
factor  in  recalcitrant  vesicular  eruptions  of  hands 
and  feet. 

1 he  term  eccrine  poroma  has  been  proposed  by 
Pinkus10  for  a benign  solid  hidradenoma,  a tumor 
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presenting  features  of  the  epidermal  eccrine  sweat 
unit. 


SUMMARY 

Pores,  comedones  and  keratotic  plugs,  their 
origin  and  their  management  are  briefly  discussed. 
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FIGURE  11 

Lupus  erythematosus  chronic  discoid.  Lifted  scale 
shows  prongs  as  illustrated  in  diagram  of  figure  10,  fitting 
in  the  gaping  pores,  a feature  characteristic  of  the  disease. 


FIGURE  12 

Sudamina  (prickly  heat). 
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Meeting  at  the  Medical  Library  in  the  afternoon; 
Dinner  at  Sheraton-Biltmore  Hotel  in  the  evening 
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Official  and  voluntary  tuberculosis  pro- 
grams throughout  the  country  have  felt  the 
impact  of  many  advances  during  the  past  decade, 
and  we  can  rightfully  feel  some  sense  of  satisfac- 
tion with  the  progress  that  has  been  made.  Indeed, 
falling  mortality  rates,  improvement  in  morbidity 
rates,  further  improvements  in  socio-economic  con- 
ditions, and  continuing  advances  in  surgery  and 
medicine  will  firing  about  even  better  results.  The 
effective  treatment  of  known  cases  of  tuberculosis 
will  accelerate  our  control  of  new  infections. 

This  does  not  mean  that  we  can  relax  our  efforts. 
Rather,  we  must  analyze  the  problem  more  pre- 
cisely and  attack  it  with  more  vigor.  We  must  face 
squarely  the  challenges  presented  by  changes  in 
concept  and  work  to  apply  them  to  tuberculosis 
control  programs. 

The  study  of  unhospitalized  tuberculosis  patients 
has  shown  us  wide  gaps  between  patient  needs  and 
services  in  our  communities,  for  a total  program 
of  tuberculosis  control.  If  we  are  to  meet  these 
needs,  we  must  recognize  the  deficiencies  in  our 
programs  and  take  appropriate  action  toward  pro- 
viding whatever  is  needed  in  the  way  of  services 
and  facilities  so  that  the  tubercle  bacillus  will  be 
rendered  ineffectual  as  an  enemy  of  community 
health. 

With  shorter  periods  of  hospitalization,  im- 
provement in  prognosis,  and  the  survival  of  those 
who  in  former  years  would  have  died,  we  are  faced 
with  continuing  large  numbers  of  people  who  need 
intensive  public  health  supervision,  and  for  whom 
there  is  something  which  can  and  should  be  done. 
It  is  true  that  in  the  past  there  was  in  the  commun- 
ity a greater  prevalence  of  infection,  but  it  is  also 
true  that  we  had  less  effective  treatment  and,  more 

*An  address  delivered  at  the  Fiftieth  Anniversary  Annual 
Meeting  of  the  Rhode  Island  Tuberculosis  and  Health 
Association,  Inc.,  at  Providence,  Rhode  Island,  May  21 
1957. 


important,  we  did  not  have  as  adequate  means  for 
isolation.  Generally  speaking,  we  have,  today,  suf- 
ficient beds  for  new  cases  and  more  effective 
treatment. 

Although  we  have  the  means  to  meet  the  prob- 
lem, we  are  fumbling  a bit,  because  the  nature, 
extent,  and  significance  of  what  is  going  on  is  hid- 
den from  us.  This  is  due  partly,  I fear,  to  a general 
tendency  to  hold  fast  to  concepts  which  need  re- 
evaluation.  We  should  not  be  caught  in  an  ava- 
lanche of  confusion  because  of  the  necessity  for 
flexibility  in  our  approach  to  the  solution  of  these 
problems.  Certain  of  our  basic  principles  will  sur- 
vive, and  we  should  extend  every  effort  to  retain 
the  right  ones  now  and  discard  those  which  are  no 
longer  in  tune  with  the  times.  For  instance,  in  the 
current  conflict  between  hospital  and  home  care, 
we  should  continue  to  emphasize  that  an  initial 
period  of  hospitalization  is  essential  to  the  effective 
treatment  of  tuberculosis  and  to  the  prevention  of 
disease  dissemination.  Therefore,  it  seems  appro- 
priate to  say  that  efforts  should  be  made  to  hospi- 
talize all  active,  infectious  cases  of  tuberculosis 
until  their  sputum  is  negative  and  lesions  are  stable. 
On  the  other  hand,  those  patients  who  cannot  or 
will  not  remain  in  the  hospital  until  such  an  ideal 
condition  is  reached  should  never  be  deprived  of 
the  benefits  of  modern  treatment.  Every  attempt 
should  be  made  to  render  all  cases  non-infectious, 
wherever  they  may  be. 

Unbospitalized  Patient 

In  an  effort  to  discover  the  nature,  extent,  and 
significance  of  the  shifts  in  emphasis  to  which 
existing  tuberculosis  programs  must  be  adapted, 
the  Tuberculosis  Program  of  the  Public  Health 
Service  conducted  a nationwide  study  of  the  cur- 
rent status  of  non-hospitalized  tuberculosis  pa- 
tients. By  means  of  a random  statistic  technique, 
thirty-seven  (37)  areas  within  twenty-four  (24  I 
states  were  included  in  the  study.  We  believe  that 
the  non-hospitalized  patients  in  these  areas  are 
truly  representative  of  the  over-all  situation  of 
known  significant  unbospitalized  tuberculosis  cases 
in  the  continental  United  States. 

The  study  provides  no  information  which  would 
shed  light  on  the  magnitude  of  the  problem  of  un- 
known cases.  The  findings  are  a quantitative  meas- 
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urement  of  characteristics  of  significant  knozrn 
unhospitalized  patients  classified  as  active  and 
probably  active,  or  receiving  drug  therapy  regard- 
less of  activity  status. 

I think  that  a presentation  of  some  of  the  most 
significant  findings  of  the  study  would  interest  you. 

There  were  3,159  cases  at  home,  in  the  study, 
of  whom  72%  (2,272)  were  active  or  presumably 
active,  and  28%  (887)  were  arrested  or  inactive 
with  drug  therapy  prescribed.  At  the  same  time  an 
additional  3,980  patients  were  hospitalized;  thus, 
slightly  more  than  half  (56%)  of  the  significant 
caseload  was  hospitalized.  As  you  well  know,  pa- 
tients are  being  discharged  from  hospitals  to  con- 
tinue treatment  in  their  home  communities.  Other 
patients,  upon  advice  of  their  physicians,  are  not 
entering  hospitals  at  all.  Discharges  against  medi- 
cal advice  continue  to  be  numerous,  and  still  other 
patients  continue  to  refuse  hospitalization. 

The  3,159  patients  who  were  not  hospitalized, 
and  maybe  justifiably  so,  are  a group  in  need  of 
basic  services  and  care.  This  situation  has  many 
implications  for  health  departments  and  other 
agencies.  Certainly,  the  community  has  as  great  a 
responsibility  for  those  cases  outside  hospitals  as 
for  those  that  are  hospitalized.  Because  of  the  dif- 
ficulties involved  in  supervising  patients  who  are 
not  in  institutions  especially  designed  for  care, 
community,  medical,  nursing  and  social  services 
are  particularly  challenged. 

In  analyzing  the  age  distribution  of  cases  in  the 
study  we  found  that  about  half  are  forty-five  and 
older.  There  was  also  a striking  similarity  in  the 
age  distribution  of  the  unhospitalized  cases  and 
that  of  newly  reported  cases.  Unquestionably,  our 
tuberculosis  control  problem  is  proportionately 
greater  in  the  older  age  groups.  Under  age  thirty- 
five  there  are  a few  more  female  cases  than  male 
(555  females  to  415  males)  ; however,  after  thirty- 
five  there  are  more  than  twice  as  many  males  as 
females. 

The  review  of  the  extent  of  disease  showed  that 
13%  (357)  had  minimal  lesions,  41%  (1156) 
moderately  advanced,  and  46%  (1282)  far  ad- 
vanced. In  other  words,  87%  of  the  cases  are  con- 
sidered to  be  in  advanced  stages  of  disease. 

It  might  be  well  at  this  point  to  express  the  need 
for  continued  and  more  effective  case  finding  and 
follow-up  directed  especially  to  selected  high  risk 
groups. 

Health  departments  will  be  especially  concerned 
about  the  chances  of  spread  of  the  disease  because 
of  the  presence  of  active  cases  in  their  communities. 
It  was  found  that  one-fourth  of  the  active  and  pre- 
sumably active  study  cases  had  positive  sputum 
and  that  nearly  half  had  unknown  or  undetermined 
bacteriological  status  within  the  six  months  pre- 
ceding the  study  date. 

This  indicates  that  an  inadequate  job  is  being 


done,  generally,  in  determining  sputum  status. 
There  are  undoubtedly  many  reasons  for  this  — 
faulty  communication,  administrative  policies, 
budgetary  restrictions  — the  fact  remains  that  we 
do  not  know  one  of  the  most  urgent  clinical  facts 
about  these  cases.  Indeed,  it  is  incredible  that  we 
are  trying  to  supervise  half  of  our  known  cases  at 
home  with  no  information  concerning  bacterio- 
logical status.  How  then  is  it  possible  to  give  real- 
istic advice  regarding  prevention  of  the  spread  of 
the  disease? 

Community  resources  and  facilities  are  found  in 
greater  quantity  and  in  a higher  degree  of  accessi- 
bility in  metropolitan  areas.  All  of  the  eight  large 
cities  in  the  study  provide  clinic,  public  health 
nursing,  and  social  services.  However,  almost  one- 
half  of  the  study  population  in  rural  areas  had  no 
clinic  services  available,  10%  bad  no  public  health 
nursing  service  and  80%  no  social  services  other 
than  financial  assistance,  provided  by  departments 
of  public  welfare.  In  many  rural  counties  there  are 
few  private  physicians,  and  patients  may  be  re- 
quired to  travel  considerable  distances  for  medical 
care.  Some  rural  areas  have  X-ray  facilities,  but 
no  physician  is  present  to  diagnose  patients  and 
make  treatment  recommendations.  Consequently, 
it  is  not  surprising  that  health  department  chest 
clinics  supervise  only  one  third  (887)  of  the  pa- 
tients. In  large  cities,  almost  half  of  the  patients 
were  under  health  department  chest  clinic  super- 
vision, while  in  the  smaller  cities  and  rural  areas 
only  20%  of  the  patients  were  so  supervised. 

Private  physicians  carry  about  one-third  (918) 
of  the  cases  on  the  average,  but  with  variation 
from  place  to  place.  In  rural  areas  and  smaller 
cities,  private  physicians  are  the  most  frequent 
single  source  of  supervision.  This  should  serve  to 
emphasize  the  need  for  working  with  private  phys- 
icians to  improve  therapy  where  necessary,  im- 
prove reporting  of  disease  to  the  health  depart- 
ment, and  to  make  better  use  of  community  serv- 
ices. 

I would  like  to  emphasize  the  fact  that  23% 
(512)  of  all  the  active  and  probably  active  cases  in 
the  study  were  under  no  medical  supervision.  Fur- 
thermore, it  has  been  widely  assumed  that  patients 
under  supervision  at  home  have  drugs  prescribed. 
The  study  showed  that  only  43.6%  (990  ) had  drug 
therapy  recommended. 

Certain  areas  of  incompleteness  of  our  data 
reflect  an  inadequacy  of  communication  between 
and  within  agencies.  This  negative  finding,  how- 
ever, underlines  activities  where  improvement 
should  be  made. 

The  study  revealed  that  much  of  the  information 
regarding  clinical  status,  bacteriological  status,  and 
treatment  recommendations  for  patients  included 
in  the  study  was  incomplete.  Some  of  the  reasons 
for  this  are  — failure  of  the  health  department  to 
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WOMAN’S  AUXILIARY 
DINNER-DANCE 

The  Annual  Dinner-Dance  of  the  Woman’s  Aux- 
iliary to  the  Rhode  Island  Medical  Society  will  be 
held  on  Saturday,  October  19,  at  the  Sheraton- 
Biltmore  Hotel  in  Providence.  The  proceeds  from 
this  annual  social  affair  are  used  to  benefit  the 
Nurses  Scholarships  provided  by  the  Auxiliary,  to 
aid  the  Benevolence  Fund  of  the  Rhode  Island 
Medical  Society,  to  contribute  to  the  American 
Medical  Education  Foundation,  and  to  assist  vari- 
ous community  projects  in  which  the  Auxiliary  has 
an  interest. 

An  innovation  at  the  dinner  this  year  will  be  the 
sale  of  flowers  by  ten  attractive  young  daughters  of 
Auxiliary  members  who  will  work  under  the  super- 
vision of  Mrs.  H.  Frederick  Stephens,  aided  by 
Mrs.  Arcadie  Giura.  The  girls  selected  as  flower 
vendors  are  as  follows: 

Lynne  Sannella,  daughter  cf  Doctor  and  Mrs. 
Lee  G.  Sannella,  and  Judith  Robinson,  daughter 
of  Doctor  and  Mrs.  Nathaniel  Robinson,  repre- 
senting the  Board  of  the  Auxiliary.  Meredith 
Stevens,  daughter  of  Doctor  and  Mrs.  Raymond 
E.  Stevens,  Pawtucket  Memorial;  Norma  Mc- 
Williams, daughter  cf  Doctor  and  Mrs.  Joseph 
McWilliams,  of  Barrington,  Roger  Williams 
Hospital;  Roberta  Botvin,  daughter  of  Doctor 
and  Mrs.  Morris  Botvin  of  Pawtucket,  Miriam 
Hospital;  Kathleen  Bestoso,  daughter  of  Doctor 
and  Mrs.  Robert  L.  Bestoso,  Newport;  Stephanie 
Morrison,  daughter  of  Doctor  and  Mrs.  Philip 
J.  Morrison  of  Woonsocket;  Juliana  Stephens, 
daughter  of  Doctor  and  Mrs.  H.  Frederick  Ste- 
phens, Rhode  Island  Hospital;  Fayreen  Geremia, 
daughter  of  Doctor  and  Mrs.  Albert  Geremia  of 
Johnston,  St.  Joseph’s  Hospital;  and  Merlin 
Davies,  head  flower  girl,  daughter  of  Doctor  and 
Mrs.  Stanley  D.  Davies,  representing  Kent  Coun- 
ty Hospital  and  the  Lying-In  Hospital. 


BIFOCAL  SPECTACLES 
Benjamin  Franklin  to  George  Whatley 

By  Mr.  Dollond’s  saying,  that  my  double  spec- 
tacles can  only  serve  particular  eyes,  I doubt  he  has 
not  been  rightly  informed  of  their  construction.  I 
imagine  it  will  be  found  pretty  generally  true,  that 
the  same  convexity  of  glass,  through  which  a man 
sees  clearest  and  best  at  the  distance  proper  for 
reading,  is  not  the  best  for  greater  distances.  I 
therefore  had  formerly  two  pairs  of  spectacles, 
which  I shifted  occasionally,  as  in  travelling  I 
sometimes  read,  and  often  wanted  to  regard  the 
prospects.  Finding  this  change  troublesome,  and 
not  always  sufficiently  ready,  I had  the  glasses  cut, 
and  half  of  each  kind  associated  in  the  same  circle. 

By  this  means,  as  I wear  my  spectacles  constantly, 
I have  only  to  move  my  eyes  up  or  down,  as  I want 
to  see  distinctly  far  or  near,  the  proper  glasses 
being  always  ready.  This  I find  more  particularly 
convenient  since  my  being  in  France,  the  glasses 
that  serve  me  best  at  table  to  see  what  I eat,  not 
being  the  best  to  see  the  faces  of  those  on  the  other 
side  of  the  table  who  speak  to  me;  and  when  one’s 
ears  are  not  well  accustomed  to  the  sounds  of  a 
language,  a sight  of  the  movements  in  the  features 
of  him  that  speaks  helps  to  explain;  so  that  I 
understand  French  better  by  the  help  of  my  spec- 
tacles. 
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request  information  at  regular  intervals;  inade- 
quacies in  interagency  transferral  of  information  ; 
lack  of  centralization  of  reports  ; and  failure  on  the 
part  of  physicians  to  make  a definitive  diagnosis. 
These  deficiencies  point  up  the  need  for  revising 
policies  and  practices  so  that  the  health  depart- 
ments will  be  able  to  see  that  effective  care  is  pro- 
vided for  patients. 

The  study  demonstrated  to  our  satisfaction  that 
for  the  country  as  a whole  we  had  not  yet  devel- 
oped a workable  system  around  which  we  could 
effectively  put  our  resources  to  use. 

W e have  been  discussing  the  known  tuberculosis 
patient,  and  some  aspects  of  the  supervision  they 
are  receiving.  Nevertheless,  we  must  not  forget 
the  importance  of,  first,  the  cases  yet  to  be  dis- 
covered ; second,  the  diagnosed  but  yet  unreported 
cases — as  revealed  by  the  cases  first  reported  at 
the  time  of  death  or  on  admission  to  or  discharge 
from  a sanatorium  ; and  third,  the  significant  cases 
not  followed  because  of  shortage  of  staff  and  those 
cases  which  are  lost  from  supervision. 

Yet,  it  is  obvious  that  for  administrative  and 
tuberculosis  control  purposes,  the  unknown,  the 
unreported,  and  the  lost  cases  are  also  of  primary 
importance  and  concern,  if  we  are  to  succeed  in 
our  efforts  to  prevent  the  spread  of  disease. 

In  closing,  I would  like  to  re-state  that  this  study 
has  demonstrated  a method  of  analyzing  the  local 
tuberculosis  situation  and  points  out  needs  for 
improved  control  programs.  This  type  of  analysis 
can  be  made  without  great  cost  or  difficulty  and 
without  serious  disruption  of  continuing  programs. 
When  the  study  is  conducted  by  personnel  in  the 
health  agencies  responsible  for  providing  direct 
services  to  patients,  there  is  recognition  of  existing 
deficiencies,  and  corrective  measures  are  often  in- 
stituted immediately.  Through  conducting  the 
study  it  was  observed  that  in  addition  to  the  col- 
lection of  statistical  data  for  analysis,  other  benefits 
accrued,  such  as  improvement  of  records,  better 
coordination  of  services,  and  in-service  education 
of  personnel.  It  also  provides  information  on  which 
health  departments  and  other  agencies  may  base 
their  plans  for  the  effective  use  of  funds,  facilities, 
and  services.  Furthermore,  all  of  us  who  work  in 
the  field  of  tuberculosis  have  the  opportunity  and 
responsibility  to  participate  with  official  agencies 
in  solving  one  of  today’s  most  urgent  problems  in 
tuberculosis  control  — to  meet  the  needs  of  the 
tuberculosis  patient  at  home. 

We  are  well  aware  of  the  fact  that  control  efforts 
have  been  rendered  more  complex  and  difficult 
with  present  changes  in  the  field  of  tuberculosis. 
The  problems  attendant  to  finding  and  treating 
large  numbers  of  persons,  the  problem  of  a mobile 
population,  the  problems  of  an  aging  population, 
these,  among  others,  must  be  solved  before  we  may 
rest  on  our  laurels. 
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THE  COMMONWEALTH  FUND  AND  MEDICAL  EDUCATION 


he  commonwealth  fund  was  founded  in 
1918,  by  Mrs.  Stephen  V.  Harkness  “To  do 
something  for  the  welfare  of  mankind.”  In  the 
year  1955-56  the  most  significant  event  for  the 
Fund  was  the  appropriation  of  $12,600,000  in  un- 
restricted grants  to  nineteen  universities  in  order 
to  assist  them  in  strengthening  and  improving  their 
programs  of  medical  education.  Total  appropria- 
tions for  the  year  were  $15,140,154.82,  an  amount 
several  times  that  voted  in  any  previous  year. 
Health  activities  as  a whole  received  nearly  95  per 
cent  of  this  sum. 

The  reasons  for  the  bestowal  of  this  munificent 
sum  of  money  are  set  forth  in  the  annual  report  of 
the  Fund  for  1956.  What  follows  is  a brief  sum- 
mary, mostly  verbatim,  of  some  of  the  Fund’s  com- 
ments on  medical  education. 

American  medicine  is  coming  of  age.  Stemming 
from  its  rich  European  heritage  and  growing  dur- 
ing a half  century  of  world-wide  scientific  achieve- 
ment, medicine  is  becoming  more  aware  of  itself 
as  an  instrument  of  society  as  well  as  a professional 
activity.  Nowhere  can  the  evolution  of  medicine, 
social  and  scientific,  be  reflected  as  well  as  in  uni- 
versity medical  education  which  translates  this 
growth  into  action.  About  five  years  ago,  the  more 


or  less  discrete  approaches  by  medical  schools  to 
the  problems  of  medical  education  began  to  coalesce 
into  a more  inclusive  type  of  educational  program. 
Beginning  at  various  points  in  the  curriculum  and 
called  by  various  names,  one  of  which  was  “Com- 
prehensive Medicine,”  these  programs  sought  to 
make  the  student’s  educational  experience  more 
effective  in  terms  of  better  understanding  of  the 
socio-psycho-biological  completeness  of  the  human 
being.  Among  the  newer  aspects  of  these  programs 
were  the  interrelatedness  of  the  concepts  and  facts 
of  the  sciences  on  which  modern  medicine  rests, 
experience  with  living  people  early  in  the  medical 
course,  continuity  of  responsible  contact  between 
students  and  patient,  and  study  of  the  patient’s 
social  situation.  Aware  of  the  need  for  even  greater 
assistance  to  medical  education  as  a principal  means 
for  carrying  out  this  program,  the  Fund  added  the 
principle  of  unrestricted  giving  to  universities  for 
medical  education  to  its  already  established  policy 
of  grants  for  specifically  budgeted  projects  and 
programs. 

The  problems  which  confront  medical  education 
lead  to  more  basic  inquiry  concerning  the  patients, 
the  students,  the  teacher,  and  the  university. 

continued  on  next  page 
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T he  Patient 

The  patient  is  the  only  reason  for  medicine.  The 
current,  widespread  public  and  professional  inter- 
est in  medical  service  and  patient  care,  however, 
might  indicate  that  he  is  only  now  being  discovered 
— in  the  sense  that  he  is  being  viewed  in  a new 
perspective.  He  still  comes  to  medicine,  though, 
seeking  help  for  the  same  fundamental  problems, 
singly  or  in  combination,  an  anxiety,  a pain,  a lump, 
an  injury,  a hemorrhage,  a fever,  or  just  plain  not 
feeling  well. 

If  an  adequate  understanding  of  these  states  is 
to  be  achieved,  it  is  only  logical  to  view  the  patient 
as  a living  being  in  an  active  social  and  biological 
environment  and  subjected  to  all  the  stresses  and 
strains  of  keeping  alive. 

The  outpatient  department  of  the  teaching  hos- 
pital has  yielded  more  quickly  than  the  inpatient 
ward  to  these  changes  in  the  pattern  of  patient-care. 
Study  of  the  ambulant  patient  extends  into  the 
home,  when  necessary,  and  thereby  permits  ob- 
servation of  additional  factors  which  may  affect 
the  course  of  illness.  Illness  is  an  aspect  of  living, 
not  an  isolated  episode  with  a clear  beginning  or 
end.  The  patient  is  more  than  a blend  of  bio- 
chemical processes.  From  this  viewpoint,  the  stu- 
dent’s study  of  the  patient’s  problems  becomes  not 
only  more  exciting  but  more  realistic  as  he  learns 
more  about  the  nature  and  behavior  of  man  in 
order  to  understand  health  and  illness. 

The  Student 

An  astute  foreign  visitor  justified  the  quite  dras- 
tic curricular  changes  in  one  school  on  the  ground 
that  the  students  had  now  become  a part  of  the 
educational  program.  It  may  he  that  he  is  now  en- 
joying somewhat  the  same  position  as  the  patient — 
that  of  being  discovered.  Common  to  all  progres- 
sive schools  is  the  desire  to  integrate,  horizontally 
or  vertically,  content  and  practice  methods  in  basic 
or  clinical  science.  Thus,  the  student  is  helped  to 
organize  his  knowledge  and  to  develop  attitudes 
which  enable  him  “to  see  his  patient  as  a whole.” 
The  student  is  the  common  denominator  in  all 
stages  of  training.  It  is  his  growth — intellectual, 
emotional,  and  social — with  which  education  is 
concerned.  Educational  research  is  busy  with  the 
study  of  the  factors  influencing  this  growth. 

The  Teacher 

Freedom  for  the  student  to  learn  is  essential. 
But  this  is  fruitless  unless  the  teacher  too  can  func- 
tion with  freedom  and  in  a setting  where  he  can 
direct  the  students’  development  toward  maximum 
achievement.  Hence,  the  medical  school  is  being- 
discussed  in  terms  of  the  teacher  rather  than  the 
physical  plant  or  administrative  organization.  The 
teacher  is  caught  in  a tight  squeeze  between  the 
demands  of  teaching,  research,  administration,  and 
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outside  responsibilities.  He  must  engage  in  re- 
search if  he  is  to  teach  with  imagination.  New  and 
old  knowledge  must  be  brought  to  bear  in  the  effec- 
tive prevention  and  treatment  of  illness.  To  teach 
well  a person  must  do  other  things.  The  optimum 
division  of  available  time  presents  a difficult  prob- 
lem for  teachers  of  medicine,  and  since  research 
has  become  an  increasingly  important  objective, 
there  may  he  some  harm  to  teaching,  whether  this 
is  consciously  recognized  or  not. 

The  University 

Why  should  medical  education  continue  to  be  a 
university  function?  The  Commonwealth  Fund 
has  observed  many  ways  in  which  the  future  of 
medicine  will  be  influenced  by  the  university.  If 
modern  health  and  medical  activities  are  in  re- 
sponse to  society’s  needs  and  if  the  university  is 
accepted  as  an  institution  of  society  designed  to 
anticipate  the  future  through  research  and  educa- 
tion, then  it  is  only  proper  that  medical  education 
should  he  conducted  in  this  setting  where  there  is 
freedom  to  delve  deeply  into  health  and  medical 
needs.  W ill  medicine  continue  to  develop  in  the 
university  as  a professional  activity  concerned  with 
some  of  the  most  basic  problems  of  human  welfare 
or  is  there  danger  of  its  becoming  merely  a high- 
grade  technology?  This  is  a question  which  the 
future  must  answer. 

THE  74th  CALEB  FISKE  ESSAY 

It  is  common  knowledge  that  infertility  may  he 
the  cause  of  much  marital  unhappiness,  frustration, 
even  conflict ; but  it  is  not  common  knowledge  that 
infertility,  which,  in  the  past,  was  regarded  and 
accepted  as  being  ineluctable,  can  many  times  be 
remedied  by  physicians  who,  like  Doctor  Simmons, 
have  at  their  command  the  resources  of  contem- 
porary medicine.  The  growth  of  interest  in  this 
problem  is  illustrated  by  the  number  of  clinics  de- 
voted to  its  study  and  treatment.  In  the  past  three 
years  there  has  been,  in  the  United  States,  an  in- 
crease of  fifty-three  known  infertility  clinics,  so 
that  there  are  now  more  than  one  hundred  nineteen 
public  clinics  available  to  patients.  And  although 
it  is  not  vet  fifteen  years  old,  there  is  a membership 
of  more  than  eight  hundred  in  the  American  Societv 
for  the  Study  of  Sterility.  Its  journal  Fertility 
and  Sterility  has  a circulation  of  almost  three 
thousand. 

The  gist  of  Doctor  Simmons’  teaching  is  that 
human  infertility  is  a couple  problem  and  that 
both  partners  require  certain  minimum  diagnostic 
studies  which  are  often  complex  and  imply  special 
training  and  experience  on  the  part  of  the  physi- 
cian. Furthermore,  when  the  doctor  is  consulted  by 
the  infertile  couple,  superficial  questioning  and 
examination  are  not  enough  to  establish  normality  : 
a definite  pattern  of  diagnostic  test  must  he  carried 
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out  in  its  entirety.  What  these  tests  are  and  the 
method  of  their  proper  employment.  Doctor  Sim- 
mons sets  forth  in  his  comprehensive  essay  which 
we  are  pleased  to  publish  in  this  issue  of  the 
Journal. 

THE  ROLE  OF  A NEWSPAPER  EDITOR 

“The  editor  today,  with  the  aid  of  full  discussion 
with  an  editorial  staff,  must  not  only  continue,"  as 
Will  White  put  it,  to  “he  judge  of  his  news,  of  how 
it  is  told,  what  is  recited  and  what  omitted,"  hut  he 
must  try  to  put  himself  in  the  position  of  his  read- 
ers, asking  himself  relentlessly  whether  his  report 
of  facts  and  of  interpretive  material  is  giving  the 
reader  a true  understanding  in  proper  perspective 
as  far  as  that  is  possible.  For  we  all  know  that  facts 
often  distort  the  truth.  Indeed,  we  know  that  the 
handicap  under  which  we  labor,  to  assemble  a 
factual  news  report  of  sufficient  dramatic  interest 
to  hold  the  readers’  attention,  makes  distortion  in- 
evitable. But  the  editorial  staff  and  the  editorial 
page  can  lessen  that  and  bring  the  montage  into  far 
truer  perspective.  . . 

It  is  not  our  intention  to  review  the  story  of  the 
Society’s  negotiations  with  the  Department  of  the 
Army  regarding  Medicare,  and  by  so  doing  to  point 
out  the  many  glaring  distortions  of  facts.  The 
news  writer  had  a more  complete  background  of 
the  history  of  the  Society’s  negotiations  than  that 
furnished  him  by  the  Department  of  the  Army. 
That  he  saw  fit  to  utilize  only  the  facts  which  would 
support  the  cause  he  was  defending,  is  not  the  mat- 
ter which  concerns  us  at  the  moment. 

What  does  concern  us,  however,  is  that  the  edi- 
torial staff  of  such  a great  newspaper  deferred  to 
what  it  considered  the  expert  opinion  of  its  news 
reporter,  and  contented  itself  with  commenting  on 
his  views  as  reflected  in  his  interpretation  of  the 
facts  he  was  presenting  to  prove  his  story. 

We  recognize  that  the  publication  of  a daily 
newspaper  calls  for  speed,  first  in  the  news  room, 
and  then  in  getting  the  printed  page  on  the  street. 
But  the  editorial  department  is  the  one  department 
in  the  paper  that  is  supposed  to  express  mature, 
considered  opinions.  The  urge  to  produce  an  edi- 
torial, particularly  on  a controversial  subject,  for 
the  next  edition  of  the  paper  after  the  news  story 
breaks  should  he  channeled  into  an  editorial  inves- 
tigation and  review  to  authenticate  the  editorial 
viewpoint  that  is  to  he  expressed.  As  Doctor  Spen- 
cer, one-time  dean  of  the  School  of  Journalism  at 
Syracuse  has  said,  “every  writer  knows  what  it 
means  a month  or  a year  later  to  look  hack  over  his 

* Abstracted  from  remarks  made  by  Sevellon  Brown,  Sr., 
then  editor  and  publisher  of  The  Prozndcnce  Journal- 
Bulletin,  before  the  opening  of  a seminar  for  editorial 
writers  at  the  American  Press  Institute  at  Columbia 
University. 


writings  and  find  solemn  statements  which,  though 
believed  at  the  time,  were  as  false  as  hell  itself." 

The  montage  would  have  been  brought  into  truer 
perspective  relative  to  the  Society’s  negotiations 
with  the  Department  of  the  Army  on  the  Medicare 
Program  had  the  editorial  writers  carefully  re- 
viewed the  legislation  and  the  interpretations  of 
the  law  made  by  the  Department  of  Defense,  had 
they  read  the  revealing  discussions  of  the  board  of 
managers  representing  the  Congressional  Commit- 
tees, and  had  they  later  noted  the  action  taken  by 
the  American  Medical  Association,  and  some  of  its 
constituent  state  societies,  regarding  the  adminis- 
tration of  the  Dependents’  Medical  Care  Program. 

As  Barry  Bingham  noted  in  last  month’s  issue  of 
7 he  American  Editor,  “the  American  press  is  not 
performing  its  difficult  task  as  well  as  it  should,  or 
even  as  well  as  it  knows  how  to  do.” 


POISON  INFORMATION  CENTERS 

With  the  large  number  of  chemical  sprays,  dusts, 
and  gases  now  on  the  market  for  use  in  agriculture, 
accidents  may  arise  because  of  operators  being 
careless  in  their  use.  Centers  have  been  established 
in  various  parts  of  the  country  where  doctors  can 
obtain  prompt  and  up-to-date  information  on  treat- 
ment of  cases. 

In  New  England  such  centers  of  information  are 
located  at: 

Boston:  Boston  Committee  for  Control  of  Acci- 
dental Poisoning  in  Children,  300  Longwood 
Avenue.  Lendon  Snedeker,  M.D.  TELEPHONES: 
BE  2-2120  or  BE  2-7800. 

New  Bedford:  George  Starbuck,  M.D.,  68  Arnold 
Street.  TELEPHONE:  9-6211,  Ext.  273 

Worcester:  Worcester  City  Hospital,  71  Jacques 
Street.  Robert  D.  Cox,  M.D.,  Jacob  Brem,  M.D. 
TELEPHONE:  PL  6-1551 

When  calling  any  one  of  these  centers,  ask  for 

POISON  CONTROL  CENTER. 


E.  P.  Anthony,  Inc. 


Wilbur  E.  Johnston  Raymond  E.  Johnston 

1 78  ANGELL  STREET 
PROVIDENCE,  R.  I. 
GAspee  1-2512 
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MEDICARE  REGULATIONS 

— Abstracts  of  Some  of  the  Clarifications  of  Medicare  Regulations 
Issued  by  the  Office  of  the  Surgeon  General,  Department  of  the  Army  — 


Medical  Policy  on  Pediatric  Care 

In  some  localities  a pediatrician  sees  the  new- 
born infant  in  the  hospital  at  birth  and  is  re- 
sponsible for  its  care  during  the  remainder  of  the 
hospital  stay.  In  those  places  where  this  is  cus- 
tomary the  same  practice  may  be  followed  in  the 
Dependents’  Medical  Care  Program  in  the  follow- 
ing manner : 

a.  First  call,  history,  and  necessary  examination. 
Bill  under  Code  0010,  hospital,  home,  or  office. 

b.  Follow-up  visits  in  hospital  when  warranted 
and  as  may  be  customary.  Bill  under  Code  0002. 

c.  Visits  after  patient  leaves  the  hospital,  not  to 
exceed  a total  of  two  during  first  60  days.  Bill 
under  Code  0006,  office  ; Code  0007,  home. 

If  during  the  two  post-hospital  visits  immuniza- 
tions are  given  the  cost  of  the  immunizing  agent 
and  administration  is  allowable. 

The  above  applies  in  the  case  of  well  babies.  If 
a visit  is  paid  under  Code  0010,  hospital,  this  Code 
cannot  be  used  again  in  the  home  or  office  by  the 
same  physician.  When  no  visit  is  charged  under 
Code  0010  in  hospital,  it  may  be  used  for  the  first 
home  or  office  visit. 


ATTENTION:  PROVIDENCE 
JOURNAL-BULLETIN 

WHEREAS,  The  Council  of  the  Ohio  State  Med- 
ical Association  in  recognition  of  the  medical  prac- 
tice controls  of  Public  Law  #569,  84th  Congress, 
refused  to  sign  a contract  which  would  limit  the 
time  honored  patient-doctor  relationship,  and 

W HERE  AS , This  action  and  similar  action  by 
the  Medical  Association  of  Rhode  Island  was 
unique  among  the  forty-eight  states, 

THEREFORE  BE  IT  RESOLVED.  That  the 
House  of  Delegates  of  the  Ohio  State  Medical 
Association  commend  the  Council  of  the  Ohio  State 
Medical  Association  for  this  forthright  action,  and 

BE  IT  FURTHER  RESOLVED,  That  the  dele- 
gates from  the  Ohio  State  Medical  Association  to 
the  American  Medical  Association  be  instructed  to 
introduce  a resolution  at  the  next  regular  meeting 
of  the  House  of  Delegates  of  the  American  Medical 
Association,  requesting  that  responsible  officials  of 
that  organization  take  whatever  steps  are  necessary 
to  secure  modification  of  Public  Law  #569,  84th 
Congress,  so  that  it  will  provide  an  indemnity  type 
program. 

. . . Resolution  adopted  by  the 

Ohio  State  Medical  Association,  May  16,  1957 


Pediatric  care  for  premature  or  ill  babies  during 
hospitalization  is  not  restricted  and  the  Schedule  of 
Allowances  appears  adequate  to  provide  for  com- 
pensation of  the  physician. 

* * * 

Clarifying  Statements  on  Calculation  of 
Physician's  Maximum  Allowances  for 
Maternity  Care 

a.  A physician  rendering  normal  ante-partum 
care  may  be  considered  to  have  rendered  full  care 
for  the  fractional  period  concerned  if  he  sees  the 
patient  even  one  time  in  this  period.  A physician, 
in  rendering  “normal’'  ante-partum  care  according 
to  his  customary  practice,  may  see  a patient  two  or 
more  times  in  any  one  fractional  period;  again  he 
may  not  see  the  patient  at  all  during  a fractional 
period.  I f the  physician  considers  that  he  has  ren- 
dered normal  ante-partum  care  during  any  trimes- 
ter or  any  fractional  period  of  a trimester,  his  state- 
ment will  lie  unquestioned  unless  gross  information 
to  the  contrary  is  brought  to  the  attention  of  the 
fiscal  agent. 

b.  The  week  of  pregnancy  will  be  determined  by 
recognized  professional  methods.  Unless  a gross 
error  is  recognized,  the  physician’s  determination 
of  week  of  pregnancy  will  not  be  questioned. 

c.  A physician  rendering  ante-partum  care  be- 
ginning anytime  within  the  first  eight  weeks  of 
pregnancy  and  continuing  with  the  patient  through 
delivery  and  post-partum  care,  is  entitled  to  full 
maternity  care  (Code  4821)  if  he  does  not  submit 
his  statement  until  post-partum  care  is  completed. 
If  the  physician  submits  statements  for  trimester 
payments,  as  is  his  privilege  to  do  so,  he  must  cal- 
culate the  amounts  due  in  accordance  with  the  scale 
using  recognized  professional  methods  in  comput- 
ing the  weeks  of  pregnancy  concerned. 

d.  If  pregnancy  terminates  in  abortion  or  mis- 
carriage, the  physician  is  entitled  to  the  fee  pre- 
scribed under  Codes  4850,  4851,  4855  or  4860 
(all  dealing  with  miscarriage  or  abortion),  which- 
ever is  applicable  plus  fee  for  whatever  ante- 
partum care  he  has  rendered  in  accordance  with 
the  above  scale. 

e.  If  pregnancy  terminates  in  premature  deliv- 
ery, the  physician  is  entitled  to  full  fee  (Code 
4821  ) if  he  has  rendered  continuous  ante-partum 
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CONFIRMED  THERAPEUTIC  UTILITY 


Pro-Banthine!.. 

A Primary  Drug  in  Peptic  Ulcer 


pain  relieved 

promptly 


vv/TW' 


* 


secretion  decreased 
effectively 


motility 

inhibited  consistently 


Among  the  many  clinical  indications  for 
Pro-Banthine  (brand  of  propantheline  bro- 
mide), peptic  ulcer  is  foremost.  During 
treatment,  Pro-Banthine  has  been  shown 
repeatedly  to  be  a singularly  valuable  agent 
when  used  in  conjunction  with  diet,  antacids, 
sedation  and  psychotherapy  as  required. 
Lichstein  and  his  associates*  report  that 
Pro-Banthine  “proved  almost  invariably 
effective  in  the  relief  of  ulcer  pain,  in  de- 
pressing gastric  secretory  volume  and  in 
inhibiting  gastrointestinal  motility.  The 


incidence  of  side  effects  was  minimal.  . . 

The  therapeutic  utility  and  effectiveness  of 
Pro-Banthine  in  the  treatment  of  peptic  ulcer 
are  repeatedly  confirmed  in  the  medical  lit- 
erature. Dosage:  One  tablet  with  each  meal 
and  two  tablets  at  bedtime.  G.  D.  Searle  & 
Co.,  Chicago  80,  Illinois,  Research  in  the 
Service  of  Medicine. 


*Lichstein,  J.;  Morehouse,  M.  G.,  and  Osmon,  K.  L. : Pro- 
BanthTne  in  the  Treatment  of  Peptic  Ulcer.  A Clinical 
Evaluation  with  Gastric  Secretory,  Motility  and  Gastro- 
scopic  Studies.  Report  of  60  cases,  Am.  J.  M.  Sc.  232: 156 
(Aug.)  1956. 
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care  beginning  in  the  first  eight  weeks  of  pregnancy 
and,  of  course,  if  he  renders  care  through  delivery 
and  the  post-partum  period  provided  he  has  not 
already  submitted  statements  for  trimester  ante- 
partum care.  If  physician  has  not  rendered  full 
ante-partum  care,  the  allowance  for  ante-partum 
care  is  calculated  as  per  examples  for  term  delivery. 
In  other  words,  the  nine  weeks  immediately  preced- 
ing delivery  (even  if  premature)  will  he  considered 
as  the  third  trimester  for  calculation  purposes.  A 
premature  delivery  for  purposes  of  this  subpara- 
graph will  he  that  determined  by  recognized  pro- 
fessional methods  and  will  not  be  confused  with 
abortions  or  miscarriages  which  are  covered  else- 
where. The  physician’s  diagnosis  of  premature 
delivery  will  not  he  questioned  unless  a statement 
made  on  his  statement  of  services  is  obviously 
grossly  in  error. 

f.  If  pregnancy  terminates  in  any  type  of 
Cesarean  section  and  the  patient  is  referred  to  an- 
other physician  for  this  operation,  the  referring 
physician  is  entitled  to  fee  for  any  ante-partum 
care  he  may  have  rendered  and  to  the  fee  for  post- 
partum care  if  he  renders  this  service. 

g.  The  fees  for  Cesarean  Sections  are  considered 
to  he  inclusive  of  ante-  and  post-partum  care.  If 
the  physician  doing  the  Cesarean  Section  has  pre- 
viously received  fees  for  ante-partum  care,  either 
from  the  patient  (prior  to  eligibility  under  the 
Program ) or  the  Government,  he  should  deduct  the 
amount  received  from  his  statement.  If,  however, 
he  has  not  rendered  ante-partum  care,  he  should 
render  his  statement  to  the  fiscal  agent  with  a spe- 
cial report  justifying  the  charge  he  considers  rea- 
sonable. This  report  will  he  submitted  to  the  fiscal 
agent  who  in  turn  will  obtain  advice  of  the  medical 
society  and  forward  to  the  Office  for  Dependents' 
Medical  Care  for  adjudication. 

h.  If  a maternity  patient  should  have  to  consult 
a physician  in  a locality  away  from  that  of  her 
attending  physician  or  clinic,  the  physician  con- 
sulted is  entitled  to  fee  for  a home  or  office  visit 
under  Code  0010  or  001 1,  whichever  is  applicable. 
(This  has  reference  to  his  being  consulted  on  a 
condition  connected  with  the  pregnancy  and  does 
not  include  any  condition  which  is  foreign  to  the 
pregnancy  for  which  the  Government  or  the  pa- 
tient may  he  responsible  in  accordance  with  the 
provisions  of  the  Program. ) 

i.  If  a patient  finds  it  necessary  to  change  phy- 
sicians because  of  change  of  station  or  for  other 
reasons,  each  physician  rendering  ante-partum  care 
is  entitled  to  fee  in  accordance  with  the  above  scale 
for  the  ante-partum  care  rendered  by  him. 

j.  Physicians  may  add  to  their  statements  (DA 
Form  1863)  those  drug  items  which  have  been 
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directly  or  indirectly  furnished  to  the  maternity 
patient.  (Direct  furnishing  of  drugs  is:  supplying 
drugs  by  the  physician’s  office  to  the  patient ; in- 
direct furnishing  is : the  physician  writes  a pre- 
scription to  the  patient  hut  has  the  pharmacy  hill 
him  (the  physician)  for  the  drugs  dispensed.) 

k.  A physician  may  also  add  to  his  statements 
the  cost  of  laboratory  work  performed  for  mater- 
nity patients  in  his  office  or  for  work  performed  in 
a laboratory  for  which  the  physician  has  paid.  I f 
the  laboratory  is  operated  by  a physician,  the  lab- 
oratorv  physician  may  submit  a statement  for  serv- 
ice rendered  indicating  that  he  has  rendered  the 
service  at  the  request  of  the  attending  physician. 

l.  A physician,  if  he  feels  that  remuneration 
above  that  called  for  in  the  Schedule  is  justified  by 
multiple  births  (twins,  triplets)  or  other  complica- 
tions of  pregnancy  not  specifically  covered  in  the 
Schedule  of  Allowances,  may  submit  a special  re- 
port justifying  additional  charge.  This  is  submitted 
to  the  fiscal  agent  who  in  turn  will  obtain  advice  of 
the  medical  society  and  forward  to  the  Office  for 
Dependents’  Medical  Care  for  adjudication. 

* * * 

Care  in  Accommodations  Less  than  Semi-private 

The  following  sets  forth  the  Government’s  posi-  I 
tion  regarding  the  Government’s  payment  for  ward 
accommodations  furnished  to  eligible  dependents 
under  the  Dependents’  Medical  Care  Program. 
The  need  for  publishing  this  information  has  been 
occasioned  by  the  fact  that  in  several  instances 
dependents  have  been  furnished  ward  accommoda- 
tions during  the  entire  period  of  hospitalization, 
which  are  lesser  accommodations  than  those  au- 
thorized by  P.L.  569,  84th  Congress: 

a.  Public  Law  569,  84th  Congress,  provides  that 
eligible  dependents  are  authorized  care  in  semi- 
private hospital  accommodations  (2 -3 -4-bed 
rooms).  This  provision  of  law  has  been  incor- 
porated in  the  Joint  Directive  and  in  prime  con- 
tracts. Since  hospitalization  of  a patient  normally 
is  effected  upon  a physician’s  recommendation, 
physician  should  make  every  effort  with  the  hos- 
pital to  obtain  semi-private  accommodations  for 
eligible  dependents. 

b.  Ward  facilities  may  he  used  for  pediatric 
cases,  without  special  authorization  by  the  Con- 
tracting Officer,  whenever  this  is  the  normal  medi- 
cal practice. 

c.  In  emergencies  ( defined  to  include  the  situa- 
tion in  which  the  attending  physician  admits  his 
patient  to  a hospital  in  which  all  semi-private  beds 
are  then  occupied ) , care  may  he  provided  in  ward 
accommodations,  hut  the  patient  is  to  he  trans- 
ferred  to  a semi-private  bed  as  soon  as  possible. 
When  such  transfer  is  made,  no  special  authoriza- 
tion for  payment  is  required  by  the  Contracting 
Officer  or  the  attending  physician. 
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for  a spastic 


Trasentine-PhenobarDital 

TABLETS  (yellow,  coated),  each  containing 
50  mg.  Traaentine®  hydrochloride  (adiphenine 
hydrochloride  CIBA)  and  20  mg.  phenobarbital. 


C I B A 

Summit , N.  J. 


integrated  relief . . 
mild  sedation 
visceral  spasmolysis 
mucosal  analgesia 
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DISTRICT  MEDICAL  SOCIETY  MEETINGS 


WASHINGTON  COUNTY 
MEDICAL  SOCIETY 

The  quarterly  meeting  of  the  Washington 
County  Medical  Society  was  held  at  the  Westerly 
Nurses’  Home,  Westerly,  Rhode  Island,  April  10, 
1957.  The  meeting  was  called  to  order  at  11:15 
a.m.  by  the  president.  Doctor  Mildred  I.  Robinson. 

The  minutes  of  the  special  meeting  concerning 
the  “All-Out,  All-Ages  Polio  Campaign"  were 
read.  The  minutes  of  the  previous  regular  meeting 
were  read  and  approved. 

UNFINISHED  BUSINESS:  Doctor  Nathans 
made  a motion  that  the  Washington  County  Medi- 
cal Society  endorse  the  plan  of  having  all  indigents 
receive  the  inoculation  of  polio  vaccine  in  the  doc- 
tor’s office  and  the  physicians  to  he  reimbursed  by 
the  state  health  agency.  The  motion  was  seconded 
and  passed. 

Doctor  Agnelli  discussed  and  commented  favor- 
ably on  the  bills  which  have  been  proposed  for 
chemical  testing  of  drivers  charged  with  driving 
under  the  influence  of  alcohol. 

Doctor  DeWees  moved  that  the  Washington 
County  Society  go  on  record  as  favoring  the  motor 
vehicle  bills  S-113  and  H-1221  having  to  do  with 
alcoholic  drivers.  The  motion  was  seconded  and 
passed. 

Doctor  Agnelli  proposed  that  the  Society  meet 
annually  or  semi-annually  with  the  local  bar  asso- 
ciation to  discuss  problems  of  mutual  interest. 

President  Robinson  appointed  Doctors  Nestor 
and  Agnelli  as  a committee  to  work  out  plans  for 
combined  meetings  with  the  bar  association. 

COM  AIL  NICATIONS:  A letter  was  read 
from  the  Westerly  Hospital  asking  the  society  to 
make  routine  approval  of  its  application  for  mem- 
bership to  the  American  Association  of  Blood 


DOCTOR  MATTEO 
NAMED  TREASURER 

Doctor  Frank  I.  Matteo,  Providence  obstetrician, 
has  b°en  aoDointed  by  Doctor  Thomas  L.  Greason, 
president  of  the  Providence  Medical  Association,  to 
fill  the  unexpired  term  of  the  late  Doctor  Robert 
G.  Murphy  as  treasurer  of  the  Association.  Doctor 
Matteo  has  been  active  in  the  affairs  of  the  Associ- 
ation, having  served  as  a member  cf  the  Executive 
Committee. 


Banks.  A motion  made  by  Dr.  Nathans  for  this 
approval  was  seconded  and  passed. 

A letter  was  read  from  Hayes  II.  Kluxton,  M.D., 
which  stated  his  formal  medical  training  since 
graduation  from  medical  school.  This  was  not 
accompanied  by  the  regular  membership  applica- 
tion, however. 

An  application  for  membership  in  the  Washing- 
ton County  Medical  Society  from  Sidney  Fowler 
Johnson,  M.D.,  Lafayette,  Rhode  Island,  was  read. 
The  application  was  referred  to  the  credential 
committee. 

REPORTS  OF  COMMITTEES:  The  treas- 
urer. Doctor  Tatum,  gave  an  up-to-date  report  of 
the  financial  standing  of  the  society.  She  stated 
that  a U.  S.  Treasury  Bond  “F”  had  matured. 
With  the  one  hundred  dollars  from  the  matured 
bond,  plus  $160.88,  fifteen  shares  of  Northern 
State  Power  had  been  purchased.  Upon  motion  of 
Doctor  Nathans,  treasurer’s  report  was  unani- 
mously accepted. 

NEW  BUSINESS : There  was  considerable 
discussion  regarding  the  advisability  of  having 
minutes  of  the  meetings  printed  and  distributed  to 
the  members  before  the  meeting.  The  consensus 
was  that  this  procedure  was  not  practicable. 

MEM  B ERS  PRESENT:  Doctors  Agnelli. 
Celestino,  DeWees,  Eckel.  Gale,  Johnson,  L., 
Jones,  McGrath.  Morrone,  Nathans,  Nestor,  Pot- 
ter, Robinson,  Ruisi,  Tang,  Walsh,  and  Tatum. 

Respectfully  submitted, 

E.  T.  Gale,  m.d.,  Secretary 

NEWPORT  COUNTY  MEDICAL  SOCIETY 

The  May  dinner  meeting  of  the  Newport  County 
Medical  Society  was  held  at  the  Hotel  Viking  on 
May  29,  1957.  The  meeting  was  called  to  order  by 
Doctor  John  Malone,  president,  at  8:40  p.m.  The 
minutes  of  the  previous  meeting  were  read  and 
approved.  A letter  from  Doctor  Charles  Farrell 
was  read  and  placed  on  file.  There  was  a discussion 
of  the  adequacy  of  Newport  County  Medical  So- 
ciety representation  on  the  Council  and  House  of 
Delegates  of  the  Rhode  Island  Medical  Societv  and 
on  appointed  committees  of  the  state  society. 

An  application  from  Doctor  Robert  Webster  for 
membership  was  sent  to  the  censors. 
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DESITIN  ointment  is  effectively  impervious  to  urine, 
excrement,  perspiration  and  secretions  — and  so 
it  is  effectively  anti-irritant.  One  soothing, 
protective,  healing  application  acts  for  hours 
in  helping  to  prevent  and  clear  up  . . . 

DIAPER  RASH 

irritation,  chafing 
excoriation 


DESITIN  ointment — rich  in  cod  liver  oil  (with  its  un- 
saturated fatty  acids  and  natural  vitamins  A and  D) 
— is  the  most  widely  used  ethical  specialty  for  the 
over-all  care  of  the  infant’s  skin. 

Tubes  of  1 02.,  2 oz.,  4 oz.,  and  1 lb.  jars 

May  we  send  SAMPLES  and  literature? 

DESITIN  CHEMICAL  COMPANY 

812  Branch  Ave.,  Providence  4,  R.  I. 
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Doctor  Adelson  reported  that  there  had  been  no 
meeting  of  the  Council  and  Doctor  Brownell  re- 
ported for  the  last  meeting  of  the  House  of 
Delegates. 

The  meeting  adjourned  at  9:30  p.m. 
Respectfully  submitted. 

Donald  B.  Fletcher,  m.d.,  Secretary 


Jjemoria!  Sanitarium 


Located  on  Rt.  1 


South  Attleboro,  Massachusetts 

A modern  non-profit  hospital  for  the  care  and  treatment  of 
nervous  and  emotional  disorders  as  well  as  long  term  geriatric 
problems. 

Physical,  neurological,  psychiatric  and  psychological  exam- 
inations. 

Modern  recognized  psychiatric  therapies. 

A pleasant  homelike  atmosphere  in  a beautiful  and  conveni- 
ently located  institution. 

L.  A.  Senseman,  M.D.,  F.A.P.A.,  Medical  Director 
Edwin  Dunlop,  M.D.  Michael  G.  Touloumtzis,  M.A. 

Oliver  S.  Lindberg,  M.D.  William  H.  Dunn,  M.S.W. 

Referred  patients  are  seen  daily  (except  Saturdays)  9-12  A.M., 
and  by  appointment. 

R.  I.  Blue  Cross  Benefits  Tel.  Southgate  1-8500 

Special  Rates  for  Long-Term  Care 


PAWTUCKET  MEDICAL  ASSOCIATION 

A dinner-business  meeting  of  the  Pawtucket 
Medical  Association  was  held  at  the  Lindsey  Tav- 
ern on  Thursday,  May  16,  1957.  The  president, 
Doctor  Albert  |.  Gaudet,  presided  over  the  meet- 
ing. 

The  following  members  were  present : 

Doctors  Baron,  Barr,  Benjamin,  Billings,  Bley- 
er,  Bruno.  Chapman,  Cunningham,  Damarjian. 
Doll,  Forgiel,  Fortin,  Foster,  E.,  Gammell,  Gau- 
det, A.,  Gaudet,  E.,  Gordon,  Gorfine,  Hacking, 
Hanley,  H.,  Hanna,  Hayes  Hecker.  Hennessey, 
Horan,  Jaworski,  A.,  Jeremiah,  Kelly,  Lappin, 
Lovering,  Fussier,  Mara,  Metcalf,  Morris,  Pauli, 
Rohr,  Ruggles,  Scliiff,  S.  Simon,  S.  D.  Simon, 
Sonkin,  Sprague,  and  Webster.  The  following 
were  guests : 

Doctor  George  W.  Waterman  and  Mr.  John  E. 
Farrell,  executive  secretary  of  the  Rhode  Island 
Medical  Society. 

The  president  of  the  Rhode  Island  Medical 
Society,  Doctor  George  W.  W aterman,  was  intro- 
duced by  Doctor  Albert  Gaudet  to  present  greet- 
ings from  the  State  Society. 

Secretary’s  report  was  read  and  approved. 

There  were  two  communications  read,  one  was 
an  acknowledgment  of  our  expression  of  sympathy 
from  the  family  of  the  late  Mary  Gaudet  and  the 
other  was  a letter  from  Doctor  Lappin  dealing  with 
examination  requests  by  government  agencies,  fees 
therefor  and  letters  in  use  by  them  in  this  con- 
nection. 

There  was  no  unfinished  business. 

New  Business:  It  was  suggested  by  Doctor 
Lappin  that  a telephone  extension  he  requested  for 
the  meeting  place  at  the  Lindsey  Tavern. 

There  were  no  committee  reports. 

There  was  general  discussion  of  the  communica- 
tion from  Doctor  Lappin,  after  which  a motion  was 
adopted  that  the  Association  protest  the  form  letter 
issued  by  the  Department  of  Employment  Security, 
and  request  a rewording  of  it  through  the  State 
Medical  Society’s  committee  advisory  to  that 
agency.  The  meeting  was  adjourned  at  9:00  p.m. 
Respectfully  submitted, 

David  W.  Ruc.gles,  m.d.,  Secretary 
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ACTIVITIES  OF  BUTLER  HEALTH  CENTER 


In-Patient  Service 

This  service  is  designed  primarily  to  render 
psychiatric  care  and  treatment  to  patients  with 
acute  mental  disorders  and  those  in  need  of  inten- 
sive treatment.  A few  patients  may  be  accepted 
whose  primary  problem  is  chiefly  custodial  care, 
but  it  is  planned  that  patients  in  this  category  will 
be  kept  to  a minimum.  In-Patient  Service  can  be 
rendered,  with  very  few  exceptions,  only  to  those 
able  to  pay  regular  hospital  costs  of  $22  to  $24  a 
day.  There  will  he  an  additional  charge  of  $65  for 
the  initial  examination,  laboratory  studies,  etc., 
and  additional  charges  will  also  he  made  for  such 
special  treatments  as  individual  psychotherapy, 
electric  and  insulin  shock,  and  so  forth. 

Day  Service 

The  Day  Service  program  is  to  provide  that  wide 
variety  of  services  customarily  provided  in-patients 
in  an  active  treatment  hospital  throughout  the  day- 
time hours.  It  provides  a combination  of  thera- 
peutic, educational,  rehabilitative  and  recreational 
services  carried  out  by  psychiatrically  trained  per- 
sonnel under  the  direct  supervision  of  its  psychia- 
trist-director. 

This  service  is  available  for  all  patients  who  can 
afford  it  and  who  will  benefit  therefrom.  It  is  not 
limited  to  the  lower  middle  income  group,  as  it 
duplicates  no  local  facility  provided  by  the  private 
physician.  Patients  are  taken  on  referral  from 
physicians.  When  indicated,  arrangements  can  be 
made  for  patients  to  continue  in  psychotherapy 
with  their  private  physicians  while  engaging  in  the 
Day  Service  program.  The  cost  of  this  service  is 
$5.00  a half-day,  $10.00  a day. 

Out-Patient  Department 
Butler  Clinic,  the  Out-Patient  Department  of 
Butler  Plealth  Center,  is  established  as  a service  to 
provide  psychiatric  treatment  for  patients  in  the 
low  middle  income  group.  There  is  available  in  the 
community  private  psychiatric  treatment  for  those 
able  to  afford  it  and  a State  Mental  Hygiene  Clinic 
for  those  unable  to  pay  anything.  Butler  Clinic  will 
exist  primarily  for  those  patients,  who,  though  un- 
able to  afford  private  psychiatric  treatment,  can 
afford  and  want  to  pay  something. 

The  determination  of  ability  to  pay  is  made  in 
each  case  by  an  experienced  social  case  worker, 


taking  into  consideration  all  aspects  of  family  in- 
come and  burden.  When  the  patient  is  able  to  pay 
for  private  psychiatric  treatment,  he  is  not  treated 
at  the  Clinic,  but  instead  is  referred  to  psychiatrists 
in  practice  in  Providence.  An  exception  to  this 
policy  will  occur  when  patients  are  referred  spe- 
cifically by  a private  physician  for  Butler  Clinic 
treatment.  If  the  patient  is  unable  to  pay,  he  is 
referred  to  the  State  Mental  Hygiene  Clinic. 

A fixed  fee  schedule  is  used  which  is  adjusted 
downward  where  the  fixed  fee  will  create  hardship. 
Fees  are  $10.00  for  psychotherapy,  $5.00  for  social 
case  work,  $25.00  for  psychological  studies,  and 
$5.00  for  group  psychotherapy. 


MEDICARE  REGULATIONS 

concluded  from  page  462 

d.  When  transfer  to  a semi-private  bed  from 
ward  accommodations  is  not  actually  made,  or 
when  the  patient  is  admitted  to  an  otherwise  elig- 
ible institution  which  furnishes  only  ward  accom- 
modations, it  is  not  the  intent  of  the  Government 
to  require  the  sponsor  or  the  dependent  to  pay  for 
the  total  cost  of  hospitalization.  Therefore,  the 
case  will  be  honored  for  payment  by  the  contractor 
without  reference  to  the  Executive  Director,  Office 
for  Dependents’  Medical  Care,  provided  the  con- 
tractor : 

( 1 ) Obtains  a statement  from  the  hospital  as  to 
why  semi-private  accommodations  were  not  fur- 
nished ; 

(2  ) Attaches  the  hospital’s  statement  to  the  per- 
tinent DA  Form  1863  ; and 

(3)  Submits  the  DA  Form  1863  with  the  re- 
quired statement  to  the  Executive  Director  with 
his  monthly  invoice  for  reimbursement  under 
Article  1,  Schedule  of  Administration  to  the  Con- 
tract. 


Gerber  Oration 

Wednesday , October  16 


24  hour  therapeutic 


blood  levels  with 


a single  (1  Gm.)  dose 


Kiex  Sulfamethoxypyridazine,  the  new,  long-acting  sulfona- 
mji,  now  enables  the  physician  to  attain  more  effective 
sui  therapy  with  these  unequaled  clinical  advantages  — 

U i DOSAGE1  —only  2 tablets  per  day. 

ID  ID  ABSORPTION1  — therapeutic  blood  levels  within  the 
he,  blood  concentration  peaks  within  2 hours. 

PI  LONGED  ACTION1— 10  mg.  per  cent  blood  levels  that 
peist  beyond  24  hours  on  a maintenance  dose  of  1 Gm. 

Bl  AD-RANGE  EFFECTIVENESS— particularly  efficient  in  uri- 
nc  tract  infections  due  to  sulfonamide-sensitive  organisms, 
in  Jding  E.  coli,  Aerobacter  aerogenes,  paracolon  bacilli, 
st  itococci,  staphylococci,  Gram-negative  rods,  diphtheroids 
ar  Gram-positive  cocci. 

*R  U.S.  Pat.  Off. 

L erle  laboratories  division. 


GREATER  SAFETY  — high  solubility,  slow  excretion  and  low 
dosage  help  avoid  crystalluria.  No  increase  in  dosage  is  rec- 
ommended; the  usual  precautions  regarding  sulfonamides 
should  be  observed. 

CONVENIENCE —the  low  maintenance  dosage  of  1 Gm.  (2 
tablets)  per  day  for  the  average  adult  offers  optimal  con- 
venience and  acceptance  to  patients. 

TABLETS:  Each  tablet  contains  0.5  Gm.  [7Vz  grains)  of  sul- 
famethoxypyridazine. Bottles  of  24  and  100. 

SYRUP:  Each  teaspoonful  (5  cc.)  of  caramel-flavored  syrup 
contains  250  mg.  of  sulfamethoxypyridazine.  Bottle  of  4 fl.  oz. 

(1)  Boger,  W.  P.;  Strickland,  C.  S.  and  Gylfe,  J.  M.:  Antibiot.  Med.  & 
Clin.  Ther.  3:378  (Nov.)  1956. 
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THE  PRESENT  DAY  TREATMENT  OF  INFERTILITY 

continued  front  page  448 

taring  apparatus  to  extremes  of  temperature.  This 
is  sometimes  found  in  athletic  coaches  who  wear 
athletic  supporters  many  of  their  waking  hours. 
We  recommend  that  the  jockey  type  of  underwear 
(skin-tight  underwear)  be  abandoned,  that  the  in- 
dividual abstain  from  strenuous  prolonged  activity 
in  too  much  clothing,  and  that  the  local  tempera- 
ture be  controlled  as  nature  meant  it  to  be.  For 
about  a decade  the  author  has  been  paying  attention 
to  the  possibility  of  a large  varicocele  interfering 
with  the  temperature  regulatory  mechanism  of  the 
scrotum  by  interfering  with  the  elasticity  of  the 
Cremasteric  muscles  in  one  sense  and  in  another, 
raising  the  temperature  of  both  gonads  by  the  prox- 
imity of  a large  column  of  stagnated  venous  blood. 
In  fact  in  three  out  of  seven  consecutive  cases  of 
husband  varicocelectomy,  the  wife  has  promptly 
conceived  within  one  to  four  months  after  the  sur- 
gery and  delivered  a normal  child.  Recently  this 
suspicion  of  incrimination  of  the  varicocele  has 
been  popularized  in  England  as  reported  by  Hanley 
of  London,  Young  of  Liverpool,  and  Tulloch  of 
Edinburgh.  The  latter  reports  30  patients  with 
varicocele,  10  of  whom  achieved  paternity  post- 
operatively,  10  who  have  greatly  improved  semen 
specimens,  and  10  who  have  failed  to  respond  thus 
far.  Among  the  10  who  achieved  paternity  were 
two  who  started  with  azoospermia.  Davidson  of 
London,  three  years  ago  reported  only  one  failure 
of  improvement  in  12  cases  of  varicocele  operation, 
and  this  man  improved  after  a secondary  operation 
for  a substantial  residual  varicocele.  5 of  the  12 
men  achieved  paternity.  Hanley  reported  5 preg- 
nancies in  the  wives  of  7 men  on  whom  he  did  bi- 
lateral epididymovastostomy  and  he  has  surgically 
repaired  large  varicoceles  by  a new  attack  via  liga- 
tion of  the  internal  spermatic  vein  at  the  level  of 
the  internal  inguinal  ring.  All  these  authors  em- 
phasize that  there  may  be  a delayed  reaction  of  one 
year  after  surgery  before  maximum  spermatogene- 
sis or  fertility  appears.  Thus  it  is  up  to  the  individ- 
ual who  says  that  there  is  little  that  can  he  done  for 
the  male  to  contradict  the  evidence  presented  by 
these  encouraging  figures. 

7.  Occasionally,  gonadotropin  or  testosterone 
therapy.  While  most  endoctrinologists  and  many 
pharmaceutical  houses  repeatedly  encourage  the 
use  of  hormonal  therapy  for  the  infertile  male,  its 
use  should  he  exhibited  only  occasionally.  Chori- 
onic gonadotropic  hormone  is  useful  in  our  hands 
only  in  those  individuals  who  have  a deficiency  in 
their  own  follicle-stimulating  hormone,  and  who 
have  on  testicular  biopsy  an  immature  testis.  Here 
we  have  three  children  in  men  who  started  in  with 
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no  spermatozoa  and  were  deficient  in  their  own 
pituitary  gonadotropins.  There  are  scattered  ref- 
erences in  the  literature  to  improvement  on  small 
doses  of  chorionic  gonadotropic  hormone,  and  little 
or  no  improvement  following  Equine  gonadotropic 
hormones. 

References  must  he  made  to  the  indiscriminate 
use  of  testosterone  therapy  to  promote  spermato- 
genesis. Over  a decade  ago  Heckel  showed  that 
the  administration  of  testosterone  proprionate  to  a 
normal  male  in  doses  of  25  milligrams  three  times 
a week  resulted  in  complete  azoospermia  in  that 
individual.  For  that  reason  it  does  not  seem  sound 
to  administer  this  medication  to  individuals  who 
have  normal  semen  specimens.  To  he  sure,  these 
men  recover  a normal  sperm  count  on  cessation  of 
the  medication.  Postulating  that  some  men  might 
improve  the  count  following  the  insult  or  depres- 
sion precipitated  by  testosterone,  some  authors  have 
sponsored  the  use  of  testosterone  proprionate  or 
even  methyl  testosterone  over  a long  period  of  time 
to  decrease  spermatogenesis.  The  subsequent  re- 
covery is  called  “The  Rebound  Phenomenon,’’  and 
has  achieved  some  prominence  in  the  medical  and 
lay  publications.  However,  the  majority  of  work- 
ers in  the  field  of  therapy  in  the  male  are  unable  to 
reproduce  the  startling  results  reported  by  one  or 
two  men,  and  in  fact  the  use  of  testosterone  therapy 
has  been  beneficial  in  less  than  four  per  cent  of  the 
reported  patients.  There  is  a suggestion  that  tiny 
doses  of  testosterone  over  a long  period  of  time  may 
maintain  or  slightly  improve  a testicle  which  is  on 
the  border  or  normal,  hut  this  remains  to  he  proved. 
Most  of  these  patients  can  be  advised  at  once  to 
abandon  treatment  and  hope,  yet  they  may  choose 
therapeutic  insemination  or  adoption  while  their 
wives  are  young  enough  to  conceive  or  adopt.  Tes- 
tosterone may  cause  irreversible  damage,  according 
to  Dorfman,  MacLeod  and  Charny.  Estrogen  has 
also  been  used  to  promote  the  so-called  “Rebound.” 
It  is  mentioned  only  to  be  condemned. 

8.  Surgical  testicular  biopsy;  epididymovastos- 
tomy; irrigation  of  the  ductus  deferens;  catheteriza- 
tion of  the  ejaculatory  ducts.  A testicular  biopsy 
remains  a very  useful  tool  for  promptly  labeling  a 
male  as  within  normal  limits  or  beyond  the  realm  of 
current  therapy.  With  one  single  correctly  per- 
formed, preserved,  and  interpreted  biopsy,  a fairly 
accurate  prognosis  can  he  made  in  trained  hands  as 
to  the  reproductive  capacity  of  the  patient.  There 
is  little  risk  and  relatively  little  expense  connected 
with  this  diagnostic  maneuver. 

Epididymovasostomy  deserves  considerable  com- 
ment for  here  again  the  American  literature  has 
been  somewhat  skeptical  in  its  report  of  this  highly 
recommended  therapeutic  procedure.  In  an  indi- 
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\idual  who  has  had  a bilateral  epididymitis  from 
gonorrheal  infection,  the  block  is  usually  in  the 
globus  minor.  Hence  by  making  an  incision  in  the 
epididymis  and  in  the  vas  and  demonstrating  pat- 
ency of  the  vas  by  passing  methylene  blue  one  per 
cent  aqueous  solution  through  that  channel,  one  can 
demonstrate  patency  to  and  through  the  urethra. 
If  there  are  living  spermatozoa  secured  in  the  fluid 
from  the  epididymis,  proved  microscopically,  a 
side-to-side  anastomosis  is  carried  out  between  the 
epididymis  and  the  vas.  While  one  recent  reviewer 
says  that  the  operation  carries  only  about  a four 
per  cent  salvage,  Bayle  of  Paris  reports  60  per  cent 
salvage,  and  several  American  workers  feel  that 
the  patient  has  one  chance  in  three  of  having  a suc- 
cessful surgical  result  ending  up  with  a child.  My 
own  experience  has  been  that  the  patient  has  the 
right  to  decide  whether  he  wishes  to  have  this  pro- 
cedure carried  out  or  not.  and  that  even  if  it  fails 
the  patient  and  his  wife  are  satisfied  that  everything 
that  could  be  done  has  been  done.  It  is  satisfying 
to  have  cases  with  11  children  from  men  who  were 
irrevocably  sterile  until  this  procedure  was  carried 
out. 

Irrigation  of  the  ductus  deferens  is  useful  in 
cases  of  agglutination  of  the  vas  or  seminal  vesicles 
and  once  in  a while  it  is  followed  by  the  appearance 
of  multiple  spermatozoa  in  a previous  sterile  semen 
specimen.  Carefully  done  it  is  relatively  atraumatic 
and  is  more  practical  as  a means  of  establishing 
patency  of  the  accessory  sexual  apparatus  than 
catherization  of  the  ejaculatory  ducts. 

Catherization  of  the  ejaculatory  ducts  is  not  very 
commonly  practiced  because  it  carries  with  it  a fair 
amount  of  trauma  to  the  prostatic  urethra  and  the 
delicate  ejaculatory  ducts  themselves.  It  has  one 
advantage  in  that  a radio  opaque  material  can  be 
insinuated  through  these  ducts  and  roentgenograms 
taken  to  determine  the  status  of  the  seminal  vesicles 
and  ducts  themselves. 

Study  of  the  Female 

As  in  the  male,  considerable  therapeutic  impor- 
tance is  attached  to  the  minimum  diagnostic  tests 
which  have  been  devised  for  exploring  the  female 
reproductive  potential.  Reference  to  Table  V will 
show  us  that  the  maneuver  of  tubal  insufflation  and 
endometrial  biopsy,  and  later  uterotubogram,  are 
all  minimum  diagnostic  procedures  in  chosen  cases 
which  all  carry  a relatively  high  rate  of  successful 
pregnancies  following  their  performance. 

TABLE  V 

Routine  Minimal  Diagnostic  Procedure  for  Wife 

I.  History  and  Physical  Examination 

II.  General  Laboratory  Examinations 
Blood  Wassermann 


Quick  Take 


or 

Slow  Growth? 

Your  reason  for  investing  makes 
a big  difference! 

We  can  tell  you  about  stocks 
which  have  fme  quick-profit  possibil- 
ities. But  they  won't  pay  for  your 
children's  education,  or  provide  re- 
tirement income  15  or  20  years  from 

now. 

And  ...  a promising  "long  haul 

investment  can  be  bitterly  disappoint- 
ing if  you  hope  for  a fast  capital  gain. 

That's  why  we  say:  know  your 
purpose  of  investing  ...  and  be  sure 
the  stocks  you  buy  really  fit  that 
purpose. 

How  can  you  be  sure?  One  easy 
way  is  to  ask  us  for  help. 

We'll  gladly  suggest  good  stocks 
to  fit  any  purpose  you  name  and  any 
amount  you  want  to  invest.  There's  no 
charge  or  obligation  for  these  recom- 
mendations. Your  request  will  be  held 
in  confidence.  Just  write  us,  or  tele- 
phone GAspee  1-7100. 


Davis  & Davis 

Members  New  York  Stock  Exchange 

GROUND  FLOOR,  TURKS  Im- 
providence, R.  I.- GAspee  1-7100 

Market  Summaries:  GAspee  1 
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Complete  blood  count,  including  sedimenta- 
tion rate  if  there  is  a high  white  blood  count 
Urinalysis 

III.  Basal  Metabolism 

IV.  Tubal  Insufflation 

V.  Endometrial  biopsy 

VI.  Miscellaneous  Diagnostic  Tests 

Intracervical  post-coital  examination 
Incompatibility  test  with  cervical  mucus  and 
semen 

Cervical  smear — Gram  stain 

Vaginal  hanging  drop  and  stained  smear 

VII.  Ovulation  Timing 
Endometrial  biopsy 
Basal  body  temperature 

1.  History  and  physical  examination.  Here,  as 
in  the  male,  a complete  history  should  be  taken  by 
the  current  examiner  including  attention  to  the 
menstrual  dates,  premarital  and  marital  experience, 
contraception,  occupational  factors,  habits,  diet, 
and  past  operations,  accidents  and  illnesses.  Like- 
wise, the  physical  examination  must  be  complete 
from  head  to  foot  with  particular  attention  to  ab- 
normalities of  hair  distribution  and  fat  distribution, 
and  the  presence  of  abdominal  scars.  Pelvic  exam- 
ination should  note  the  size,  shape  and  position  of 
the  external  and  internal  genitalia,  with  particular 
study  for  the  presence  or  absence  of  infections, 
either  specific  or  nonspecific.  Occasionally  Tricho- 
monas and  Monilia  are  factors  in  infertility  by 
preventing  frequency  of  coitus  due  to  dyspareunia, 
precipitated  by  these  organisms.  Chronic  cervicitis 
must  be  searched  for  and  eradicated. 

A routine  laboratory  procedure  such  as  blood 
Wassermann,  complete  blood  count,  sedimentation 
rate,  and  urinalysis  are  so  well  documented  in  all 
investigations  of  all  patients  that  no  further  com- 
ment will  be  made  here,  except  that  they  should  not 
be  overlooked.  An  occasional  case  of  unsuspected 
diabetes,  tuberculosis  of  the  Fallopian  tubes,  or, 
more  seriously,  venereal  disease  will  be  uncovered 
by  these  routine  procedures. 

As  far  as  the  basal  metabolic  rate  is  concerned, 
the  same  principles  apply  to  the  female  as  to  the 
male,  particularly  as  regards  the  judicious  use  of 
thyroid  for  empiric  trial.  Despite  several  authors 
who  refer  to  the  “thyroid  myth”  and  despite  the 
skepticism  of  certain  internists  who  do  not  feel  that 
thyroid  is  skillfully  used  by  those  treating  infertil- 
ity, there  is  a place  for  the  use  of  thyroid  in  ade- 
quate dosage.  No  harm  will  come  from  the  admin- 
istration of  thyroid  under  supervision.  One  must 
not  overlook  the  fact  however,  that  occasionally  a 
patient  is  seen  who  has  been  introduced  to  thyroid 
by  a previous  doctor,  and  no  one  has  bothered  to 
tell  him  to  stop  the  medication.  In  some  instances 
patients  have  taken  three  or  four  grains,  or  in  one 
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instance  seven  grains  of  thyroid  a day,  for  more 
than  four  years.  It  is  well  known  that  thyroid  by 
mouth  inhibits  one’s  own  thyroid  gland,  and  that 
following  its  withdrawal  orally  the  thyroid  gland 
is  slow  to  take  over  its  previously  normal  function. 
Thus  one  must  not  he  misled  by  exaggeration  of 
symptoms  following  the  cessation  of  all  thyroid  and 
have  the  courage  to  withhold  medication  for  four 
to  six  weeks.  Here  again  in  the  habitual  aborter 
population  the  supervised  administration  of  thyroid 
is  not  only  indicated,  but  is  almost  essential,  as 
popularized  by  Javert  and  others.  In  the  Hughes 
and  Lloyd  pre-conceptional  clinic  in  Syracuse, 
thyroid  is  recommended  before  conception,  and 
during  it,  in  the  habitual  abortion  group. 

Tubal  patency  test  (Rubin’s  test,  insufflation  of 
the  tubes).  Probably  the  most  important  single  test 
carried  out  in  the  female  patient  complaining  of 
infertility  is  the  tubal  patency  test  (Rubin’s  test), 
or  trans-tubal  insufflation  with  carbon  dioxide  gas. 
It  is  to  be  emphasized  that  this  test  should  not  be 
carried  out  with  room  air  as  it  is  a potent  source  of 
fatal  air  embolus,  and  each  year  one  or  more  cases  of 
death  in  young  healthy  women  who  have  been  so 
treated  are  reported.  The  test  is  best  carried  out 
during  the  ovulatory  period  (normally  between  the 
12  to  18  day  of  a 28-day  cycle).  It  is  to  be  avoided 
during  the  first  three  days  after  the  cessation  of 
menses,  and  within  three  days  of  the  expected 
menses  as  well  as  in  the  presence  of  vaginal  infec- 
tion, cervicitis,  or  disease  of  the  tubes,  pelvis,  or 
peritoneum. 

Most  authors  now  consider  tubal  insufflation 
therapeutic  as  well  as  diagnostic,  and  also  agree  that 
it  is  the  procedure  of  choice  and  should  always 
precede  hysterosalpingography.  There  is  no  doubt 
that  hysterosalpingography  may  promote  a higher 
conception  rate  when  it  is  routinely  used  than 
when  patients  are  treated  only  with  carbon  di- 
oxide insufflation.  One  must  not  overlook  how- 
ever, the  hazards  of  introducing  a foreign  body 
even  though  it  be  a sterile  oil  into  the  delicate  lumen 
of  the  Fallopian  tube.  Almost  a decade  ago  Campos 
da  Paz  of  Rio  de  Janeiro  pointed  out  that  insuffla- 
tion and  hysterosalpingography  should  both  be  rou- 
tinely used  since  neither  is  superior  and  they  are 
complementary.  At  any  rate  the  present  day  treat- 
ment of  human  infertility  must  include  the  ingenu- 
ous Rubin  test  carefully  executed  in  all  patients. 
I f two  or  more  tests  are  unsatisfactory,  the  patient 
should  be  considered  as  a candidate  for  X-ray  vis- 
ualization of  the  tubes.  While  there  has  been  a 
marked  swing  towards  aqueous  media  for  sal- 
pingography. the  best  liquid  for  this  test  is  still  an 
opaque  oil  which  allowrs  careful  delineation  of  the 
uterine  cavity  and  the  tortuosity  of  the  salpinges. 
It  is  also  useful  since  it  makes  possible  the  study  of 
the  spill  of  the  fluid  in  the  24-hour  film.  Weir  of 
Cleveland,  offered  an  ingenuous  method  of  accel- 
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erating  the  study  of  the  24-hour  spill  by  suggestion 
that  after  the  introduction  of  three  to  six  cc.  of  oil 
which  demonstrates  filling  of  the  uterine  cavity  and 
the  Fallopian  tubes,  that  the  patient  he  placed  on 
her  side.  This  technique  consists  of  having  the  pa- 
tient lie  on  the  right  side  for  five  minutes  and  then 
on  the  left  side  for  five  minutes.  After  assuming 
the  lithotomy  position  another  film  is  taken  and  the 
spill  of  oil  through  the  pelvis  can  he  demonstrated 
on  the  initial  visit  obviating  the  necessity  for  a 24- 
hour  film.  This  is  particularly  valuable  when  the 
patient  comes  from  fifty  or  more  miles  away.  Fur- 
thermore, proper  use  of  the  established  oils  is  rarelv 
attended  by  pain  whereas  the  newer  substances  are 
more  painful  according  to  patients  who  had  both 
tests. 

Current  attacks  on  blocked  tubes  include  surgery, 
repeated  tubal  insufflation,  pelvic  heat,  and  anti- 
spasmodics.  In  the  last  year,  two  or  three  authors 
have  reported  Cortisone  as  being  useful  in  opening 
such  tubes,  and  one  author  reports  23  pregnancies 
from  100  cases  selected  because  of  no  ascribable 
cause  of  infertility  who  were  given  a course  or  two 
of  Cortisone.  Grant  of  Australia  and  Sharman  of 
Scotland  have  also  demonstrated  that  repeated  tu- 
bal insufflation  coupled  with  pelvic  heat  and  sexual 
rest  has  permitted  blocked  tubes  to  be  made  patent. 
Grant  reports  18  per  cent  of  pregnancies  after 
repetitive  gas  treatment  against  22.2  per  cent  after 
surgery. 

Tubal  surgery.  In  the  average  case  where  the 
husband  is  within  normal  limits  and  the  wife  is 
normal,  except  for  repeated  finding  of  non-patent 
tubes,  tubal  surgery  should  be  discussed.  Rather 
than  have  the  surgeon  or  doctor  suggest  to  the  pa- 
tient that  this  method  is  rarelv  followed  by  preg- 
nancies it  is  best  to  let  the  patient  decide.  While  the 
figures  last  year  in  two  review  articles  indicate  that 
the  best  percentage  of  pregnancies  is  between  20 
and  24  per  cent,  it  still  behooves  the  physician  to 
present  these  figures  to  the  couple  and  let  them  de- 
cide whether  they  wish  to  take  that  chance  of 
achieving  a full-term  pregnancy,  rather  than  aban- 
don all  hope.  Here  again,  as  in  blocked  male  tubes, 
even  though  the  procedure  fails,  the  couple  is 
usually  satisfied  that  they  chose  to  have  the  attempt 
made  to  treat  tubal  blocks.  It  should  be  immedi- 
ately pointed  out,  however,  that,  since  the  majority 
of  specialists  who  attack  non-patent  tubes  do  10  or 
less  operations  a year,  the  average  surgeon  should 
not  attempt  to  tackle  reconstructive  tubal  surgery. 
In  734  surgeons  who  responded  to  a questionnaire 
on  the  results  of  tuboplasty,  only  11  per  cent  had 
done  more  than  10  such  operations.  One  of  the 
goals  of  the  modern  treatment  of  infertility  should 
be  to  direct  the  patients  with  tubal  closure  to  teach- 


475 


AUGUST,  1957 

ine  centers  or  those  men  who  have  hacl  considerable 
experience  in  the  surgical  attack  on  non-patent 
tubes.  Just  as  one  would  not  normally  select  an 
abdominal  surgeon  to  remove  his  cancer  of  the 
lung,  likewise  one  should  not  expect  the  thyroid 
surgeon  or  the  average  general  surgeon  to  he  skill- 
ful in  adjusting  the  delicate  structures  within  and 
around  the  Fallopian  tubes  as  expertly  as  a gyne- 
cologist or  obstetrician  who  had  devoted  consider- 
able surgical  training  to  a planned  attack  on  blocked 
tubes.  The  selection  of  cases  should  he  stringent 
also. 

Finally  we  must  not  overlook  the  fact  that  the 
proper  treatment  of  tubal  disease  is  its  prevention. 
Thus  the  medical  profession  cannot  be  too  arduous 
in  its  efforts  to  educate  the  young  and  unmarried  as 
well  as  the  newly  married,  that  venereal  disease 
often  causes  blocked  tubes,  male  and  female.  If  the 
sexual  promiscuity  depicted  by  Professor  Sorokin 
of  Harvard  as  rampant  in  the  United  States  in  1957 
is  to  continue  unbridled  the  family  doctor,  as  well 
as  the  parents,  must  beat  the  drum  more  vigorously 
in  proclaiming  the  hazards  of  promiscuity  as  result- 
ing in  infertility  if  not  something  worse. 

Disorders  of  the  cervix.  Chronic  cervicitis  is 
best  treated  by  thorough  cauterization  with  subse- 
quent gentle  dilatation  of  the  cervical  canal.  Dis- 
orders of  cervical  function,  the  result  of  insufficient 
estrogenic  effect,  is  treated  by  the  administration  of 
0.1  or  0.25  milligrams  of  estrogenic  hormone  for 
100  days.  Occasionally  severely  lacerated  cervices 
are  improved  by  plastic  surgery  excising  the  scar 
and  restoring  the  cervix  to  its  normal  contour. 
Conization  of  the  cervix  is  rarely  indicated  in  the 
relief  of  chronic  cervicitis,  and  its  popularity  has 
declined  markedly  in  the  past  decade.  Stenosis  of 
the  cervix  must  be  treated  by  the  hospital  admission 
and  a gentle,  but  thorough  dilatation,  followed  by 
two  subsequent  dilatations  in  the  office  at  about 
10  days  intervals. 

Endometriosis.  Endometriosis  which  exists  in 
about  a third  of  women  in  the  childbearing  age  who 
complain  of  infertility  is  best  treated  by  prompt, 
active  and  vigorous  surgery,  leaving  behind  the 
necessary  structures  for  reproduction,  to  wit : one 
or  more  ovaries,  one  or  more  tubes,  the  uterus  and 
the  cervix.  Conservative  surgery  for  these  struc- 
tures in  couples  where  the  husband  is  within  normal 
limits  may  result  in  a pregnancy  salvage  as  high  as 
42  per  cent.  In  certain  instances  the  endometriosis 
is  held  in  check  or  inhibited  by  the  administration 
of  methyl  testosterone  10  milligrams  sublingually 
daily  for  100  days.  A second  course  of  treatment 
may  be  given.  Small  doses  are  superior  to  large. 
It  is  not  suggested  that  estrogen  be  used  to  treat 
endometriosis  for  it  is  often  followed  by  trouble- 
some bleeding,  and  former  supporters  of  that  type 
of  treatment  have  withdrawn  their  enthusiasm 
for  it. 
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Disorders  of  ovarian  function.  \\  hen  the  ovary 
is  affected  by  a disorder  known  as  bilateral  poly- 
cystic ovaries  which  usually  presents  itself  with 
amenorrhea,  hirsutism,  obesity  and  infertility,  sur- 
gery is  generally  indicated.  A wedged-shape  re- 
section of  both  ovaries  is  carried  out  in  a fairly 
bloodless  field,  and  here  60  per  cent  of  the  patients 
can  be  expected  to  ultimately  bear  children,  and  80 
per  cent  have  restoration  of  normal  menses.  The 
technique  is  simple  and  available  in  the  writings  of 
I.  F.  Stein,  Sr.,  and  almost  all  gynecological  sur- 
gery textbooks.  In  those  patients  who  have  too  few 
periods  cyclic  hormonal  therapy  often  promotes 
regular  menses  while  the  medication  is  being  given, 
and  occasionally  the  rest  given  the  patient’s  own 
gonads  will  be  followed  by  one  or  two  normal  pe- 
riods in  which  ovulation  takes  place  and  fertility 
given  a chance.  In  general  however,  the  administra- 
tion of  hormones  to  the  female  complaining  of  in- 
fertility is  as  useless  as  previously  described  in  the 
male.  In  fact,  Heller,  Sturgis,  Davis,  Williams, 
and  Simmons  have  all  said  many  times  that  there  is 
little  place  for  the  use  of  hormones  in  the  treatment 
of  human  infertility.  Despite  this,  many  pharma- 
ceutical houses  and  many  endocrinological  articles 
continue  to  recommend  the  use  of  hormones.  It  is 
in  fact  apparent  that  in  some  instances  the  inju- 
dicious use  of  hormones  does  more  harm  than  good. 

Disorders  of  the  uterus.  When  it  is  established 
that  the  uterus  is  distorted  by  benign  tumors  such 
as  fibroids,  elective  myomectomy  in  good  hands 
carries  with  it  a salvage  as  high  as  a 40  per  cent 
correction  in  infertility  cases.  Today  the  risk  from 
such  surgery  is  minimal,  and  again  the  patient 
should  be  allowed  to  make  the  choice  for  or  against 
conservative  surgery  if  it  is  apparent  that  the  tu- 
mors are  interfering  with  the  normal  process  of 
fertility.  Malposition  of  the  uterus  should  be  at- 
tacked surgically  after  two  years  of  fruitless  mar- 
riage, and  after  attempts  have  been  made  to  replace 
the  uterus  manually.  Here  a careful  D&C  is  carried 
out  followed  by  an  exploratory  laparotomy  and  re- 
lease of  adhesions  around  the  tubes,  ovaries  and  the 
back  of  the  uterus  and  a routine  uterine  suspension 
carried  out,  the  method  preferred  by  the  author, 
the  Olshausen  type  of  procedure.  In  good  hands 
this  procedure  is  followed  by  a pregnancy  salvage 
as  high  as  75  per  cent,  despite  certain  authors  who 
say  that  there  is  no  place  for  the  use  of  suspension 
of  the  uterus.  A plea  is  made  that  all  cases  be  de- 
cided upon  their  own  merits. 

General  measures.  As  in  the  male,  the  female 
should  have  correction  of  faulty  habits  such  as  ex- 
cessive smoking,  and  alcoholic  consumption,  as  well 
as  faulty  diet  depleted  in  vitamins,  minerals,  and 
protein.  The  exhibition  of  adequate  thyroid  hor- 
mone is  indicated  in  many  patients  particularly  if 
the  metabolism  is  lower  than  minus  20  per  cent. 
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The  correction  of  anemia  by  administration  of  iron 
is  of  course  a necessity.  Correction  of  habits  of 
sleep,  and  suitable  advice  about  the  timing  of  inter- 
course is  practical  also.  Here  attention  to  carefully 
recorded  basal  body  temperature  curves  will  allow 
the  patients  and  the  doctor  to  select  the  fertile  week. 
-It  is  a mistake  to  try  to  point  out  a fertile  day.  Many 
of  the  charts  indicate  that  the  optimum  time  of  fer- 
tility is  following  the  rise  on  the  temperature  chart 
when  in  fact  ovulation  has  already  occurred  and 
the  low  point  on  the  chart  is  the  optimum  time  for 
conception.  Thus  the  best  advice  is  to  recommend 
intercourse  during  the  days  11,  13,  15,  or  12,  14,  16 
of  a 28-day  cycle. 

In  rare  cases  where  the  sperm  do  not  survive  in 
the  cervical  mucus  under  any  measure  and  the  hus- 
band has  a normal  semen,  insemination  with  the 
husband’s  semen  by  placing  it  into  the  cervical  canal 
will  be  followed  by  conception.  It  is  much  more 
likely,  however,  that  there  is  some  other  reason  for 
the  sperm  not  living  there,  and  correcting  the  cervi- 
cal contamination  by  antibiotics  is  said  to  improve 
that  possibility.  Space  does  not  permit  all  the  rami- 
fication of  treatment  indicated  in  selected  cases,  but 
an  over-all  attempt  has  been  made  to  show  that  the 
minimum  diagnostic  studies  are  in  effect  all  ther- 
apy. Success  will  follow  the  couple  and  the  physi- 
cian who  carry  out  these  minimum  diagnostic  pro- 
cedures in  a higher  number  of  cases,  than  if  they 
are  not  done. 

CONCLUSIONS 

An  effort  has  been  made  to  indicate  how  the  ju- 
dicious use  of  diagnostic  maneuvers  in  the  study  of 
the  infertile  couple  may  also  prove  to  be  of  thera- 
peutic value  and  must  necessarily  be  applied  first. 
Subsequent  treatment  depends  upon  the  findings  in 
each  partner.  Attention  is  directed  to  combating 
poor  nutrition,  deficient  thyroid,  excessive  smok- 
ing, and  alcoholic  consumption  and  obesity.  Atten- 
tion to  the  fertile  time  of  the  cycle  is  a primary 
requisite.  All  the  maneuvers  offered  to  the  primary 
sterility  case  are  also  useful  in  couples  subjected  to 
repeated  miscarriages  or  abortion.  Such  courage- 
ous couples  will  try  again  and  again  in  the  face  of 
disappointment  and  are  entitled  to  anything  our 
therapy  has  to  offer,  but  they  must  also  be  shielded 
from  the  indiscriminate  and  often  ill-advised  shot- 
gun type  of  treatment.  Some  must  lie  gently  ad- 
vised to  give  up  if  their  medical  situation  indicates 
such  council. 

Those  trained  in  combating  infertility  must  be 
bold  enough  to  offer  surgery  to  the  husband  or  the 
wife  when  it  is  indicated,  and  be  sure  to  point  out 
that  it  is  an  elective  item  about  which  the  couple 
may  wish  to  have  some  voice  in  the  decision.  It  is 
unjust  for  the  surgeon  to  deny  the  patient  the  right 
to  choose  this  elective  surgery,  and  if  he  has  per- 
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PHYSIOLOGIC  PRINCIPLES  OF  SUR- 
GERY. Edited  by  Leo  M.  Zimmerman,  M.D. 
and  Rachmiel  Levine,  M.D.  W.  B.  Saunders 
Company,  Phil.,  1957.  $15.00 

The  application  of  physiological  principles  and 
research  to  the  problems  of  general  surgery  is  not 
a unique  attribute  of  the  current  scene.  There  is  no 
doubt,  however,  that  the  extensive  use  of  the  dis- 
ciplines of  the  experimental  laboratory  in  surgery, 
which  began  shortly  after  the  First  World  War, 
has  reached  its  zenith  since  the  Second.  The  sur- 
gical research  laboratories  of  this  country  are 
responsible  for  a considerable  portion  of  the  con- 
tributions in  general  physiology.  The  influence  in 
this  direction  of  the  American  Board  of  Surgery 
and  the  Forum  on  Fundamental  Surgical  Prob- 
lems of  the  American  College  of  Surgeons  is  ap- 
preciable. 

A characteristic  phenomenon  of  this  period  is 
the  appearance  of  textbooks  devoted  to  surgical 
physiology.  That  of  Zimmerman  and  Levine  is  a 
notable  addition  in  this  category.  Unlike  at  least 
one  predecessor,  this  is  a multiple  author  text.  The 
senior  authors  are,  respectively,  a surgeon  (Zim- 
merman) and  a physiologist  (Levine).  They  have 
commissioned  experts  in  the  various  fields  to  write 
the  individual  chapters.  Among  the  galaxy  of  fifty 
authors  are  stars  of  especial  brilliance  such  as 
Bradford  Cannon,  Ralph  Colp,  Oliver  Cope,  How- 
ard Frank,  R.  K.  Gilchrist.  Hans  Popper,  Edwin 
Pulaski,  A.  Steindler  and  Richard  Sweet,  to  name 
but  a few. 

The  text  is  comprehensive,  well-written  and  in- 
deed compendious  in  scope.  Besides  being  a valu- 
able addition  to  the  library  of  every  surgeon,  it 
will  no  doubt  prove  to  be  indispensable  to  the  sur- 
gical resident  and  to  the  candidate  for  board  cer- 
tification. 

Seebert  J.  Goldowsky,  m.d. 

THE  COM  PLEAT  PEDIATRICIAN  by  Wil- 
burt  C.  Davison  & Jeana  Davison  Levinthal.  7th 
ed.  Duke  University  Press,  Durham,  N.  C., 
1957.  $4.25 

This  standard  pediatric  text  has  been  completely 
rewritten  for  the  seventh  time.  It  is  not  a book  that 
is  intended  to  be  read  through,  but  rather  it  is  a 
condensed  presentation  of  all  aspects  of  pediatrics. 


It  is  intended  to  be  used  as  a kind  of  prop  for  the 
failing  memory,  and  in  this  respect,  it  is  excellent. 
Nowhere  else  can  a large  number  of  facts  be  found 
with  such  speedy  efficiency. 

Robert  M.  Lord,  Jr.,  m.d. 

ALBERT  SCHWEITZER.  THE  STORY  OF 
HIS  LIFE  by  Jean  Pierhal.  Philosophical  Li- 
brary, N.Y.,  1957.  $3.00 

This  delightful,  new’  authorized  biography  of 
this  most  unusual  man  is  written  in  a gentle,  easy 
style  and  a major  portion  of  the  book  deals  with 
his  early  childhood  and  his  life  through  the  years 
preceding  the  first  World  War.  It  is  illustrated 
with  interesting  photographs  and  the  biographical 
text  is  interspersed  with  quotations  from  the  vari- 
ous writings  of  Doctor  Schweitzer. 

While  it  is  likely  that  those  who  are  familiar 
with  the  life  of  Albert  Schweitzer  will  find  little 
new  in  this  small  biography,  all  will  enjoy  the  very 
easy  and  fluid  style  in  which  this  book  is  written. 

Charles  L.  York,  m.d. 

TEXTBOOK  OF  PATHOLOGY  WITH  CLIN- 
ICAL APPLICATIONS  by  Stanley  L.  Rob- 
bins, M.D.  W.  B.  Saunders  Co.,  Phil.,  1957. 
$18.00 

This  is  a comprehensive  and  well-written  text- 
book of  pathology.  It  is  equally  valuable  to  the 
medical  student  studying  pathology,  as  it  is  to  the 
practitioner  in  need  of  a reference  book. 

The  format  of  the  book  is  practical.  The  early 
chapters  are  devoted  to  the  “presentation  of  general 
basic  principles”  and  the  later  chapters  on  “individ- 
ual organs  or  systemic  involvements  comprise  ap- 
plications of  these  basic  principles.”  The  major 
pathologic  descriptions  are  printed  in  special  type 
in  order  to  emphasize  their  importance  and  to  en- 
able the  ready  identification  of  this  important  ma- 
terial. The  bibliography  is  quite  good.  Each  ref- 
erence is  followed  by  pertinent  observations. 

The  author’s  style  of  writing  is  pleasant  and  in- 
teresting. All  too  frequently,  the  authors  of  text- 
books plagiarize  each  other  and  perpetuate  old 
cliches,  which  if  not  incorrect,  at  least  do  not 
deserve  repetition.  In  this  book,  the  author  tends 
to  evaluate  objectively  controversial  subjects  and 
to  summarize  them  in  an  easily  understood  form. 

continued  on  page  483 
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NEW  TRENDS  IN  MEDICAL  RECORD  ADMINISTRATION 

AND  EDUCATION* 

Helen  L.  Murdock,  R.R.L. 


The  Author.  Helen  L.  Murdock,  R.R.L. , Chief  Med- 
ical Record  Librarian.  The  Memorial  Hospital. 
Pawtucket;  Immediate  Past  President,  Rhode  Island 
Association  of  Medical  Record  Librarians. 


The  author  of  The  Doctors  Mayo  tells  us  that 
just  fifty  years  ago  Doctor  Henry  Plummer 
revised  the  record  system  at  the  Mayo  Clinic.  Be- 
fore he  went  ahead  with  this  project,  he  studied  the 
problem  for  a whole  year,  went  traveling  to  see 
what  others  were  doing,  and  since  he  found  no  help 
among  medical  men.  he  turned  to  business  and  in- 
dustry for  ideas.  According  to  the  author  of  the 
hook,  the  system  that  he  developed  for  that  clinic 
became  a model  for  medical  records.  Each  patient 
was  given  a number  upon  arrival  which  was  to 
remain  his  number  in  all  subsequent  medical  con- 
tacts with  the  clinic,  and  an  envelope  hearing  that 
number  was  set  up  in  a central  file.  Then  all  in- 
formation that  accumulated  concerning  the  patient 
was  put  in  that  envelope.  The  record  was  then 
available  to  all  doctors  of  the  clinic,  and  whenever 
it  was  removed  from  the  file,  a charge  card  was  put 
in  its  place  on  which  was  stated  the  whereabouts  of 
the  record.  Cross  indexing  was  introduced  accord- 
ing to  surgical  technique,  surgical  results,  and 
pathological  findings.  The  vital  point  is  not  whether 
or  not  this  was  the  actual  origin,  but  that  what  we 
consider  up-to-date  methods  were  employed  at  that 
time. 

I am  using  the  word  “new”  in  my  title  to  mean 
fairly  recent,  since  our  conditions  vary  from  hos- 
pital to  hospital.  The  value  of  the  word  “new" 
depreciates  as  one’s  experience  increases.  Many 
methods  that  are  quite  old  may  be  well  worth  con- 
tinuing, while  some  very  new  ones  will  not  survive 
beyond  the  experimental  stage.  Therefore,  I am 
including  some  trends  that  have  been  tried  and 
found  worthwhile,  as  well  as  one  or  two  that  are 
still  in  the  theoretical  stage. 

Like  Doctor  Plummer,  we  turn  to  business  and 
industry  for  means  of  improving  our  methods  for 

*Presented  at  the  Annual  Meeting  of  the  Rhode  Island 
Association  of  Medical  Record  Librarians,  May  1,  1957, 
at  the  Rhode  Island  Medical  Society  Library,  Provi- 
dence, Rhode  Island. 


handling  medical  records.  Because  the  business 
organizations  usually  have  more  money  for  equip- 
ment than  do  hospitals,  they  are  able  to  lead  us  in 
the  use  of  mechanical  devices.  The  electric  type- 
writer. for  instance,  is  not  a new  machine.  It  has 
been  used  in  industry  for  years,  but  it  is  now  mov- 
ing into  hospital  use  extensively.  A medical  stenog- 
rapher claims  that  with  the  electric  typewriter  she 
is  no  more  tired  at  the  end  of  the  day  than  she  was 
at  noontime  with  the  manual  machine,  and  she 
accomplishes  more.  The  copies  look  so  neat  that 
she  feels  great  satisfaction  in  her  work,  which  in 
itself  is  an  asset. 

Central  Dictating  Systems 

Central  dictating  systems  are  becoming  more  and 
more  popular,  replacing  the  individual  dictating 
units  at  various  stations  about  the  hospital.  One  or 
more  recording  machines  may  he  placed  at  a central 
point,  such  as  the  Medical  Record  Department,  and 
with  audible  signals  to  inform  her  when  the  ma- 
chine needs  attention,  the  operator  may  he  perform- 
ing other  duties  while  she  is  caring  for  the  machine. 
This  system  appeals  to  the  doctors  for  the  reason 
that  they  may  dictate  from  any  point  in  the  hospital 
instead  of  going  to  a station  where  there  is  a dictat- 
ing unit.  1 f the  dial  system  is  in  use  in  the  hospital, 
arrangements  may  he  made  for  dictation  to  be  done 
through  the  regular  phones.  Otherwise  special  dial 
phones  may  he  provided  in  the  places  most  con- 
venient to  the  doctors.  If  funds  are  available  to 
install  such  a system,  it  may  save  the  doctors  many 
steps,  their  dictation  may  he  done  more  promptly, 
and  the  recordings  will  he  near  at  hand  so  the  ste- 
nographers may  have  the  recording  just  as  soon 
as  it  is  completed. 

Photostatic  equipment  is  coming  into  more  gen- 
eral use.  It  is  much  quicker  than  the  older  method 
of  abstracting  records.  There  is,  however,  the  pos- 
sibility that  more  information  may  he  given  to  non- 
medical people  than  should  he  given.  Many  hos- 
pitals now  own  their  own  equipment  and  copy 
records  regularly  in  this  way. 

Microfilming  of  records  has  been  in  vogue  for 
some  time,  but  there  is  now  a tendency  in  the  direc- 
tion of  the  unit  card  system.  Instead  of  a continu- 
ous roll  of  film  containing  the  records  of  many 
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patients,  each  patient  has  a card  of  his  own  on 
which  the  images  of  each  part  of  his  record  appear 
and  may  be  added  to.  Although  there  is  more  ex- 
pense involved  in  the  unit  card  system,  it  is  much 
more  convenient  to  use,  especially  when  a research 
project  is  being  carried  on.  In  some  communities 
there  is  a swing  away  from  microfilming  entirely, 
and  toward  the  condensation  of  records.  The  value 
of  this  would  depend  upon  the  extent  and  accuracy 
of  the  condensed  material.  However,  with  the  cost 
of  adequately  trained  employees  and  materials,  it 
might  he  surprising  how  nearly  the  expense  of  this 
method  would  approach  the  cost  of  microfilming. 

For  the  filing  of  records,  the  metal  shelf  cabinets 
are  replacing  the  cabinets  with  drawers.  There  is 
a tremendous  saving  in  floor  space  since  it  is  no 
longer  necessary  to  allow  for  the  drawer  to  pull  out. 
The  shelf  cabinets  also  utilize  more  space  verti- 
cally. They  are  convenient  and  pleasant  for  the 
girls  who  file  the  records.  Some  of  the  shelf  cab- 
inets have  doors  on  the  shelves  which  keep  the 
records  clean  and  free  from  dust.  The  open  shelf 
files  are  perhaps  becoming  more  popular  in  large 
hospitals  because  they  are  more  convenient  to  use, 
and  all  guides  are  visible  at  the  same  time.  This  is 
particularly  valuable  in  the  terminal  digit  system 
which  continues  to  be  used.  Another  filing  method 
that  may  be  a distinct  time  saver  in  large  hospitals 
is  the  automatic  card  finding  system.  With  the 
pushbutton  machine  in  front  of  her,  the  operator 
may  have  thousands  of  cards  within  her  reach  with- 
out even  moving  her  chair. 

Punch  Card  System 

The  punch  card  system  is  finding  its  way  into 
large  hospitals,  clinics  and  tumor  registries.  The 
system,  itself,  is  not  new,  but  its  application  to 
medical  institutions  is  increasing  now  because  of 
the  heavier  work  load,  and  because  more  funds 
have  been  made  available  in  some  instances.  There 
are  the  electrical  machines  which  handle  great  vol- 
umes of  work,  which  are  appropriate  for  large 
institutions,  and  then  for  smaller  institutions,  a 
hand  punch  method  will  be  found  less  expensive 
and  quite  serviceable.  4 he  punch  card  system  elim- 
inates the  human  error  connected  with  the  compil- 
ing of  statistics,  as  well  as  cutting  down  the  per- 
sonnel requirements  materially. 

The  punch  card  system  and  electronic  statistical 
machines  replace  typewriters  and  adding  machines 
in  the  Professional  Activity  Study  of  the  Commis- 
sion on  Professional  and  Hospital  Activities,  Inc., 
which  is  a new  system  for  comparing  clinical  in- 
formation taken  from  hospital  records.  The  pur- 
pose of  this  system  is  to  provide  the  physicians  with 
valid  statistics  which  they  may  use  for  study  to 
improve  their  methods  in  the  care  of  patients.  This 
is  described  in  detail  in  an  article  in  the  April,  1957 
issue  of  the  Journal  of  the  American  Associa- 

continued  on  next  page 
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tion  of  Medical  Record  Librarians.  It  elim- 
inates the  manual  posting  to  card  indexes,  and  the 
making  of  analysis  sheets.  It  is  reputed  to  provide 
an  increased  amount  of  information  at  a reduced 
cost  of  production. 

The  system  functions  in  an  orderly  way  and  sup- 
plies information  promptly.  After  the  patient’s 
discharge  and  completion  of  the  chart,  the  Medical 
Record  Department  prepares  an  abstract  of  the 
entire  record  on  a form  especially  designed  for  this 
purpose.  The  abstracts  accumulate  to  about  one 
hundred  and  are  then  sent  to  Ann  Arbor,  Michigan, 
where  the  information  is  taken  off  by  punch  card 
system  for  the  preparation  of  regular  monthly  and 
semiannual  reports  which  are  returned  promptly  to 
the  hospital  upon  receipt  of  all  records  of  a given 
working  period.  The  information  consists  of  basic 
patient  data,  diagnoses  and  operations  which  have 
been  already  coded  by  the  International  Statistical 
Classification  and  a great  deal  of  medical  informa- 
tion even  down  to  the  laboratory  reports  and  treat- 
ment. Any  record  may  be  marked  by  the  physician 
as  a “reference  case”  when  it  is  important  for  some 
special  reference  in  the  future.  There  are  five  rou- 
tine monthly  reports  sent  out  to  the  hospitals,  as 
well  as  eight  semiannual  reports.  A copy  of  the 
semiannual  report  concerning  physicians  and  sur- 
geons is  also  mailed  to  the  doctors.  Some  of  the 
reports  are  accumulations  of  material,  and  there  is 
finally  one  semiannual  tabulation  which  contains 
statistics  from  all  participating  hospitals.  This  re- 
port is  sent  to  each  hospital  and  provides  a rough 
comparison  of  information  from  the  various 
hospitals. 

The  Medical  Record  Librarian  may  find  in  this 
work  an  opportunity  to  make  another  new  contri- 
bution in  assisting  the  administration  and  the  staff 
in  improving  their  methods.  The  valuable  statistics 
that  are  made  so  easily  available  should  stimulate 
the  medical  staff  to  go  further  in  their  efforts  to 
improve  their  own  professional  work  in  the  hos- 
pital. 

Another  method  that  is  being  investigated  at  the 
present  time  is  the  possibility  of  utilization  of  the 
International  Statistical  Classification  system  as  an 
indexing  tool.  The  American  Association  of  Medi- 
cal Record  Librarians  is  participating  in  a study 
with  the  American  Hospital  Association  and  the 
American  Medical  Association.  It  is  still  in  the 
experimental  stage,  and  not  much  information  can 
be  given  out  at  present. 

Competition  for  Trained  Workers 

Our  purpose  in  searching  for  time-saving  devices 
is  not  only  the  saving  of  money.  We  find  ourselves 
in  competition  with  industry  which  can  offer  larger 
salaries  than  we  can  in  hospitals.  It  is  extremely 
difficult  to  locate  the  grade  of  employees  that  we 
require  for  the  salaries  we  can  offer.  There  is  a 
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common  trend  in  the  minds  of  employees  toward 
concentration  almost  entirely  upon  what  they  are 
to  receive  in  exchange  for  their  services  rather  than 
taking  satisfaction  in  contributing  toward  some 
worthwhile  cause.  We  experience  an  unusually 
large  turnover  for  these  reasons.  The  personnel 
administration  offers  the  Medical  Record  Librarian 
* a great  challenge.  With  the  increase  of  work  load, 
it  becomes  more  necessary  to  have  specialized  em- 
ployees. They  require  more  training  since  their 
individual  work  cannot  be  supervised  as  closelv  by 
the  department  head.  With  a rapid  change  in  per- 
sonnel, it  is  extremely  difficult  to  keep  them  ade- 
quately trained  for  their  positions,  although  it  is 
helpful  to  organize  the  department  in  such  a man- 
ner that  they  learn  by  steps  and  are,  therefore, 
partially  prepared  for  a more  responsible  position 
by  the  time  they  are  required  to  fulfill  its  duties. 
Many  Medical  Record  Librarians  are  conducting 
classes  within  their  departments  or  encouraging 
employees  to  take  books  home  for  study.  If  prog- 
ress is  made  in  this  way,  they  are  given  recognition 
for  their  efforts.  It  is  being  considered  advisable 
to  base  advancement  upon  merit  rather  than  on 
seniority  alone.  Such  a system  rewards  ardent 
workers  and  prevents  misplacements.  It  also  be- 
comes necessary  to  stimulate  the  interest  and  co- 
operation of  the  workers  in  order  that  they  will  feel 
that  they  are  a part  of  the  organization.  We  must 
have  power  with  people  instead  of  power  over 
people.  It  is  being  realized  that  the  way  to  efficiency 
is  not  to  drive  people  to  work  faster,  hut  to  study 
and  improve  our  methods  to  the  point  where  we  are 
accomplishing  more  with  the  same  amount  of  time 
and  energy.  Job  analysis  time  studies  are  being 
made  in  Medical  Record  Departments.  The  duties 
are  carefully  examined  to  see  what  can  be  im- 
proved, what  can  be  eliminated,  and  what  we  are 
doing  that  is  worthwhile  to  continue.  Clerks  are 
being  employed  for  the  less  complicated  duties  to 
relieve  the  pressure  upon  the  trained  medical  record 
librarians.  More  emphasis  is  being  placed  on  pro- 
cedure manuals.  When  procedures  are  written  out 
carefully,  it  is  much  easier  to  train  new  people  to 
do  the  work,  and  it  holds  the  employees  more 
closely  to  the  system  that  has  been  worked  out  in 
such  a way  that  it  correlates  with  the  other  func- 
tions of  the  department  as  well  as  with  those  of  the 
entire  hospital.  There  is  more  of  a tendency  now 
to  teach  the  employee  to  do  the  work,  not  simply  to 
show  her  how.  It  takes  longer,  but  it  brings  results 
that  are  rewarding. 

Expanded  Responsibilities  for  Librarian 
The  role  of  the  Medical  Record  Librarian  is  be- 
coming an  increasingly  important  one.  The  admin- 
istration of  her  department  has  become  much  more 
complicated.  She  is  accepted  as  an  authority  on 
many  matters.  She  is  expected  to  make  countless 
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important  decisions  that  will  affect  the  welfare  of 
the  patient,  the  physician,  and  the  hospital,  and  is 
now  accepted  as  a vital  member  of  the  hospital  staff. 
Because  of  the  increasing  tendency  towards  law- 
suits, the  Medical  Record  Librarian  is  faced  with  a 
more  vital  problem  of  protecting  tbe  hospital,  the 
physician  and  the  patient.  There  is  a trend  away 
from  the  common  law  immunity  for  nonprofit  or- 
ganizations, and  the  hospital  and  physician  are 
becoming  more  vulnerable.  Tbe  result  of  this  for 
the  Medical  Record  Librarian,  is  the  increase  in 
her  responsibility  to  take  every  precaution  in  ber 
power  to  see  that  the  record  is  adequate  for  legal 
protection  and  to  guard  the  contents  of  the  record 
even  more  carefully  against  scrutiny  by  unauthor- 
ized persons.  It  is  now  considered  much  more 
important  to  insist  upon  the  patient's  written 
authorization  in  a greater  number  of  instances 
where  medical  information  is  being  released  from 
the  record. 

The  expansion  in  responsibilities  of  the  Medical 
Record  Librarian  lias  led  to  an  adjustment  in  tbe 
educational  requirements,  as  well  as  the  addition 
of  two  other  ranks  in  the  field.  Educational  re- 
quirements for  the  Accredited  Record  Technician 
are  graduation  from  a school  for  medical  record 
technicians,  and  a prerequisite  of  high  school  grad- 
uation. Until  January  1,  1958  they  may  write  the 
examination  if  they  have  graduated  from  a recog- 
nized high  school  and  have  had  five  years  of  ex- 
perience, two  of  them  under  the  supervision  of  a 
registered  record  librarian,  or  if  they  have  worked 
three  years  as  a chief  medical  record  librarian. 
For  Registered  Record  Librarian,  the  require- 
ments are  graduation  from  a school  for  medical 
record  librarians,  or  successfully  serving  as  a full- 
time medical  record  librarian  in  a hospital  of  fifty 
beds  or  more,  or  in  a clinic  or  other  distinctly  medi- 
cal facility,  for  five  out  of  the  six  years  just  preced- 
ing date  of  application.  She  shall  have  educational 
background  equal  to  the  requirements  for  admis- 
sion to  an  approved  hospital  school  for  medical 
record  librarians.  These  requirements  are : two 
academic  years  in  college  of  liberal  arts,  or  gradua- 
tion from  a school  of  nursing.  She  must  have  per- 
formed certain  stated  duties  in  the  medical  record 
department.  Or  if  she  is  an  accredited  medical 
record  technician  who  has  had  three  years  of  ex- 
perience under  a registered  medical  record  librarian 
and  who  has  in  the  interim  prepared  to  meet  the 
requirements  for  admission  to  an  approved  hospital 
school  for  medical  record  librarians,  she  may  qual- 
ify. For  the  Certified  Record  Librarian,  a bacca- 
laureate degree  from  a college  or  university  is  re- 
quired, including  or  supplemented  by  graduation 
from  an  approved  school  for  the  training  of  medical 
record  librarians.  She  must  also  have  continuous 
active  membership  and  registration  in  the  Associa- 
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heel  where  support  is  most  needed. 

• The  patented  arch  support  construction  is  guaran- 
teed not  to  break  down. 

if  Innersoles  guaranteed  not  to  crack  or  collapse. 

• Foot-so-Port  lasts  designed  and  the  shoe  construc- 
tion engineered  with  orthopedic  advice. 

• Conductive  Shoes  for  surgical  and  operating  room 
personnel.  N.B.F.U.  specifications. 

• We  make  more  shoes  for  polio,  club  feet  and  dis- 
abled feet  than  any  other  shoe  manufacturer. 

Write  for  free  booklet  on  Foot-so-Port  Shoes  or 
contact  your  local  FOOT-SO-PORT  Shoe  Agency. 

Refer  to  your  Classified  Telephone  Directory. 

Foot-so-Port  Shoe  Company,  Oconomowoc,  Wis. 

A Division  of  Musebeck  Shoe  Company 
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THE  PRESENT  DAY  TREATMENT  OF  INFERTILITY 

concluded  from  page  476 

sonal  icliosyncracy  he  should  offer  the  couple  the 
choice  of  another  opinion.  By  carefully  choosing 
the  patients  the  surgeon  should  be  able  to  improve 
the  salvage  of  pregnancy  in  previously  infertile 
couples.  Since  there  are  41  articles  devoted  to  in- 
fertility in  the  current  issue  of  the  1955-1956  year- 
book of  Obstetrics  and  Gynecology,  it  is  ob- 
viously impossible  to  keep  up  with  the  modern 
therapy  of  the  infertile  couple  without  constant 
reading,  constant  attendance  at  meetings  through- 
out this  country,  and,  in  fact,  the  world,  and  con- 
stant consultation  with  one’s  colleagues  in  the  same 
field.  A word  of  caution  is  offered  to  prevent  the 
injudicious  use  of  medication  said  to  be  effective  in 
a very  few  cases.  Also  a word  of  council  is  voiced 
against  accepting  too  completely  the  predication  of 
certain  psychiatrists  that  infertility  is  a psychiatric 
problem.  There  is  no  doubt  that  it  is  in  some 
patients,  but  are  we  all  not  subject  to  our  environ- 
mental stresses  and  strains ? 
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tion  for  tbe  immediate  past  five  years,  and  must 
submit  an  acceptable  thesis  as  designated  by  the 
rules  of  the  American  Association. 

The  present  educational  requirements  for  direc- 
tor of  a school  for  medical  record  librarians  in- 
clude sixty  semester  hours  of  college  credit  from 
an  accredited  institution,  preferably  according  to 
the  first  two  years  of  the  general  liberal  arts  cur- 
riculum. The  following  are  suggested:  foreign 
language  (2  years),  English  composition,  intro- 
duction to  economics,  zoology,  speech,  English  lit- 
erature, sociology,  general  psychology,  American 
history,  survey  or  civilization,  chemistry,  or  ele- 
mentary statistics. 

The  trend  in  the  Rhode  Island  Association, 
which  probably  is  general,  has  been  toward  volun- 
tary higher  education  on  the  part  of  the  Medical 
Record  Librarians.  We  have  had  four  courses  of 
a medical  and  legal  nature  and  an  institute  this 
year  which  were  well  attended  by  our  members, 
and  besides  this  some  members  have  been  taking 
other  college  courses  independently. 

In  conclusion,  1 wish  to  point  out  a similarity 
between  Doctor  Plummer’s  approach  to  the  solu- 
tion to  his  problems  and  that  of  Medical  Record 
Librarians  in  general  today.  That  is,  the  wisdom 
in  turning  to  industry  for  ideas  where  there  is  a 
greater  opportunity  to  experiment,  and  humbling 
themselves  to  the  need  of  more  study. 


SAVE  . . . Wednesday,  November  13 
lor  the 

INTERIM  MEETING 
Rhode  Island  Medical  Society 


J.  E.  BRENNAN  & COMPANY 

Leo  C.  Clark,  Jr.,  B.S.,  Reg.  Pharm. 


5 North  Union  Street  Pawtucket,  R.  I. 
SHELDON  BUILDING 
7 Registered  Pharmacists 
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BOOK  REVIEWS 

continued  from  page  477 

The  book  is  1325  pages,  and  it  is  manifestly  im- 
possible for  the  reviewer  to  have  read  all  of  it. 
However,  the  over-all  impression  is  good.  Coming 
from  the  Mallory  Institute  of  Pathology,  an  out- 
standing institution,  the  book  has  much  to  recom- 
mend it. 

Herbert  F anger,  m.d. 

A TEXTBOOK  OF  HISTOLOGY  by  Alexan- 
der A.  Maximow  & William  Bloom.  7th  ed. 
W.  B.  Saunders  Co.,  Phil.,  1957.  $11.00 
This  is  the  seventh  edition,  revised  by  Doctor 
Bloom,  of  a standard  textbook  on  histology.  It  is 
a lucidly  and  concisely  written  book,  which  at- 
tempts to  convey  to  the  student  the  fundamentals 
of  classic  histology  combined  with  knowledge  ob- 
tained by  newer  techniques  such  as  electron  micro- 
scopy, tissue  culture  and  histochemistry.  The  il- 
lustrations are  generally  good.  The  authors  make 
frequent  use  of  drawings  and  animal  material, 
which  may  be  a disadvantage  to  those  interested 
principally  in  human  histology.  There  is  frequent 
correlation  between  structure  and  function.  The 
references  after  each  chapter  are  pertinent,  se- 
lected, and  up  to  date. 

George  F.  Meissner,  m.d. 

J PERINATAL  MORTALITY  IN  NEW  YORK 
CITY:  A STUDY  OF  955  DEATHS.  (New 
York  Academy  of  Medicine,  Committee  on  Pub- 
lic Health  Relations) — Schuyler  G.  Kohl,  M.D., 
Dr.  P.H.  — Harvard  University  Press,  Cam- 
bridge, 1955.  $2.50 

For  two  generations  tbe  major  objective  of 
American  obstetricians  and  their  professional  al- 
lies has  been  the  reduction  of  maternal  mortality. 
This  has  now  been  brought  within  limits  which 
may  be  described  as  being  more  often  the  result  of 
unavoidable  disaster  than  of  preventable  mishap. 
It  will  be  a hard  and  continuing  job  to  maintain 
this  position,  and  there  can  be  no  slackening  in 
this  direction. 

Under  the  circumstances,  however,  the  focus  of 
interest  has  shifted  from  the  no  longer  hazardous 
pregnancy  to  the  product  of  conception.  Under  the 
leadership  of  the  pediatricians,  all  members  of  the 
complex  team  directly  concerned  with  childbirth 
are  concentrating  on  fetal  salvage.  Involved  in  this 
coordinated  effort  are  obstetricians,  anesthesiolo- 
gists, hospital  and  public  health  nurses,  and  social 
workers. 

This  New  York  report  is  one  of  several  attempts 
to  provide  a statistical  baseline  from  which  to  at- 
tack the  problem  of  fetal  loss.  It  is  a well-planned, 
comprehensive,  and  thoroughly  digested  study  of 
the  situation  in  the  world’s  largest  metropolis  dur- 


ing a period  of  a little  more  than  a year.  It  effec- 
tively points  up  certain  areas  in  which  results  can 
be  improved. 

Much  has  been  made,  both  in  previous  reviews 
of  this  book  and  in  the  lay  press,  of  the  disclosure 
that  approximately  one  third  of  the  total  fetal  loss 
was  preventable.  This  deficiency  can  lie  corrected, 
if  human  beings  become  a little  smarter  and  more 
cooperative,  and  if  a substantial  amount  of  money 
is  expended.  One  costly  feature  would  be  the  long- 
term hospitalization  of  certain  maternal  complica- 
tions of  pregnancy:  notably  the  hypertensive  dis- 
orders, diabetes,  and  heart  disease. 

It  is  to  the  credit  of  the  medical  profession  that 
there  has  developed  a popular  assumption  that  any 
American  girl  who  becomes  pregnant  is  assured  of 
returning  home,  in  the  best  of  bealtb,  with  a per- 
fectly normal  baby.  Unfortunately,  things  are  not 
quite  so  simple  ; and  the  rest  of  the  picture  must  be 
viewed  realistically.  The  remaining  two  thirds  of 
the  fetal  wastage  comprises  miscellaneous  accidents 
of  pregnancy,  prematurity,  and  congenital  anom- 
alies, against  which  the  present  state  of  our  knowl- 
edge provides  us  with  inadequate  weapons.  We 
can  only  keep  on  trying,  with  the  conviction  that 
each  year  we  learn  a little  more,  and  that  our  tech- 
nical armamentarium  is  constantly  improving. 

Walter  S.  Jones,  m.d. 

A WOMAN  DOCTOR  LOOKS  AT  LOVE 

AND  LIFE  by  Marion  Hilliard,  M.D.  Double- 

dav  & Company,  Inc.,  Garden  City,  N.  Y.,  1957. 
$2' 9 5 

This  is  not  just  another  book  on  sex  relations, 
but  is  a compilation  of  common  sense  advice  with 
as  much  emphasis  on  life  as  on  love.  Doctor  Hil- 
liard has  had  more  than  twenty-five  years  of  ex- 
perience as  an  obstetrician  and  gynecologist  and 
feels  that  she  has  had  the  “opportunity,  rare  in 
medicine,  of  treating  the  whole  life  of  a patient 
rather  than  just  the  health.’’  The  book  contains 
advice  to  women  of  all  ages  from  adolescence 
through  old  age  with,  also,  The  Open  Letter  to 
Husbands.  Every  chapter  is  well  written,  interest- 
ing and  helpful. 

The  chapter  which  seems  the  best  to  me  in  this 
day  of  servantless  homes  and  larger  families,  is 
Woman's  Greatest  Enemy  is  Fatigue.  She  differ- 
entiates between  being  just  physically  tired  and  the 
fatigue  of  boredom  or  unhappiness. 

I passed  the  book  along  to  a woman  thirty  years’ 
married  whose  only  adverse  comment  was  that  she 
didn't  think  women  should  be  blamed  for  every- 
thing that  went  wrong  with  a marriage  and  that 
men  were  sometimes  “frigid”  and  not  always  in  the 
right.  A young  married  nurse  in  her  first  preg- 
nancy thought  the  book  good — especially  The  Open 
Letter  to  Husbands.  An  about -to -be -married 

concluded  on  next  page 
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couple  thought  it  very  good  and  planned  to  get  a 
copy  for  themselves  “to  sit  down  with  once  in  a 
while.” 

There  is  much  sound  advice  for  the  unmarried 
and  childless  woman  and  for  the  woman  past  the 
menopause. 

I believe  it  should  be  on  the  shelves  of  public  as 
well  as  medical  libraries  and  there  is  nothing  in  the 
book  to  which  anyone  could  object. 

Amy  E.  Russell,  m.d. 

BOOKS  RECEIVED  FOR  REVIEW 

The  Editor  acknowledges  the  receipt  of  the  fol- 
lowing books  and  thanks  the  publishers  for  sending 
them.  Unfortunately,  not  every  volume  received 
is  reviewed  either  because  of  lack  of  space  or 
because  the  reviewer  to  whom  the  book  is  assigned 
fails  us.  Whether  reviewed  or  not,  the  books  are 
appreciated  and  are  available  at  the  library. 

SERVICES  FOR  CHILDREN  WITH  HEAR- 
ING IMPAIRMENT.  A Guide  for  Public  Health 
Personnel.  Prepared  by  the  Committee  on  Child 
Health  of  the  American  Public  Health  Association. 
N.  Y.,  1956.  $1.50 

SERVICES  FOR  CHILDREN  WITH  VI- 
SION AND  EYE  PROBLEMS.  A Guide  for 
Public  Health  Personnel.  Prepared  jointly  by  the 
Committee  on  Child  Health  of  the  American  Pub- 
lic Health  Association  and  the  National  Society 
for  the  Prevention  of  Blindness.  N.  Y.,  1956.  $1.50 

FUNDAMENTALS  OF  OTOLARYNGOL- 
OGY. A Textbook  of  Ear,  Nose  and  Throat  Dis- 
eases by  Lawrence  R.  Boies,  M.D.  2nd  ed.  W.  B. 
Saunders  Co..  1954.  $7.00 

PUBLIC  RELATIONS  IN  MEDICAL  PRAC- 
TICE by  James  E.  Bryan.  The  Williams  & Wil- 
kins Co.',  Balt..  1954.  $5.00 

A VISIT  TO  THE  HOSPITAL.  Prepare  Your 
Child  for  the  First  Hospital  Experience.  Written 
Under  the  Supervision  of  Lester  L.  Coleman,  M.D. 
by  Francine  Chase.  With  an  Introduction  by  Flan- 
ders Dunbar.  Grosset  & Dunlap,  N.  Y.,  1957 

Cl  BA  FOUNDATION  COLLOQUIA  ON 
AGEING.  Vol.  2.  Ageing  in  Transient  Tissues. 
Editors  for  the  Ciba  Foundation:  G.  E.  W.  Wol- 
stenholme  & Elaine  C.  P.  Millar.  Little,  Brown  & 
Co.,  Bost.,  1956.  $6.75 

CIBA  FOUNDATION  COLLOQUIA  ON 
ENDOCRINOLOGY.  Vol.  9.  Internal  Secretions 
of  the  Pancreas.  Editors  for  the  Ciba  Foundation  : 
G.  E.  W.  Wolstenholme  & Cecelia  M.  O’Connor. 
Little,  Brown  & Co.,  Bost.,  1956.  $7.00 

CIBA  FOUNDATION  COLLOQUIA  ON 
ENDOCRINOLOGY.  Vol.  10.  Regulation  and 
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Mode  of  Action  of  Thyroid  Hormones.  Editors 
for  the  Ciba  Foundation : G.  E.  W.  Wolstenholme 
& Elaine  C.  P.  Millar.  Little,  Brown  & Co..  Bost., 
1957. 

CIBA  FOUNDATION  SYMPOSIUM  ON 
THE  CHEMISTRY  AND  BIOLOGY  OF 
PURINES.  Editors  for  the  Ciba  Foundation: 
G.  E.  W.  Wolstenholme  & Cecelia  M.  O’Connor. 
Little,  Brown  & Co.,  Bost..  1957 

EXCERPT  A MEDICA.  The  International  Medi- 
cal Abstracting  Service.  Cardiovascular  Disease. 
Section  XVIII,  v.l,  no.  1.  Jan.  1957  Amsterdam. 
$15.00  a year 

CHILDREN  FOR  THE  CHILDLESS.  Edited 
by  Morris  Fishbein,  M.D.  Doubleday  & Co.,  Inc., 
Garden  City,  1954.  $2.95 

PEDIATRIC  DIAGNOSIS  by  Morris  Green. 
M.D.  & Julius  B.  Richmond,  M.D.  W.  B.  Saunders 
Co..  Phi'l.,  1954.  $10.00 

HENRY  FORD  HOSPITAL  INTERNA- 
TIONAL SYMPOSIUM  ON  CARDIOVAS- 
CULAR  SURGERY.  Proceedings  of  the  Sym- 
posium held  at  Henrv  Ford  Hospital,  Detroit, 
Michigan  ; March  1955.  Edited  by  Conrad  R.  Lam, 
M.D.  W.  B.  Saunders  Co.,  Phil'.  1955.  $12.75 

THE  DICTIONARY  OF  POISONS  by  Ibert 
& Eleanor  Mellan.  Philosophical  Library,  N.  Y., 
1956.  $4.75 

THE  ROAD  TO  INNER  FREEDOM.  THE 
ETHICS  by  Baruch  Spinoza.  Edited  and  with 
an  introduction  by  Dagobert  D.  Runes.  Philosoph- 
ical Library,  N.  Y.,  1957 
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By  proper  planning,  the  fortunes  of  men  can  by-pass 
chance,  outlast  the  vagaries  of  time  and  endure  for  generations 
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I’m  playing  9 more  holes  a week 
thanks  to  Hospital  Trust 


For  the  doctor  on  the  right,  it  was  once  difficult  to 
find  time  for  the  things  he  enjoyed  most.  Then  one  day 
he  heard  about  a way  to  gain  more  after-office  time  by 
freeing  himself  from  the  task  of  supervising  and 
managing  his  own  securities. 

It’s  called  Supervisory  Agency  Service  and  is 
offered  by  the  Rhode  Island  Hospital  Trust  Company. 

The  fact  that  many  doctors  in  Rhode  Island  are  now 
benefiting  by  this  service  is  proof  of  its  many  virtues. 
In  brief,  it  relieves  the  busy  man  of  investment  duties 
and  responsibilities.  A full  team  of  investment  men 
administer  and  take  care  of  his  securities.  Changes  in 
the  market,  financial  reports,  business  cycles  are 

New  England s First  Trust  Company 
Founded  in  1867 


studied  — and  doctors  are  informed  of  the  important 
facts  affecting  their  investments. 

Why  not  investigate  the  benefits  of  our  Supervisory 
Investment  Service  now?  Contact  an  Agency  Division 
officer  in  our  Trust  Department  at  15  Westminster 
Street.  Providence,  or  the  manager  of  the  Hospital 
Trust  office  nearest  you.  They'll  be  glad  to  arrange  a 
meeting  at  a time  and  place  of  your  choosing. 


Rhode  Island 

HOSPITAL  TRUST 
COMPANY 


OFFICES  IN  PROVIDENCE  • CRANSTON  ■ EAST  GREENWICH  • EAST  PROVIDENCE  ■ NEWPORT  • PAWTUCKET  • WOONSOCKET 

Member  Federal  Reserve  System  ■ Federal  Deposit  Insurance  Corporation 
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RESISTANCE  IS  LESS  OF  A PROBLEM 

CHLOROMYCETIN 

COMBATS  MOST  CLINICALLY  IMPORTANT  PATHOGENS 

SENSITIVITY  OF  100  STRAINS  OF  HEMOLYTIC  STAPHYLOCOCCUS  AUREUS 
TO  CHLOROMYCETIN  AND  OTHER  IMPORTANT  ANTIBIOTIC  AGENTS* 
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*This  graph  is  adapted  from  Kempe,  C.  H.:  California  Med.  84:242,  1956.  The  single 
bar  designated  as  “Antibiotics  F”  represents  three  widely  used,  chemically  related  agents 
grouped  together  by  the  investigator.  Strains  isolated  January-June,  1954. 

CHLOROMYCETIN  (chloramphenicol,  Parke-Davis)  is  a potent  therapeutic 
agent  and,  because  certain  blood  dyscrasias  have  been  associated  with  its 
administration,  it  should  not  be  used  indiscriminately  or  for  minor  infec- 
tions. Furthermore,  as  with  certain  other  drugs,  adequate  blood  studies 
should  be  made  when  the  patient  requires  prolonged  or  intermittent  therapy. 

PARKE,  DAVIS  & COMPANY  • DETROIT  32,  MICHIGAN 
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A REPORT  ON  A PROMISING  CONCEPT  IN  ANTIMICRORIAL  THERAPY: 

CONCURRENT  ADMINISTRATION  OF  CHLOROMYCETIN  AND  GAMMA  GLOBULIN 


In  treatment  for  infection,  the  physician  is  confronted 
with  complex  interactions  between  pathogen,  anti- 
microbial agent  and  host.  The  pathogen  represents 
the  unselected  factor,  the  therapeutic  agent  the  com- 
ponent over  which  the  physician  exercises  maximum 
control.  But  even  with  optimal  antibiotic  therapy, 
the  eventual  elimination  of  the  infective  agent  and 
the  resolution  of  pathologic  changes  depend  upon 
efficient  host  response.1,2 

Passive  transfer  of  antibodies  through  gamma  globu- 
lin provides  a broad  antibacterial  spectrum  because 
of  origin  in  adults  exposed  to  a variety  of  microorgan- 
isms. Employed  as  a protective  element  against  some 
of  the  more  common  contagious  diseases,  gamma 
globulin  permits  more  competent  participation  by 
the  host  in  the  fight  against  established  infection. 

Rationale  for  immuno-antibiotic  therapy  lies  in  simul- 
taneous direct  attack  on  the  pathogen  and  re-en- 
forced host  resistance,  which  implies  usefulness  in 
treatment  for  acute  fulminating,  highly  refractory, 
or  prolonged  infections. 

EXPERIMENTAL  STUDIES  ENCOURAGING 

In  carefully  controlled  studies  in  mice,  Fisher  and 
his  colleagues  in  Parke-Davis  Research  Laboratories, 
using  pooled  human  gamma  globulin  and  Chloromy- 
cetin (chloramphenicol,  Parke-Davis)  concurrently, 
demonstrated  a high  degree  of  therapeutic  effective- 
ness in  infected  animals.3  Five  types  of  infection 
induced  with  species  of  Staphylococcus  aureus. 
Streptococcus  pyogenes,  Proteus  vulgaris  and  Pseu- 
domonas aeruginosa  responded  to  joint  therapy  with 
gamma  globulin  and  Chloromycetin,  each  agent  hav- 
ing shown  at  deliberately  low  doses  in  previous  work 
little  or  no  activity  in  these  mouse  infections  when 
used  separately.  Fisher’s  experiences  with  hemolytic 
streptococci  have  been  confirmed.4 

Tests  now  in  progress  with  pneumococci,  salmonellae 
and  additional  strains  of  pseudomonas  and  proteus 
indicate  that  marked  increases  in  survival  rates  may 
be  anticipated  in  any  infection  where  chlorampheni- 
col has  previously  demonstrated  therapeutic  activity.3 
These  observations  suggest  that  immuno-antibiotic 
therapy  can  effect  cures  in  a variety  of  refractory 
microbial  diseases. 

PROMISING  IN  EARLY  CLINICAL  TRIAL 

Observations  analogous  to  those  of  Fisher  have  been 
reported  from  the  clinic.3"7  More  recently,  the  clinical 
use  of  gamma  globulin  in  conjunction  with  anti- 
biotics was  undertaken  by  Waisbren8  on  the  basis  of 
Fisher’s  experimental  work.  His  series  of  46  patients 
with  systemic  and  localized  infections  due  to  various 
strains  of  staphylococcus,  pseudomonas,  salmonella, 
proteus  and  to  the  pneumococcus  had  failed  to  re- 
spond to  maximum  effort  with  conventional  thera- 
peutic measures.  Marked  clinical  improvement  in 


six  of  these  acutely  ill  patients  shows  clearly  “...that 
in  certain  instances  the  addition  of  gamma  globulin 
to  antibiotic  therapy  may  give  a clinical  result  that 
could  not  have  been  obtained  with  the  antibiotics 
used  alone.  In  each  of  these  cases,  a long  and  exten- 
sive control  period  in  which  antibiotics  were  being 
vigorously  administered  had  failed  to  produce  a 
response  but  when  gamma  globulin  was  given  with 
approximately  the  same  dosages  of  antibiotic,  rather 
marked  improvements  occurred.”8 

While  the  precise  mechanism  underlying  the  salu- 
tary effect  of  gamma  globulin  remains  to  be  clarified, 
the  existence  of  quantitative  hypogammaglobulin- 
emia was  ruled  out  in  patients  in  this  series.8 

A RATIONALE  FOR  IMMUNO-ANTIBIOTIC  THERAPY 

Although  the  relationship  of  susceptibility  to  infec- 
tion and  status  of  the  host  is  well  recognized,  host 
resistance  is  an  aspect  of  infectious  disease  still  not 
understood  in  an  era  of  extensive  and  of  massive 
antibiotic  therapy.  Most  antibiotics,  in  concentra- 
tions tolerated  by  living  tissues,  have  bacteriostatic 
rather  than  bactericidal  effect.  In  the  clinic,  bac- 
teriostatic doses  are  most  frequently  given  and  host 
defense  mechanisms  are  responsible  for  the  eventu- 
ally satisfactory  clinical  result.4 

The  problem  of  therapeutic  failures  despite  vigorous 
courses  of  antibiotic  therapy  may  be  due  to  some 
disturbance  in  the  immune  process.0  In  addition, 
disproportionately  high  mortality  rates  in  the  ex- 
tremes of  life  lend  support  to  the  impression  of 
inadequate  defense  mechanisms,  since  these  are 
underdeveloped  and  immature  in  the  very  young 
and  may  be  impaired  or  depressed  in  the  aged.4 
Any  discussion  of  immuno-antibiotic  treatment  must 
at  present  remain  largely  conjectural.  From  pre- 
liminary evidence,  however,  this  approach  to  ther- 
apy  appears  worthy  of  consideration,  especially  in 
patients  in  whom  adequate  antibiotic  therapy  for 
active  infectious  processes  has  been  disappointing. 
While  the  concept  of  enlisting  the  aid  of  the  host 
in  combating  pathogenic  microbes,  thereby  afford- 
ing the  physician  control  of  two  of  the  three  principal 
interacting  factors,  is  not  new,  enhancement  of  host 
resistance  through  use  of  gamma  globulin  in  treat- 
ment for  microbial  disease  is  indeed  a promising  one. 

REFERENCES: 

(1)  Swift,  P.  N.:  Brit.  M.  J.  1. 129  (Jan.  19)  1957.  (2)  Jawetz.  E.: 
The  Forgotten  Host,  Stanford  A/.  Bull.,  13: 84,  1955.  (3)  Fisher, 
M.  W.:  Antibiotics  ir  Chcmother.  7:315,  1957.  (4)  Welch,  H.:  The 
Host  and  the  Parasite.  A New  Clinical  Approach  to  Biologic 
Relationships,  Antibiotics  ir  Chcmother.  7:271,  1957.  (5)  De,  S.  P, 
& Basu,  U.  P:  Brit.  M.  J.  2:564,  1938.  (6)  Goldberg,  S.  L.,  & 
Bloomenthal,  E.  D.:  Surgery  9:508,  1941.  (7)  Carnes,  H.  E.; 
Gajewski,  J.  E.;  Brown,  R N.,  & Conlin,  J.  H.,  in  Welch,  H.,  and 
Marti-Ibanez,  E,  ed.:  Antibiotics  Annual,  1954-1955,  New  York, 
Medical  Encyclopedia,  Inc.,  1955,  p.  391.  (8)  Waisbren,  B.  A.: 
Antibiotics  ir  Chcmother.  7:322,  1957.  (9)  Harris,  R.,  Jr.,  & 
Schick,  B.:  /.  A It.  Sinai  Hosp.  21: 148,  1954. 
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MEDICATED  BATHS  IN  THE  MANAGEMENT  OF 

The  Dermatoses 


The  value  of  medicated  baths  in  the  management  of  many  of 
the  dermatoses  is  generally  accepted.  They  appear  to  he  espe- 
cially helpful  in  those  which  are  generalized  and  pustular. 

Niedelman  and  Bleier1  report  that  solutions  made  from  BURO- 
SOL®  ANTISEPTIC  POWDER  “DOAK”  were  used  with 
marked  success  in  atopic  and  neurodermatitis,  contact  dermatitis, 
dermatitis  herpetiformis,  erythema  multiforme,  mycosis  fun- 
goides,  and  pemphigus  vulgaris  and  vegetans. 

BURO-SOL  ANTISEPTIC  POWDER  “DOAK”  is  a 
readily  soluble  powder  which  when  dissolved  in  water  combines 
the  astringent,  antiseptic,  soothing  and  deodorizing  properties  of 
Burow's  Solution  and  Benzethonium  Chloride  N.N.R. 

BURO-SOL  ANTISEPTIC  POWDER  “DOAK”  is  sup- 
plied in  boxes  of  12  and  100  individual  packets.  Four  packets 
dissolved  in  each  4 gallons  of  water  are  suggested  for  preparing 
a medicated  bath. 

BURO-SOL  ANTISEPTIC  POWDER  “DOAK”  is  avail- 
able through  all  pharmacies. 

1Xiedelman,  M.L.,  and  Bleier,  A.:  Med.  Times  83:238-248 
(March)  1955. 


OOitk  I'UUSMtl  tl.  CO.,  lie. 
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For  the  CONVENIENCE  of  our  CUSTOMERS... 


A.  B.  Munroe  Dairy  offers  cus- 
tomers the  choice  of  milk  in: 

(1)  conventional  straight  neck 
bottle, 

(2)  distinctive  two  compartment 
bottle  for  easy  separation  of 
cream  from  the  fat-free  milk. 
Separators  furnished  free 
upon  request. 

The  two  compartment  bottle  is 
a money-saver  for  families 
occasionally  requiring  small 
amounts  of  skim  (fat-free)  milk 
for  special  diets  or  top  cream 
for  coffee,  cooking  and  other 
needs. 


Call  EA  1-2091  today 
for  home  delivery. 


A.  B.  MUNROE  DAIRY 
INC. 


151  BROW  ST.,  EAST  PROVIDENCE,  R.  I. 


when  anxiety  and  tension  "erupts”  in  the  G.  I.  tract. . . 

IN  GASTRIC  ULCER 

W* 


PATHIBAMATE 

Meprobamate  with  PATHILON®  Lederle 

Combines  Meprobamate  ( 400  mg.)  the  most  widely  prescribed  tranquilizer  . . . helps  control 
the  “emotional  overlay”  of  gastric  ulcer  — without  fear  of  barbiturate  loginess,  hangover  or 
habituation  . . . with  P ATH ILON  {25  mg.)  the  anticholinergic  noted  for  its  extremely  low  toxicity 
and  high  effectiveness  in  the  treatment  of  many  G.I.  disorders. 

Dosage:  1 tablet  t.i.d.  at  mealtime.  2 tablets  at  bedtime.  Supplied:  Bottles  of  100,  1,000. 

Trademark  ® Registered  Trademark  for  Tridihexethyl  Iodide  Lederle 

LEDERLE  LABORATORIES  DIVISION,  AMERICAN  CYANAMID  COMPANY,  PEARL  RIVER,  NEW  YORK 
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*200,000  worth  of  tests 
each  year  assure  the  quality 

of  Hood  Milk 

No  wonder  Hood  Milk  is  the  finest  in  New  England! 

The  Hood  quality  control  system  — which  costs  $200,000.00 
annually  for  laboratory  tests  alone  — is  by  far  the  most 
comprehensive  in  New  England  . . . and  probably  in  the 
country.  Dairy  and  public  health  experts  from  all  over  the 
world  visit  Hood  installations  . . . study  Hood  procedures 
. . . endeavor  to  equal  Hood  achievements  in  purity,  flavor 
and  richness. 

Quality  control  as  practiced  by  Hood  begins  with  the 
selection  of  the  supplying  farms,  follows  the  milk  every  step 
of  the  way  to  the  customer’s  door.  Each  batch  of  Hood  milk 
is  tested  33  times  before  it's  placed  in  the  Hood  trucks  for 
delivery  to  home',  stores  and  institutions.  Bacteriological 
tests  alone  number  750,000  each  year  Thus,  even  in  New 
England,  where  state  and  local  laws  set  very  high  standards 
of  performance  . Hood  Milk  consistently  exceeds  all  legal 
standards  for  purity  and  richness  . . . consistently  provides 
New  Englanders  with  world-famous  health  protection. 


The  name  you 
know  you  can  trust 


METRETON 


TABLETS 

with  stress  supportive 
vitamin  C 


METI-STEROID  — ANTIHISTAMINE  COMPOUND 

NASAL  SPRAY 
prompt  nasal  comfort 
without  jitters  or  rebound 


ESPECIALLY  FOR  RESISTANT  AND  YEAR-ROUND  ALLERGIES 

Because  edema  is  unlikely  with  the  tablets  and  sympathomimetic 
effects  are  absent  with  the  spray,  Metreton  Tablets  and  Nasal  Spray 
afford  enhanced  antiallergic  protection  in  vasomotor  rhinitis 
and  all  hard-to-treat  allergic  disorders  — even  in  the  presence  of 

cardiorenal  and  hepatic  insufficiency. 

COMPOSITION  AND  PACKAGING 
Each  Metreton  Tablet  contains  2.5  mg.  prednisone,  2 mg. 

chlorprophenpyridamine  maleate  and  75  mg. 
ascorbic  acid.  Bottles  of  30  and  100. 

Each  cc.  of  Metreton  Nasal  Spray  contains  2 mg.  (0.2%) 
prednisolone  acetate  and  3 mg.  (0.3%)  chlorprophenpyridamine 
gluconate  in  a nonirritating  isotonic  vehicle. 

Plastic  squeeze  bottle  of  15  cc. 


T.M.  MTJ-117 


stands  for— greater  antibioti 
blood  levels  • faster  broad-spectru 


is  a new  and  superior  form  o 
widely  prescribed  broad-spectrui 
in  the  treatment  of  more  tha 
ACHROMYCIN  V Capsules  ari 
practically  twice  the  absorptic 
oral  broad-spectrum 

ACHROMYCIN  V is  now  available  in  - CAPSULES.  (Pink)  250  mg,  100  mg.  (tetracycline  HCI  equivalents 
phosphate-buffered.)  SYRUP.  Each  teaspoonful  (5  cc.)  of  orange-flavored  syrup  contains  125  mg.  of  tetracyclin. 
HCI  activity,  phosphate-buffered.  LIQUID  PEDIATRIC  DROPS.  Each  cc.  (20  drops)  contains  100  mg.  o 
tetracycline  HCI  activity,  phosphate-buffered.  (Approx.  5 mg.  per  drop).  Orange  Flavor.  Plastic  dropper-type  bottle  of  10  cc 


ibsorption  • earlier  therapeutic 
action 

I |1  I nlvr  If 

Tetracycline  Buffered  with  Phosphate 

ICHROMYCIN*  Tetracycline -the 
mtibiotic,  noted  for  its  effectiveness 
50  different  infections.  New 
•apid-acting,  offer  an  average  of 
in  half  the  time  — unsurpassed 
therapy. 

I 

ACHROMYCIN  V dosage:  6-7  mg.  per  lb.  of  body  weight  per  day  for  children  and  adults. 


I Rea.  U.S.  Pat.  Off. 

lederle  laboratories  division, 


AMERICAN  CYANAMID  COMPANY,  PEARL  RIVER,  NEW  YORK 
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Why  Physicians  Service 
is  best  for 
your  patients  . . . 
and  for  you! 


PHYSICIANS  SERY  ICE  is  the  one  and  only  medical  care 
program  that  acts  under  the  supervision  of  the  State 
Medical  Society  to  promote  doctor  Hill  coverage  for  all  the 
communities  of  the  State. 

Here  are  a few  practical  reasons  why  Physicians  Service 
is  the  hest  plan  for  your  patients  . . . the  hest  plan  for  you. 
their  doctor. 


• Enrolls  groups  as  small  as  ten 
not  just  large,  “select  risk  " groups. 

© Enrolls  individuals  under  65  not 
eligible  for  group  membership. 

® Has  never  cancelled  because  of  age, 
retirement,  unemployment,  or  fre- 
quency of  use. 


© Provides  the  same  coverage  for  all 
enrolled  members  of  the  family  plus 
maternity  care  for  the  wife. 

© Assures  your  patients  free  choice 
of  doctor. 

© Assures  simplicity  and  promptness 
payment. 


of 

© Helps  you  retain  your  independ- 
ence in  your  practice  of  medicine. 


Many  Rhode  Islanders  still  do  not  belong  to  Physicians 
Service  — yoidll  be  doing  them  — and  yourself  — a favor 
when  you  recommend  that  they  enroll. 


RHODE  ISLAND  MEDICAL  SOCIETY 
PHYSICIANS  SERVICE 
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By  proper  planning,  the  fortunes  of  men  can  by-pass 
chance,  outlast  the  vagaries  of  time  and  endure  for  generations 


Only  ten  minutes  old  and  already 
beneficiary  of  a Living  Trust 


The  father  of  this  baby  boy  has  given  him  a unique 
gift,  priceless  in  its  security  and  for  the  peace  of  mind 
it  gives  both  parents. 

It's  called  a Living  Trust.  Its  virtues  are  many-fold. 
No  matter  what  happens  to  the  father,  this  young 
man’s  future  is  assured. 

Whether  or  not  you  now  have  children  to  plan  an 
estate  for.  it  will  pay  you  to  investigate  the  advantages 
of  a Living  Trust. 

Scores  of  New  England  doctors  have  found  it  the 
best  plan  of  all.  particularly  suited  to  their  own  situa- 
tion. It  serves  as  a retirement  or  pension  fund  yet  pro- 
vides maximum  security  and  protection  for  the  whole 
family.  It  incorporates  many  of  the  objectives  of  a 
will  and  enables  you  to  designate  who  will  receive  the 
income  or  property  after  your  death. 

Neiv  England’s  Oldest  Trust  Company 
Founded  in  1867 

OFFICES  IN  PROVIDENCE  ■ CRANSTON  • EAST  GREENWICH  • 

Member  Federal  Reserve  System 


Your  Living  Trust  can  be  started  now,  using  your 
life  insurance  and  securities  to  create  the  principal. 
In  all  cases,  a Living  Trust  is  tailored  to  fit  your  indi- 
vidual situation  and  requirements. 

For  the  complete  story  of  Living  Trust,  contact  a 
Trust  Division  officer  in  our  Trust  Department  at  15 
Westminster  Street.  Providence,  or  the  manager  of 
t lie  Hospital  Trust  office  nearest  you.  He  will  be  glad 
to  arrange  a meeting  at  a time  and  place  of  your 
choosing. 


EAST  PROVIDENCE  • NEWPORT  . PAWTUCKET  • WOONSOCKET 
Federal  Deposit  Insurance  Corporation 
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just  one  specific 

therapeutic  purpose 


to  curb  the  appetite 

of  the  overweight  patient 


GEIGY 

Ardstey,  New  York 


(brand  of  phenmetrazine  hydrochloride) 

Preludin  makes  reducing: 

Effective  because  it  provides  potent  appetite  suppres- 
sion, while  minimizing  the  undesirable  effects  on  the 
central  nervous  system  which  may  be  encountered 
with  certain  other  weight-reducing  agents.1 

Comfortable  because  it  virtually  eliminates  nervous 
tension,  palpitations  and  loss  of  sleep.2 

Notably  safe  because  it  is  not  likely  to  aggravate 
coexisting  conditions,  such  as  diabetes,  hypertension 
or  chronic  cardiac  disease.3 

References:  (1)  Holt,  J.O.S.,  Jr.:  Dallas  M.  J.  42:497,  1956.  (2)  Gelvin, 
E.  P.;  McGavack,  T.  H.,  and  Kenigsberg,  S.:  Am.  J.  Digest.  Dis.  1 : 1 55, 
1956.  (3)  Natenshon,  A.  L.:  Am.  Pract.  & Digest  Treat.  7:1456,  1956. 

Preludin®  (brand  of  phenmetrazine  hydrochloride).  Scored,  square, 
pink  tablets  of  25  mg.  Under  license  from  C.  H.  Boehringer  Sohn, 
Ingelheim. 
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in  spasticity  of  the  Gl  tract 


Pavatrine@ 

125  mg. 

with  Phenobarbital 

15  mg. 


is  an  effective  dual  antispasmodic 

combining  musculotropic  and 
neurotropic  action  plus  mild 
central  nervous  system  sedation 
for  "the  butterfly  stomach.” 


dosage:  one  tablet  before  each  meal  and  at  bedtime. 


Wherever  you  go 
forget  your  telephone 
calls.  We'll  take  them 
for  you,  day  or  night. 


MEDICAL  BUREAU 

of  the 

Providence  Medical  Association 
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years  of 

documented 

experience 


YOUR  PATIENT  NEEDS  AN  ORGANOMERCURIAL 

Practicing  physicians  know  that  many  years  of  clinical  and  laboratory  experience 
with  any  medication  are  the  only  real  test  of  its  efficacy  and  safety. 

Among  available,  effective  diuretics,  the  organomercurials  have  behind  them  over 
three  decades  of  successful  clinical  use.  Their  clinical  background  and  thousands  of 
reports  in  the  literature  testify  to  the  value  of  the  organomercurial  diuretics. 

TABLET 

NEOHYDRIN 

BRAND  OF  CHLORM  ERODRI  N (10.3  mg.  of  3-chloromercuri-2-methoxy-propylurea 

EQUIVALENT  TO  lO  MG.  OF  NON-IONIC  MERCURY  IN  EACH  TABLET) 

a standard  for  initial  control  of  severe  failure 

MERCUHYDRIN®  SODIUM 

BRAND  OF  MERALLURIDE  INJECTION 


02156 
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simple , well-tolerated  routine  for  "sluggish” older  patients 

one  tablet  t.i.d. 


DECHOLIN 


“therapeutic  bile” 


Establishes  free  drainage  of  biliary  system  — effectively  combats  bile  stasis  and 
improves  intestinal  function. 

Corrects  constipation  without  catharsis  — copious,  free-flowing  bile  overcomes  tendency 
to  hard,  dry  stools  and  provides  the  natural  stimulant  to  peristalsis. 

Relieves  certain  G.I.  complaints  — improved  biliary  and  intestinal  function  enhance 
medical  regimens  in  hepatobiliary  disorders. 

Decholin  Tablets:  (dehydrocholic  acid,  Ames)  3%  gr. 

* 23757 

AMES  COMPANY,  INC  • ELKHART,  INDIANA  • Ames  Company  of  Canada,  Ltd.,  Toronto 


PARKE-DAVIS  ANNOUNCES 

A MAJOR  ADVANCE 

IN  FEMALE  HORMONE  THERAPY 


oral  progestational  agent 

with 


unequalled  potency 

and 

unsurpassed  efficacy 


for  oral  progestational  therapy 


Jp 


NORLUTIN 

(17-alpha-ethinyl-19- 

nortestosterone) 


NORLUTIN  is  an  example  of  “...increased  bio- 
logical activity  of  a steroid  when  the  methyl 
group  at  carbon  10  is  replaced  with  hydrogen.”1 


RELATIVE  POTENCIES 
OF  ETHISTERONE  AND  NORLUTIN 
IN  HUMANS  2<  3 


Ethisterone,  oral 


NORLUTIN,  oral 


INDICATIONS  FOR  NORLUTIN:  amenorrhea, 
menstrual  irregularity,  functional  uterine  bleed- 
ing, infertility,  habitual  abortion,  threatened 
abortion,  premenstrual  tension,  dysmenorrhea. 


referenc es  : (1)  Hertz,  R.;  Tullner,  W.,  & Raffelt,  E.:  Endo- 
crinology 54:228,  1954.  (2)  Greenblatt,  R.  B.:  J.  Clin.  Endo- 
crinol. 16:869,  1956.  (3)  Hertz,  R.;  Waite,  J.  H.,  & Thomas, 
L.  B.:  Proc.  Soc.  Exper.  Biol,  b Med.  91:418,  1956.  (4)  Tyler, 
E.  T.:  J.  Clin.  Endocrinol.  15:881,  1955.  (5)  Greenblatt,  R.  B., 
& Clark,  S.  L. : M.  Clin.  North  America,  Philadelphia,  W.  B. 
Saunders  Co.  (Mar.)  1957,  p.  587. 


packaging:  5 mg.  scored  tablets  (C.T.  No.  882), bottles  of  30. 


3 Vi 


UNSURPASSED  EFFICACY 

in  disorders  of  menstruation  and  pregnancy 


NORLUTIN:  Progestational  Effect  on  Endome- 

trium“. ..10  mg.  [NORLUTIN]  given  twice 
daily  represents  a reproducibly  effective 
dose  in  women  for  the  production  of  marked 
progestational  changes  in  the  endometrium.”3 


Presecretory  to  secretory  endometrium  after  5 days 
treatment. 


MARCH 


APRIL 


NORLUTIN;  Thermogenic  Effect  This  prepara- 
tion was  found  to  have  a marked  ther- 
mogenic, and  other  physiologic  effects  in 
comparatively  small  dosage.”4 


NORLUTIN:  Abolition  of  Arborization  in  Cervical 
Mucus  NORLUTIN  “. . . inhibits  the  fern  leaf 
pattern  in  cervical  mucus.”5 

1.  Fern  leaf  pattern.  2.  Arborization  completely 
abolished  by  NORLUTIN. 

NORLUTIN:  Induction  of  Withdrawal  Bleeding 

“As  little  as  50  mg.  of  [NORLUTIN]  admin- 
istered in  divided  doses  over  a five-day 
period  was  sufficient  to  induce  withdrawal 
bleeding.”2 
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Hotel  Statler,  Boston 
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Exhibits 
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Dinner  Dance  and  Entertainment 

Open  to  all  physicians.  Registration  fee:  $10.  All 
physicians  in  New  England  shall  receive  an  ad- 
vance program.  For  further  information  write:  Dr. 
Earle  M.  Chapman,  Chairman , New  England  Post- 
graduate Assembly,  22  Fenway,  Boston  15,  Mass. 

The  Assembly  is  sponsored  by  the  Massachusetts 
Medical  Society  in  cooperation  with  the  State  Medi- 
cal Societies  of  Maine.  New  Hampshire,  Vermont, 
Connecticut  and  Rhode  Island. 
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SURGERY  OF  THE  ESOPHAGUS 

J.  Murray  Beardsley,  m.d. 


'T'he  advances  that  have  occurred  during  the 
past  few  years  in  the  management  of  benign  and 
malignant  lesions  of  the  esophagus  would  seem  to 
make  it  worthwhile  to  briefly  survey  the  present 
status  of  surgery  in  this  region.  This  is  based  on 
several  years  of  experience  with  esophageal  sur- 
gery at  the  Rhode  Island  Hospital  where  the  prob- 
lems encountered  are  many  and  frequent.  It  is,  of 
course,  impossible  to  cover  all  phases  of  the  sub- 
ject in  detail,  but  the  diseases  most  frequently  en- 
countered are  discussed  briefly  and  illustrated  with 
cases  that  have  had  a reasonable  period  of  follow- 
up. 

Diverticulum 

Diverticulum  of  the  esophagus  is  due  either  to 
traction  or  to  pulsion.  The  traction  type  rarely 
requires  surgery  while  the  pulsion,  which  usually 
occurs  at  the  pharyngo-esophageal  junction,  is 
relatively  common  and  produces  characteristic 
symptoms  of  pressure,  dysphagia,  and  regurgita- 
tion. Many  suggestions  have  been  made  for  its 
correction,  including  suspension  or  inversion  of  the 
sac  and  the  two-stage  attack.  The  one-stage  opera- 
tion is  generally  considered  to  he  the  procedure  of 
choice.  The  diverticulum  is  dissected  out  and  re- 
moved and  closure  made  with  two  layers  of  inter- 
rupted silk.  There  are  two  pitfalls  to  he  avoided ; 
incomplete  removal  is  prone  to  cause  early  recur- 
rence and  too  radical  excision  may  result  in  stric- 
ture.1 We  have  employed  one  additional  step  to 
those  previously  described,  viz.,  utilizing  a pedicle 
flap  of  prevertebral  fascia  as  a buttress  to  the  suture 
line.  This  fascial  layer  gives  added  strength  to  a 
rather  precarious  mucosal  and  muscle  closure. 

Case  I.  E.B.,  a sixty-four-year-old  retired  hos- 
pital attendant,  was  first  seen  on  June  11,  1953, 
complaining  of  difficulty  in  swallowing  for  one 
year.  Solid  foods  tended  to  stick  in  his  throat  and 
he  regurgitated  with  spasmodic  coughing.  He  had 
learned  to  eat  slowly  and  to  rely  on  a liquid  diet 
which  was  tolerated  reasonably  well.  A barium 
swallow  revealed  the  presence  of  a cervical  diver- 
ticulum of  the  pulsion  type  which  was  4 cm.  in 


diameter.  On  June  24,  1953,  through  a left  neck 
approach,  the  diverticulum  was  resected  in  one- 
stage.  The  esophageal  wall  was  closed  with  two 
layers  of  fine  silk.  In  addition,  the  suture  line  was 
buttressed  with  a pedicle  flap  of  prevertebral  fascia. 
The  incision  healed  per  primam  and  he  was  dis- 
charged on  July  2,  1953.  He  has  been  completely 
relieved  of  all  symptoms  and  postoperative  X rays 
show  a normal  appearing  esophagus. 


FIGURE  I.  Case  I.  Shows  the  typical  pulsion  di- 
verticulum of  the  pharyngo-esophageal  type. 


Achalasia 

Although  the  majority  of  patients  with  achalasia 
have  been  treated  by  dilatation  and  should  certainly 
be  given  a reasonable  trial  by  this  method,  the  more 
intractable  cases  must  be  treated  surgically.  In  fact, 
the  trend  during  recent  years  has  been  to  advise 
surgery  earlier  in  the  course  of  the  disease  before 
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a chronically  dilated  and  atrophic  esophagus  de- 
velops. An  additional  factor  is  that  many  patients 
are  reluctant  to  submit  to  repeated  bouginage  over 
a period  of  years  in  order  to  swallow  with  comfort. 

Various  corrective  procedures  have  been  sug- 
gested, but  in  our  opinion  the  Heller  operation, 
which  is  similar  to  the  Ramstedt  operation  for 
pyloric  stenosis,  is  the  simplest  and  most  logical. 
Incision  is  made  through  about  4-5  cm.  of  the 
esophageal  wall  at  the  esophago-gastric  junction 
down  to  the  mucosa.  The  muscular  ring  is  sep- 
arated about  1 cm.  and  sutured  in  its  new  position 
to  avoid  reapproximation.  In  the  past,  we  have 
employed  more  radical  methods  of  the  Heineke- 
Mikulicz  type,  but  this  tends  to  open  up  the  esoph- 
agus too  widely  and  results  in  regurgitation  of  gas- 
tric secretions  with  resulting  esophagitis.  Follow- 
ing corrective  operations,  although  the  symptoms 
are  immediately  relieved,  a considerable  period  of 
time  may  elapse  before  the  esophagus  returns  to 
normal. 

Case  II.  W.M.,  a thirty-nine-year-old  white 
male,  was  admitted  to  the  Rhode  Island  Hospital 
on  November  3,  1953,  complaining  of  difficulty  in 
swallowing  for  six  years.  A gastrointestinal  series 
in  1938  had  shown  a duodenal  ulcer  for  which  he 
had  been  on  a diet.  His  dysphagia  had  been  in- 
creasingly troublesome  and  he  formed  the  habit  of 
drinking  large  quantities  of  water  to  wash  down 
solid  foods,  but  for  two  weeks  had  had  difficulty  in 
swallowing  liquids.  A barium  swallow  at  this  time 
showed  the  esophagus  to  be  at  least  2y2  inches  in 
diameter  and  to  contain  a large  amount  of  food 
particles.  A small  trickle  of  barium  entered  the 
stomach  through  a smooth,  narrowed  esophago- 
gastric orifice.  No  ulcer  or  tumor  was  present. 

On  October  30,  1953,  a Heller  esophagoplasty 
was  carried  out  through  a left  thoracic  approach. 
Convalescence  was  uneventful  and  he  was  dis- 
charged on  the  9th  postoperative  day.  He  had 
dramatic  relief  from  all  symptoms  and  was  imme- 
diately able  to  swallow  all  foods  without  difficulty 
and  in  four  months  had  gained  from  142  to  175 
pounds.  His  last  X ray  taken  on  May  12,  1956 
showed  a normal  appearing  esophagus.  He  has  had 
no  further  difficulty. 

Chronic  Stricture  and  Ulceration 

Stricture  of  the  esophagus  usually  follows 
chronic  ulceration  from  acid  regurgitation  due  to 
incompetence  at  the  esophago-gastric  junction  with 
or  without  hiatus  hernia  or  to  swallowing  of  corro- 
sive materials.  Complete  obstruction  not  infre- 
quently occurs.  In  many  instances,  bouginage  is 
effective,  but  one  should  be  very  certain  that  he  is 
not  dealing  with  malignancy  and  a single  esopha- 
goscopy  may  not  be  sufficient  to  rule  this  out.  We 
have  personally  observed  cases  in  which  the  errone- 


FIGURE  II.  Case  II.  The  megaesophagus  of  achy- 
lasia. 


FIGURE  III.  Case  II.  X ray  taken  May  12,  1956, 
showing  the  esophagus  to  be  of  normal  size. 

(jus  diagnosis  of  both  stricture  and  achalasia  were 
at  operation  proven  to  be  carcinoma. 

We  have  learned  through  experience  that  when 
the  esophagus  is  transected,  the  vagotomy  effect 
may  cause  delay  in  gastric  emptying.  A pylo- 
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roplasty  should,  therefore,  also  be  done  in  order  to 
avoid  gastric  stasis  that  is  usually  associated  with  a 
complete  vagotomy. 

Excellent  results  are  obtained  in  resection  of  be- 
nign strictures  at  all  levels  and  the  following  cases 
will  serve  as  illustrations. 

Case  III.  H.P.,  a sixty-one-year-old  white  fe- 
male, was  admitted  to  the  Rhode  Island  Hospital 
on  July  13,  1953  with  a history  of  being  unable  to 
swallow  solid  foods  for  six  years.  There  was  no 
history  of  swallowing  of  corrosives  or  a foreign 
body.  For  several  weeks,  she  had  been  unable  to 
swallow  anything  but  clear  liquids.  Esophagoscopy 
was  carried  out.  A very  hard  stricture  was  found 
on  the  right  lateral  posterior  wall  five  inches  above 
the  cardia.  Several  biopsies  were  taken  and  bougies 
were  passed  into  the  stomach.  It  was  the  impres- 
sion of  the  bronchoscopist  and  also  the  radiologist 
that  the  lesion  was  malignant. 

Operation  was  carried  out  on  July  15,  1953.  The 
esophagus  was  explored  through  the  right  chest. 
After  the  lesion  had  been  completely  mobilized,  it 
was  difficult  to  be  certain  whether  or  not  we  were 
dealing  with  malignancy.  The  esophagus  was, 
therefore,  opened  and  explored.  There  was  marked 
thickening  of  the  entire  wall  with  replacement  by 
fibrous  tissue  and  almost  complete  obliteration  of 
the  lumen.  It  appeared  quite  certain  that  we  were 
not  dealing  with  tumor.  It  was  possible  by  enlarg- 
ing the  hiatus  to  deliver  the  fundus  into  the  right 
chest  and  carry  out  an  esophago-gastrostomy  after 
resecting  the  lower  third  of  the  esophagus.  This 
patient’s  convalescence  was  complicated  by  very 
severe  staphylococcus  enterocolitis,  but  she  had  no 
other  complications.  She  was  discharged  on  Au- 
gust 7,  1953  at  which  time  an  X ray  showed  a 
normally  functioning  esophago-gastric  anastomo- 
sis. Pathological  examination  showed  chronic  ul- 
ceration and  inflammation  extending  deep  into  the 
musculature. 

The  following  case  illustrates  stricture  forma- 
tion from  regurgitation  of  gastric  juice  that  re- 
sulted from  a long  neglected  hiatus  hernia. 

Case  IV.  C.P..  a forty-year-old  white  male, 
entered  the  Rhode  Island  Hospital  on  February  12, 
1957.  This  patient’s  symptoms  began  eighteen  years 
prior  to  admission  when  he  noted  some  difficulty  in 
swallowing  solid  foods.  These  complaints  became 
much  more  severe  two  years  prior  to  admission. 
He  also  had  pain  at  the  lower  end  of  the  sternum 
after  each  meal.  After  the  first  few  swallows,  he 
had  a sensation  of  being  filled  up  and  had  to  dis- 
continue his  meal.  He  frequently  induced  vomiting 
in  order  to  obtain  relief.  He  developed  the  habit 
of  attempting  to  wash  down  his  food  with  large 
amounts  of  water.  By  resorting  to  a liquid  diet, 
he  had  been  able  to  maintain  his  weight.  On  Feb- 
ruary 14.  1957.  a transabdominal  repair  of  a hiatus 


hernia  was  carried  out.  There  was  found  to  be 
marked  scarring  of  the  lower  esophageal  segment. 
The  stomach  was  opened  and  the  stricture  was 
dilated  from  below.  Patient's  convalescence  was 
completely  benign  and  he  was  discharged  on  his 
seventh  postoperative  day.  All  symptoms  were  re- 
lieved. but  the  patient  was  warned  that  because  of 
the  chronic  nature  of  his  stricture,  occasional  dila- 
tations may  still  be  required. 


FIGURE  IV.  Case  IV.  Stricture  of  lower  esophagus 
due  to  regurgitation  of  gastric  juice.  Esophageal  hiatus 
hernia  with  incompetence  of  the  esophago-gastric  valve 
mechanism  was  the  etiological  factor. 

Repair  of  esophageal  hiatus  hernia  has  been  per- 
sonally carried  out  in  seventy-six  cases.  Indications 
for  operation  vary  considerably  and  include  persist- 
ent indigestion,  vomiting,  bleeding,  and  substernal 
pain.  The  ease  with  which  this  defect  can  now  be 
corrected  should  stimulate  us  to  urge  repair  before 
unfortunate  sequelae,  such  as  are  illustrated  in 
Case  IV,  have  occurred. 

Benign  Tumors 

Benign  tumors  of  the  esophagus  are  relatively 
rare  and  may  cause  no  symptoms  unless  they  attain 
considerable  size.  Feiomvoma  is  the  commonest 
benign  tumor  and  can  usually  be  removed  without 
resecting  the  esophagus. 

Case  V.  M.G.,  a fifty-two-year-old  white  fe- 
male. was  examined  on  June  2,  1950  because  of 
vague  abdominal  pain  and  symptoms  rather  sugges- 
tive of  ulcer  disease.  A gastrointestinal  series  was 
done  at  this  time  and  was  entirely  negative  except 
for  the  presence  of  a rounded  tumor,  2 x 1.5  cm.,  in 
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the  lower  third  of  the  wall  of  the  esophagus.  This 
was  clearly  outlined  and  a diagnosis  of  leiomyoma 
was  made  by  the  roentgenologist. 

Operation  was  carried  out  through  the  left  chest 
on  June  7.  1950.  There  was  a palpable  mass  at  the 
junction  of  the  lower  and  middle  third  of  the  esoph- 
agus which  was  smooth,  round,  and  freely  movable. 
A transverse  incision  was  made  through  the  mus- 
culature of  the  esophagus  and  the  tumor  shelled  out 
without  difficulty.  The  defect  in  the  esophageal 
wall  was  closed  with  interrupted  silk  sutures.  She 
had  a benign  convalescence  and  has  continued  to  be 
asymptomatic  during  the  past  seven  years. 


FIGURE  V.  Case  V.  Leiomyoma  of  esophagus. 


Malignant  Neoplasms 

The  diagnosis  of  carcinoma  of  the  esophagus  can 
usually  be  readily  made  by  means  of  X ray  and 
endoscopy,  although  the  occasional  case,  especially 
those  in  which  biopsy  is  negative,  may  present 
problems  in  diagnosis  that  can  only  be  answered  at 
the  operating  table.  Fortunately,  these  cases  are 
few.  The  diagnosis  having  been  made,  the  next 
problem  that  presents  itself  is  whether  or  not  the 
case  is  hopelessly  inoperable,  a palliative  type  of 
resection  can  be  considered,  or  finally  whether 
radical  resection  with  the  hope  of  a cure  can  be 
undertaken.  X-ray  treatment  is  worthy  of  trial  in 
the  far  advanced  poor  risk  case,  but  is  frequently 
disappointing. 

With  the  improvement  in  surgical  technique,  it  is 
gratifying  to  realize  that  these  patients,  many  of 
whom  are  quite  elderly,  withstand  surgery  remark- 
ably well.  The  type  and  extent  of  the  operation  to 
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be  carried  out  requires  considerable  experience  and 
j udgment. 

In  the  hopeless  case,  gastrostomy  has  been  widely 
used  to  avert  death  by  starvation.  During  the  past 
few  years,  newer  techniques  have  been  developed 
which  allow  these  patients  to  swallow  normally. 
Bypass  operations,  with  or  without  removal  of  the 
lesion,  can  be  successfully  accomplished  and  are 
superior  to  replacement  with  plastic  tubes.  These 
methods  may  be  very  worthwhile  since  gastros- 
tomy, when  associated  with  complete  esophageal 
obstruction,  has  never  been  satisfactory  and  does 
not  eliminate  regurgitation  of  saliva.  Even  in  those 
who  are  doomed,  there  is  considerable  satisfaction 
in  having  them  swallow  normally  the  remaining 
time  that  they  have  to  live. 

Lower  One-Tloird 

Malignancies  of  the  esophago-gastric  junction 
and  lower  third  of  the  esophagus  are  responsible 
for  about  50%  of  esophageal  malignancies.  Fortu- 
nately, this  area  is  the  most  accessible  and  the  over- 
all results  are  better  than  at  higher  levels.  The 
esophagus  is  easily  exposed  either  through  the 
lower  thoracic  or  the  thoracoabdominal  approach. 
The  lower  third  of  the  esophagus  and  upper  one 
half  of  the  stomach  with  all  gland-hearing  areas  is 
resected  and  the  gastric  remnant  is  brought  up  into 
the  left  pleural  cavity  and  anastomosed  to  the 
esophagus,  thus  re-establishing  gastro-intestinal 
continuity.  Cure  can  be  hoped  for  if  an  earlv  lesion 
presents  itself. 

Case  VI.  J.C.,  a forty-seven-year-old  white  fe- 
male, was  admitted  to  the  Rhode  Island  Hospital 
on  November  16,  1951.  She  complained  of  dis- 
comfort in  the  pit  of  the  stomach  after  eating  both 
liquids  and  solids.  These  symptoms  had  been  pres- 
ent for  about  six  weeks.  All  food  seemed  to  stick 
on  the  way  down.  Belching  had  also  been  very 
troublesome.  X ray  revealed  the  presence  of  a 
moderate  sized  filling  defect  at  the  esophago-gastric 
junction  on  the  posterior  wall  and  extending  down 
on  the  lesser  curvature  to  the  region  of  the  media. 
Operation  was  performed  on  November  19,  1951. 
A large  malignant  tumor  which  occupied  the  lower 
end  of  the  esophagus  and  proximal  stomach  was 
radically  excised  and  a primary  anastomosis  carried 
out.  Pathology  report  wras  adenocarcinoma  origi- 
nating in  the  stomach  with  metastases  to  two  lymph 
nodes. 

The  patient  made  an  uneventful  recovery  and 
was  discharged  from  the  hospital  on  her  twelfth 
postoperative  day.  This  patient  did  well  for  four 
and  one-half  years,  at  which  time  she  showed  evi- 
dence of  recurrence  and  died  five  and  one-half 
years  following  operation. 

Case  VII.  R.M.,  a twenty-nine-year-old  single 
white  female,  was  admitted  to  the  Rhode  Island 
Hospital  on  July  10,  1950.  The  patient  had  had  a 
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long  history  of  anemia  and  weight  loss  which  dated 
back  over  a four-year  period.  She  had  been  ad- 
mitted to  hospitals  in  nearby  cities,  but  no  diagnosis 
had  been  made  in  spite  of  X-ray  studies.  On  ad- 
mission, the  patient’s  hemoglobin  was  6.4  gm.  and 
red  count  was  2.400,000.  A gastrointestinal  series 
revealed  a filling  defect  at  the  esophago-gastric 
junction.  The  X-ray  opinion  was  “probably  malig- 
nant neoplasm  of  the  fundus  of  the  stomach.” 

Operation  was  performed  on  July  20.  1950.  A 
stony  hard  tumor,  8 cm.  in  length  and  5 cm.  in 
width,  involving  the  lower  two  inches  of  the  esoph- 
agus and  the  upper  stomach  was  widely  resected. 
The  stomach  was  brought  up  into  the  chest  where 
an  esophago-gastric  anastomosis  was  done.  She 
was  discharged  on  the  twelfth  postoperative  day 
after  a benign  convalescence.  The  pathological  ex- 
amination revealed  the  tumor  to  be  a plasmo- 
cytoma.  The  patient’s  convalescence  during  the 
next  several  months  was  very  slow  and  inclined  to 
weight  loss.  Her  appetite  was  poor  and  it  was 
feared  that  there  might  have  been  recurrence  of 
her  lesion.  In  October,  1950,  she  was  readmitted 
to  the  hospital  with  renal  colic  at  which  time  a 
gastrointestinal  series  showed  a good  functioning 
stoma  with  no  tumor  recurrence.  However,  the 
gastric  peristalsis  was  very  sluggish.  She  had  occa- 
sional vomiting  with  occasional  blood  streaking. 
After  this  first  year,  she  has  done  well  and  has 
gained  twenty-eight  pounds  since  her  hospital  dis- 
charge. She  has  returned  to  her  full-time  job  and 


FIGURE  VI.  Case  VII.  Showing  large  filling  defect 
at  the  esophago-gastric  junction. 
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is  completely  symptom  free  six  years  and  nine 
months  following  the  operation. 


FIGURE  VII.  Case  VII.  Postoperative  X ray  showing 
normal  function  after  resection  of  the  lower  one  third  of 
esophagus  and  upper  stomach. 


Case  YI II.  R.W.,  a sixty-one-year-old  white 
female,  was  admitted  to  the  Rhode  Island  Hospital 
on  February  6,  1957.  She  stated  that  she  had  been 
in  good  health  until  two  months  prior  to  admission 
when  she  developed  rather  marked  anorexia  and 
occasional  vomiting.  She  gave  no  history  of  hema- 
temesis  or  melena.  She  had  had  no  particular  diffi- 
culty in  swallowdng  solid  food.  A gastrointestinal 
series  taken  prior  to  admission  showed  a filling- 
defect  at  the  esophago-gastric  junction  consistent 
with  a malignant  tumor. 

Operation  was  carried  out  on  February  11.  An 
abdominal  incision  was  made  and  the  lesion  ex- 
plored. It  was  found  to  occupy  the  upper  stomach 
and  lower  portion  of  the  esophagus  and  was  about 
7 cm.  in  diameter.  Since  it  appeared  to  be  re- 
sectable, the  incision  was  extended  into  the  left 
pleural  cavity.  The  resection  included  the  lower 
one  third  of  the  esophagus  and  the  upper  half  of 
the  stomach,  the  spleen,  the  tail  of  the  pancreas, 
and  a wide  resection  of  all  gland-bearing  areas  in 
this  region.  After  closing  the  end  of  the  gastric 
remnant,  it  was  brought  up  into  the  left  pleural 
cavity  where  it  was  anastomosed  to  the  cut  end  of 
the  esophagus.  The  diaphragm  was  closed  about 
the  stomach  and  as  a final  step,  a pyloroplasty  was 
carried  out. 

Her  convalescence  was  remarkably  benign  and 

continued  on  next  page 
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she  was  able  to  take  soft  solid  food  at  the  end  of 
one  week.  The  wound  was  well  healed  at  the  end 
of  ten  days  and  she  was  ready  for  discharge  two 
weeks  following  operation.  However,  because  of 


FIGURE  VIII.  Case  VIII.  Showing  large  filling  de- 
fect involving  the  lower  end  of  the  esophagus  and  upper 
portion  of  the  stomach. 


FIGURE  IX.  Case  VIII.  Showing  small  gastric  rem- 
nant with  a well-functioning  anastomosis. 
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home  conditions,  she  elected  to  stay  in  the  hospital 
and  was  discharged  on  her  twentieth  postoperative 
day. 

A large  number  of  cases  in  this  region  occur  in 
the  older  age  group.  We  have  been  impressed  with 
how  well  patients  eighty  years  of  age  and  over 
.withstand  resections  similar  to  those  carried  out  in 
Cases  VI,  VII,  and  VIII.  Many  come  to  the  atten- 
tion of  the  surgeon  in  an  advanced  stage  of  the 
disease,  but  in  most  instances,  the  lesion  is  resect- 
able even  when  incurable,  thus  allowing  for  normal 
swallowing  during  the  rest  of  their  lives.  This 
obviates  the  necessity  of  maintaining  nutrition  by 
means  of  gastrostomy  and  intravenous  feeding. 

Middle  One-Tbird 

About  35%  to  45%  of  carcinomas  of  the  esoph- 
agus occur  in  the  middle  third.  This  region  is  some- 
what more  difficult  to  deal  with  than  lesions  in  the 
lower  third.  However,  there  have  been  great  im- 
provements in  the  surgical  management  in  this  area 
and  resection  should  be  advised  in  most  cases.  At 
least  good  palliation  can  be  expected  and  if  the 
lesion  is  not  far  advanced,  a cure  may  be  hoped  for. 

The  surgical  approach  may  be  made  through 
either  the  right  or  the  left  chest.  We  have  had 
experience  with  both  and  very  much  prefer  the 
right  chest  approach.  After  removal  of  the  lesion, 
the  stomach  can  he  readily  brought  to  any  level  in 
the  right  pleural  cavity  and  the  continuity  of  the 
gastrointestinal  tract  he  re-established.  Since  the 
surgical  procedure  is  of  greater  magnitude,  a some- 
what higher  mortality  is  to  he  expected.  The  fol- 
lowing case  illustrates  resection  at  this  level. 

Case  IX.  F.S.,  an  eighty-one-year-old  white 
male,  entered  the  Rhode  Island  Hospital  on  June 
11,  1954  with  the  complaint  of  difficulty  in  swallow- 
ing for  over  seven  months.  This  had  become  pro- 
gressively worse  and  at  the  present  time,  food 
seemed  to  stick  and  cause  acute  substernal  pain. 
He  had  not  vomited.  Esophagoscopy  revealed  a 
considerable  amount  of  undigested  food  in  the 
esophagus.  After  this  was  removed,  a hard  shelv- 
ing tumor  was  found  on  the  right  lateral  wall. 
There  appeared  to  be  some  fixation.  Biopsy  of  the 
lesion  was  positive  for  carcinoma.  Patient  had  been 
operated  on  about  ten  months  previously  for  a 
strangulated  hernia  which  was  complicated  by 
auricular  flutter. 

Operation  was  performed  on  June  21,  1954 
through  a combined  right  chest  and  abdominal  ap- 
proach. The  lesion  in  the  mid-esophagus  appeared 
relatively  small.  The  lower  two  thirds  of  the 
esophagus  was  resected  and  the  stomach  brought 
high  into  the  right  pleural  cavity  where  a primary 
anastomosis  was  carried  out.  A pyloroplasty  was 
also  done. 

Patient’s  immediate  postoperative  recovery  was 
very  good,  but  later  was  complicated  by  tachycardia 
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and  a toxic  psychosis.  There  was  also  some  evi- 
dence of  mediastinal  bleeding.  At  this  time,  his 
condition  was  rather  critical,  but  rapidly  improved 
and  one  week  following  operation,  he  was  able  to 
swallow  a full  liquid  diet  without  difficulty.  A 
gastrointestinal  series  taken  ten  days  after  opera- 
tion revealed  a normally  functioning  stoma  and  a 
good  emptying  from  the  pylorus.  He  was  dis- 
charged on  his  seventeenth  postoperative  day.  At 
home,  he  has  continued  to  show  gradual  improve- 
ment and  has  had  no  difficulty  in  eating  a normal 
diet.  He  is  active  and  well  in  May,  1957,  almost 
three  years  following  operation. 


FIGURE  X.  Case  IX.  X ray  showing  a well-function- 
ing esophago-gastric  anastomosis  just  below  the  level  of 
the  clavicle. 


Upper  One-Third 

Resections  of  malignancies  located  in  the  supe- 
rior mediastinal  segment  of  the  esophagus  present 
greater  technical  difficulties  than  those  at  lower 
levels.  However,  since  the  mobilized  stomach  can 
be  brought  to  the  cervical  region  without  difficulty, 
the  operation  is  carried  out  along  similar  lines  as 
for  tumors  located  in  the  middle  one-third.  Here 
again  the  stomach  is  brought  out  through  the  right 
pleural  cavity  and  into  the  neck  through  an  incision 
along  the  anterior  border  of  the  sternomastoid 
where  the  anastomosis  is  completed.  In  poor-risk 
patients,  where  only  a bypass  is  possible,  we  have 
also  employed  a substernal  tunnel  which  eliminates 
the  hazard  of  a transpleural  operation.  Segments 
of  jejunum  and  also  colon  have  been  utilized  where 
almost  complete  replacement  of  the  esophagus  is 
necessary  for  malignancies  and  extensive  strictures. 


FIGURE  XI.  Case  IX.  This  eighty-four-year-old  man 
is  alive  and  perfectly  well  nearly  three  years  following 
almost  total  removal  of  the  esophagus  for  undifferen- 
tiated carcinoma  with  metastases  to  lymph  nodes. 

SUMMARY 

A brief  survey  of  improved  methods  for  dealing 
with  benign  and  malignant  lesions  of  the  esophagus 
is  presented.  Case  reports  of  patients  personally 
operated  upon  are  included  as  illustrations. 
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INFLUENZA  * 


Leroy  E.  Burney,  m.d. 


The  Author.  Leroy  E.  Burney,  M.D.,  Surgeon  Gen- 
eral, United  States  Public  Health  Service,  Department 
of  Health,  Education  and  Welfare,  Washington,  D.C. 


During  recent  weeks  the  eyes  of  the  medical 
profession  have  been  on  the  influenza  epi- 
demic which  swept  through  the  Far  East.  Thus  far 
only  sporadic  outbreaks  have  occurred  in  this  coun- 
try, affecting  several  thousand  people.  Experts  in 
the  field  say  there  is  little  question  that  we  will  have 
an  epidemic  in  this  country  some  time  during  the 
fall  and  winter  months. 

Since  1948.  the  Influenza  Study  Program  spon- 
sored by  the  World  Health  Organization  has  main- 
tained a system  of  reporting  specific  diagnoses  of 
influenza  in  the  United  States,  Canada,  South 
America  and  Europe. 

The  current  epidemic  was  first  reported  in  Hong 
Kong  and  Singapore  in  late  April,  1957.  Epidemics 
followed  rapidly  in  Taiwan,  the  Philippines,  the 
Malay  States,  Japan,  India  and  other  areas.  Virus 
sent  to  this  country  for  antigenic  analyses  were 
found  to  be  type  A,  but  antigenically  different  from 
any  previously  known  A strains  in  the  hemo- 
agglutination  inhibition  test.  Animal  anti-sera 
prepared  against  type  A strains  did  not  inhibit  or 
neutralize  the  new  variant  and  no  protective  anti- 
body could  be  demonstrated  in  sera  from  human 
beings  repeatedly  vaccinated  with  previously  prev- 
alent type  A virus. 

Information  to  date  suggests  that  little  protection 
against  the  new  virus  is  gained  by  previous  vaccina- 
tion with  existing  influenza  vaccine. 

Beginning  June  2,  a series  of  influenza  outbreaks 
were  reported  among  ships  which  had  been  berthed 
in  Narragansett  Bay,  Newport,  Rhode  Island. 
Spread  of  the  epidemic  was  erratic.  Subsequent 
infections  have  been  reported  in  San  Diego,  Mon- 
terey, Davis  and  San  Francisco,  California  ; Cleve- 
land, Ohio;  Lexington,  Kentucky;  Valley  Forge, 
Pennsylvania ; Salt  Lake  City,  and  Grinnell,  Iowa. 

Clinical  and  Public  Health  Aspects 
The  experience  in  Asia  and  in  the  United  States 
provides  no  basis  for  predicting  an  increase  in 

*A  condensed  version  of  an  article  published  in  complete 
form  in  the  Journal  of  the  American  Medical  Asso- 
ciation. 


severity  of  infection  in  the  coming  fall  and  winter 
or  during  the  next  year  or  two.  The  present  con- 
cern arises  largely  from  the  possibility  that  a more 
virulent  variety  of  the  Asian  type  may  emerge. 
The  severity  of  the  1918  epidemic  is  believed  to 
have  been  due  to  some  mutation  which  exposed  the 
population  to  a virus  or  viruses  radically  different 
antigenically  from  those  strains  to  which  they  had 
been  previously  exposed. 

Influenza  is  usually  characterized  by  abrupt  on- 
set, prostration,  fever  up  to  104°,  headache,  my- 
algia, cough  and  sore  throat.  X-ray  examinations 
of  the  chest  usually  show  no  abnormal  findings. 
Leukopenia  is  common  in  uncomplicated  cases. 
The  febrile  period  usually  lasts  three  to  five  days, 
following  which  the  patient  may  complain  of  ex- 
treme weakness  for  several  more  days. 

In  laboratory  diagnosis  of  individual  cases,  the 
virus  may  be  isolated  from  secretions  of  the  nose 
and  throat  early  in  the  course  of  the  illness.  The 
procedure  consists  of  inoculating  chicken  eggs 
which  have  been  incubated  for  about  ten  days,  and 
recovering  the  virus  in  the  fluids  of  the  embryonic 
sac. 

Paired  specimens  of  blood,  one  taken  in  the 
acute  phase  and  the  other  ten  days  to  two  weeks 
later,  may  lie  used  for  serological  tests.  A fourfold 
or  greater  rise  in  antibody  titer  is  regarded  as  an 
indication  of  influenza  infection.  Since  neither  of 
these  laboratory  procedures  can  he  completed  while 
the  patient  is  still  acutely  ill,  they  are  of  little  value 
to  the  physician  in  prescribing  treatment.  Such 
tests  are  necessary,  however,  to  confirm  the  pres- 
ence or  absence  of  influenza  in  a community. 

Immunological  Aspects 

Studies  in  the  military  reveal  that  a properly 
conditioned  vaccine  is  70  per  cent  effective  under 
epidemic  conditions  and  that  reactions  to  the  vac- 
cine are  quite  rare.  Individuals  known  to  be  sensi- 
tive to  egg  are  not  given  the  vaccine  since  virus  is 
grown  in  embryonated  eggs. 

The  manufacturers  of  vaccines  are  able  to  pro- 
duce a satisfactory  monovalent  vaccine  (containing 
the  Asian  strain)  in  sufficient  quantity  for  civilian 
use  this  winter.  They  are  currently  working  on  a 
large-scale  production  basis. 
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Present  Considerations 

Isolation  of  causative  virus  has  been  made  prior 
to  the  appearance  of  influenza  in  the  United  States  ; 
thus  for  the  first  time  in  history  we  are  in  the 
fortunate  position  of  being  ahead  of  an  impending 
epidemic  of  influenza.  It  seems  probable  that  in- 
fluenza will  continue  to  spread  for  the  remainder 
of  the  summer  months  but  will  not  be  highly  epi- 
demic in  this  country  until  fall  or  winter  when  out- 
breaks may  be  anticipated.  While  the  disease  will 
probably  he  mild  there  is  always  the  outside  possi- 
bility of  a repeat  of  the  1918  epidemic.  There  is  a 
further  possibility  that  the  virulence  of  the  infec- 
tion as  reflected  in  case-mortality  rates  will  increase. 
Even  though  these  are  still  only  possibilities,  any 
preparations  which  need  to  be  done  to  meet  these 
eventualities  must  be  accomplished  now.  After  a 
pandemic  starts  it  will  be  too  late. 

At  the  invitation  of  the  WHO,  a plan  for  in- 
vestigation of  influenza  outbreaks  in  foreign  coun- 
tries has  been  developed  by  the  influenza  commis- 
sion of  the  Armed  Forces  Epidemiological  Board. 
Teams  making  the  studies  will  be  particularly  in- 
terested in  determining  (a)  the  properties  of  the 
virus,  (b)  complete  clinical  descriptions,  (c) 
whether  a bacterial  component  is  associated  with 
the  illness,  and  (d)  epidemiologic  aspects. 

The  American  Medical  Association  has  already 
announced  a program  designed  to  offset  the  severe 
strain  placed  on  medical  personnel  when  so  mam- 
people  suddenly  become  ill. 

Finally,  in  recent  years  the  nature  of  influenza 
in  this  country  has  not  warranted  the  use  of  influ- 
enza vaccine  except  on  a group  basis  to  minimize 
absenteeism  or  in  so-called  priority  groups.  How- 
ever, the  present  influenza  epidemic,  with  its  rapid- 
ity of  spread  and  high  attack  rate  is  sufficiently 
unusual  to  press  for  immunization  against  the  new 
strain  of  influenza  virus.  As  a properly  consti- 
tuted vaccine  is  the  only  preventive  for  this  disease, 
the  Public  Health  Service  with  the  Association  of 
State  and  Territorial  Health  Officers  and  the 
American  Medical  Association  plan  to  promote  the 
use  of  the  vaccine  as  soon  as  it  becomes  available. 
To  accomplish  this  we  plan  to  embark  upon  an 
educational  and  promotional  campaign  to  encour- 
age all  persons  who  want  it  to  seek  influenza  vac- 
cine on  a voluntary  basis.  Any  such  campaign  must 
be  conducted  in  an  orderly  fashion  to  avoid  con- 
fusion and  hysteria  in  the  public  and  will  call  for  the 
combined  efforts  of  all  of  us. 

SUMMARY 

1 . Influenza  has  been  known  for  centuries  under 
a variety  of  names,  but  except  for  the  pandemic  of 
1918,  the  illness  was  regarded  lightly. 

2.  For  the  past  twenty-five  years  it  has  been 
possible  to  incriminate  certain  strains  of  Type  A 


virus  and  Type  B virus  as  causative  agents  of  cyclic 
outbreaks  of  influenza. 

3.  The  current  epidemic  in  the  Far  East  and 
sporadic  outbreaks  in  the  United  States  and  else- 
where is  caused  by  a new  strain  of  Type  A virus 
popularly  known  as  the  Far  East  strain. 

4.  There  is  a distinct  probability  that  the  cur- 
rent influenza  epidemic  will  increase  and  develop 
into  pandemic  proportions  by  late  fall  or  winter. 
Also  there  lurks  the  possibility  of  an  increase  in 
virulence  of  the  infection  as  reflected  in  case- 
mortality  rates. 

5.  A properly  constituted  vaccine  containing  the 
new  strain  of  Type  A virus  represents  the  only 
preventive  tool  at  our  command. 

6.  Influenza  vaccines  have  been  proven  effective 
and  safe  in  controlled  studies  conducted  by  the 
military. 

7.  The  Public  Health  Service,  in  cooperation 
with  the  State  and  Territorial  Health  Officers  and 
the  American  Medical  Association  will  stimulate 
and  promote  a nationwide  voluntary  program  of 
vaccination  against  the  prevalent  strain  of  influenza. 


GASTROENTEROLOGICAL 

CONVENTION 

The  twenty-second  annual  convention  of  the 
American  College  of  Gastroenterology  will  be 
held  at  The  Somerset  in  Boston,  Massachusetts,  on 
October  21,  22,  23. 

In  addition  to  the  many  individual  papers  to  be 
presented,  there  will  be  panel  discussions  on 
chronic  ulcerative  colitis,  diseases  of  the  esophagus, 
peptic  ulcer  and  the  management  of  massive  gastro- 
intestinal hemorrhage  in  patients  with  liver  disease. 
There  will  again  be  scientific  as  well  as  commercial 
exhibits  and  the  sessions  will  be  open  to  all  physi- 
cians without  charge. 

On  October  24,  25  and  26,  immediately  follow- 
ing the  convention,  Doctor  Owen  H.  Wangensteen 
of  Minneapolis,  Minnesota,  and  Doctor  I.  Snapper 
of  Brooklyn,  New  York,  will  again  be  the  modera- 
tors of  the  annual  course  in  postgraduate  gastro- 
enterology. The  sessions  will  be  held  at  The 
Somerset  and  in  the  Joslin  Auditorium  of  the  New 
England  Deaconess  Hospital.  Attendance  at  the 
Course  will  be  limited  to  those  who  have  registered 
in  advance. 

This  year  marks  the  twenty-fifth  anniversary- 
year  of  the  College  and  silver  certificates  are  to  be 
presented  to  those  who  have  been  affiliated  with 
the  organization  since  its  inception. 

Honorary  fellowships  are  to  be  presented  to 
Doctor  Chester  S.  Keefer,  Boston,  Massachusetts, 
Doctor  William  W.  Frye,  New  Orleans,  Louisiana, 
Doctor  Stafford  L.  Warren  and  Doctor  Rafe  C. 
Chaffin,  both  of  Los  Angeles,  California. 

Copies  of  the  program  and  further  information 
concerning  the  postgraduate  course  may  be  ob- 
tained by  writing  to:  American  College  of  Gastro- 
enterology, 33  West  Sixtieth  Street,  Neu1  York  23, 
New  York. 
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PENSIONS  OR  HANDOUTS?* 

Social  Security  Costs  Are  Getting  Out  of  Control 


Even  in  a political  off-year,  the  shibboleth  of  So- 
cial Security  apparently  enjoys  irresistible 
appeal  on  Capitol  Hill.  Since  tbe  Eighty-Fifth 
Congress  convened  five  months  ago,  the  law- 
makers have  introduced  more  than  a hundred  bills 
designed  to  broaden  the  program  in  one  way  or 
another.  Representative  John  Dingell  of  Michi- 
gan, bearer  of  a name  celebrated  in  welfare  circles, 
is  seeking  to  increase  existing  benefits  and  taxes  on 
many  now  covered.  That  ubiquitous  Texan,  Rep. 
Wright  Patman,  urges  that  Washington  provide 
retirement  income  for  every  U.  S.  citizen  65  or 
older.  Not  to  be  outdone,  Rep.  Thomas  Lane  of 
Massachusetts  has  tossed  into  the  hopper  a measure 
to  “provide  a direct  national  pension  of  at  least 
$150  per  month  to  all  Americans  who  have  been 
citizens  10  years  or  over.” 

Such  open-handed  proposals  invariably  win  ac- 
claim, and  usually  more  tangible  rewards  at  tbe 
polls,  for  their  sponsors.  Only  a few  curmudgeons, 
indeed,  ever  have  bothered  to  inquire  into  the  ulti- 
mate cost  of  Social  Security.  Admittedly,  the 
future  is  difficult  to  foresee.  But  even  today  it  is 
increasingly  evident  that  the  whole  welfare  scheme 
is  heading  for  trouble.  The  alarming  fact  is  that 
years  ahead  of  schedule,  the  growth  of  the  Old  Age 
& Survivors  Insurance  Trust  Fund  has  come  to  an 
end.  Indeed,  at  the  moment  it  is  paving  out  more 
than  it  is  taking  in.  The  unexpected  deficit  should 
serve  as  a red  flag  to  the  Treasury,  the  taxpayer 
and  all  those  who  are  looking  forward  one  day  to 
receiving  retirement  checks  of  their  own.  How- 
ever generous  its  motives,  even  a federal  pension 
fund  cannot  forever  go  on  incurring  obligations 
which  exceed  its  resources. 

* * * 

For  years  Washington  has  chosen  to  ignore  this 
plain  truth.  Since  its  birth  in  the  dark  days  of  the 
depression.  Social  Security  repeatedly  has  been 
made  more  liberal.  By  election-year  leaps  and 
bounds — in  1950,  1952,  1954  and  1956 — Congress 
has  added  to  the  rolls  new  workers,  notably  civil 
servants  and  the  self-employed,  many  of  whom, 
after  only  18  months  of  contributions,  now  are 

♦Reprinted  from  Barron’s,  a national  business  and  finan- 
cial weekly,  June  10,  1957  issue,  by  permission  of  the  pub- 
lisher, and  not  to  be  reprinted  from  this  journal  without 
permission  of  the  original  publisher. 


qualifying  for  lifetime  pensions.  So  fast  have  the 
numbers  grown  that  just  last  week  flash  bulbs 
popped  in  New  York  City  as  Secretary  Marion 
Folsom  handed  the  ten-millionth  living  recipient 
her  first  check.  Moreover,  since  1950  the  maxi- 
mum monthly  payment  has  more  than  doubled — to 
$108.50  for  a retired  worker,  and  $162.80  for  a 
married  couple.  In  1956,  the  minimum  retirement 
age  for  women  was  lowered  to  62.  Even  more  sig- 
nificant, for  persons  50  and  older,  the  wholly  new 
principle  of  compensation  for  physical  disability 
was  introduced. 

* =f= 

Bi-partisan  generosity  with  the  taxpayers’ 
money,  moreover,  seems  far  from  ended.  As  noted, 
Congress  has  before  it  today  a host  of  proposals 
for  more  expansive  coverage.  These  measures, 
among  other  things,  would  add  new  beneficiaries: 
dependent  parents,  brothers  and  sisters,  children  in 
process  of  adoption.  Gold  Star  Mothers  and  sur- 
vivors of  individuals  who  died  before  1940.  Other 
bills  seek  to  raise,  by  varying  amounts,  the  size  of 
the  monthly  checks.  Some  propose  to  lower  the 
age  limits  for  eligibility — to  as  low  as  55  under  one 
bill.  Finally,  Mr.  Dingell  wants  to  increase  from 
$4,200  to  $6,200  a year  the  amount  of  earnings  on 
which  existing  taxes  and  benefits  are  calculated, 
thus  bringing  in  more  revenue  immediately  and 
paving  the  way  for  larger  disbursements. 

However  humanitarian,  this  Santa  Claus  spirit 
hardly  could  be  less  timely.  For  the  cruel  truth — 
unnoted  in  last  week’s  ceremonies — is  that  the 
Social  Security  Administration  is  running  through 
its  money  faster  than  anyone  had  dreamed.  The 
first  hint  of  trouble  came  in  fiscal  1956,  when  the 
trust  fund’s  net  gain  of  $1.4  billion  fell  some  $100 
million  short  of  original  estimates.  For  the  current 
fiscal  year,  too,  the  anticipated  billion-dollar  rise 
already  has  been  scaled  down  by  one-fourth.  As 
for  fiscal  1958,  the  forecast  of  the  official  sooth- 
sayers is  that  their  coffers  will  swell  by  a mere  $120 
million.  Yet  even  this  appraisal  appears  too  san- 
guine. In  April,  as  farmers,  among  others,  began 
drawing  their  first  payments,  outlays  spurted  to  an 
unprecedented  $664  million.  At  that  rate,  nearly 
$8  billion  a year.  Social  Security  actually  would  run 
a deficit  in  fiscal  ’58. 
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ment  program  is  reaching  the  point  of  diminishing 
returns.  Despite  the  wishful  thinking  of  zealous 
politicians,  the  cornucopia,  after  all,  is  not  inex- 
haustible. In  the  light  of  recent  experience,  then, 
the  U.  S.  surelv  needs  to  call  a halt  to  helter-skelter 
and  misguided  philanthropy.  Otherwise,  the  nation 
one  day  is  apt  to  discover  that  in  trying  to  bestow 
on  some  a greater  measure  of  security  than  they 
have  earned,  it  has  robbed  others  of  their  due. 


J.  E.  BRENNAN  & COMPANY 

Leo  C.  Clark,  Jr.,  B.S.,  Reg.  Pharm. 


5 North  Union  Street  Pawtucket,  R.  I. 
SHELDON  BUILDING 
7 Registered  Pharmacists 


POSTGRADUATE  MEDICAL  INSTITUTES 

The  Postgraduate  Medical  Institute,  22  The  Fenway,  Boston,  announces 
the  following  postgraduate  medical  sessions  in  the  Rhode  Island,  South- 
eastern Massachusetts  areas : 

I.  With  the  Rhode  Island  Chapter,  American  Academy  of  General 
Practice : 

Providence  Course  in  General  Medicine 

October  2 — November  13,  1957  Wednesdays,  10:30  a.m,  — 12:30  p.m. 

Roger  Williams  General  Hospital,  Providence,  Rhode  Island 
Open  to  all  physicians  Total  Hours:  12 

Recognized  for  credit,  Category  I,  by  the 
Rhode  Island  Chapter,  American  Academy  of  General  Practice. 

Sjc  5^ 

New  Bedford  Course  in  General  Medicine 
September  11  — November  20,  1957  Wednesdays,  2:00  — 4:00  p.m. 

St.  Luke’s  Hospital,  New  Bedford,  Massachusetts 
Open  to  all  physicians  Total  Hours:  20 

Recognized  for  credit.  Category  I,  by  the 
Massachusetts  Chapter,  American  Academy  of  General  Practice 

* * * 

Fall  River  Course  in  General  Medicine 

October  16  — November  27,  1957  Wednesdays,  10:00  a.m.  — 12:00  noon 

St.  Anne’s  Hospital,  Fall  River,  Massachusetts 
Open  to  all  physicians  Total  Hours:  12 

Recognized  for  credit,  Category  I,  by  the 
Massachusetts  Chapter,  American  Academy  of  General  Practice 

For  further  information,  write  or  phone: 

Postgraduate  Medical  Institute 
22  the  Fenway 
Boston  15,  Massachusetts 
Telephone:  KEnmore  6-4806 


One  way  to  deal  with  this  ever-mounting  burden, 
of  course,  is  to  step  up  revenues.  Mr.  Dingell’s 
measure  is  one  attempt.  However,  it  has  some 
obvious  defects.  For  example,  it  would  increase 
the  levies  only  on  persons  earning  more  than 
$4,200.  For  those  slated  to  hear  the  burden,  the 
additional  income,  when  and  if  received,  would  be 
less  than  proportional  to  the  outgo.  A prudent  man 
in  that  bracket  would  fare  better  by  taking  out 
private  insurance,  tailored  to  his  own  particular 
needs.  Even  without  further  deductions  from  his 
wages,  the  taxpayer  now  must  carry  a relatively 
heavy  load.  Today,  Social  Security  exacts  2 
of  everything  a job  holder  earns  up  to  $4,200,  and 
an  equal  amount  from  his  employer.  Furthermore, 
the  bite  is  scheduled  to  get  worse.  In  1960  the  pay- 
roll tax  automatically  will  rise  to  2^4%  ! by  1975  it 
will  have  reached  4j4%.  The  quest  for  Utopia,  it 
seems,  comes  higher  than  advertised. 

*  *  * * 

Beyond  a doubt,  security  in  old  age  is  a desirable 
goal,  for  the  individual  and  for  society.  However, 
the  question  of  cost  simply  cannot  he  ignored.  As 
the  latest  figures  reveal  all  too  clearly,  the  govern- 
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CLINICAL  OBSERVATIONS  WITH  PHENAGLYCODOL 
IN  HYPERTENSION  WITH  ANXIETY  STATES 

Donald  L.  DENyse,  m.d. 


The  Author.  Donald  L.  DeNyse,  M.D.,  Senior  Phy- 
sician, Department  of  Medicine,  and  Vice  President  of 
the  Medical  Staff  Association,  The  Roger  Williams 
General  Hospital,  Providence,  Rhode  Island. 


Ix  recent  years,  the  number  of  drugs  possessing 
a tranquilizing  effect  has  grown  to  an  impressive 
list.  Much  has  been  printed  regarding  their  action, 
side-effects,  and  benefits.  Recently  a new  chemical, 
Phenaglycodol,*  has  been  synthesized.  This  chem- 
ical compound  is  one  of  a group  of  butanediols 
synthesized  at  the  Lilly  Research  Laboratories. 
Investigations  at  the  preclinical  level  on  labora- 
tory animals  revealed  promise.  In  laboratory  and 
controlled  clinical  trials  Phenaglycodol  was  found 
to  be  free  of  any  serious  side-effects.  The  hypo- 
tensive effects  of  other  tranquilizing  drugs  have 
been  found  to  be  of  value  in  the  treatment  of  hyper- 
tension, yet  many  have  undesirable  side-effects. 
Since  the  reports  on  Phenaglycodol  disclosed  so 
few  side-effects,  a study  on  the  clinical  level  was 
undertaken  on  office  patients,  seen  in  an  average 
private  practice,  and  also  on  some  hospitalized 
patients. 

Pharmacol  ogy:i 

The  new  drug  Phenaglycodol  was  used  as  Comp 
#18132  and  designated  Compound  “O,”  300  mg. 
capsule.  Chemically,  it  is  a 2-p-chorophenyl-3- 
methyl-2,  3-butanediol.  It  is  a stable  compound 
with  a molecular  weight  of  214.5  and  a melting 
point  of  77°-78°C.  It  is  relatively  insoluble  in 
water,  but  quite  soluble  in  many  alcohols  and  oils. 
The  structural  formula  is : 

OM  OH 

— C — C CH, 

I I . 

Cff3 

Acute  toxicity  studies  revealed  Phenaglycodol 
to  have  anticonvulsant  and  hypnotic  effects  on  ani- 
mals. It  has  a very  wide  margin  of  safety  (LD.-)0 
ED:,o).  The  oral  LD  go  of  the  compound  was  found 
to  be  832.4  ± 37.5  mg  per  Kg  in  rats  and  637.5  ± 
31.9  mg  per  Kg  in  mice. 

*The  Phenaglycodol  used  in  this  study  was  furnished  by 
.1.  M.  Mass,  M.D.,  of  the  Clinical  Research  Division,  Eli 
billy  Co.,  and  has  recently  been  released  as  V It  ran®. 


The  median  sedative  dose  and  its  standard  error 
(SD50  ± S.E. ) was  determined  in  rats  and  mice. 
The  oral  SD,-)0  was  found  to  be  86.48  ± 6.05  mg 
per  Kg  in  rats  and  98.33  ± 5.9  mg  per  Kg  in  mice. 

Tbe  median  hypnotic  dose  and  its  standard  error 
(HD.-l0  ± S.E.)  was  also  determined  in  rats  and 
mice.  Here  the  most  readily  detectable  symptom 
of  C.X.S.  depression  was  the  first  loss  of  the  right- 
ing reflex,  manifested  by  more  pronounced  ataxia, 
in  which  the  affected  animal  not  only  staggered  but 
also  fell.  Tbe  oral  HD50  was  165.4  ± 16.6  per  Kg 
in  rats  and  187.1  ± 13.1  mg  per  Kg  in  mice. 

The  median  effective  antielectroshock  dose  and 
its  standard  of  error  were  62.96  ± 6.55  mg  per  Kg 
in  rats  and  87.54  ± 9.34  mg  per  Kg  in  mice. 

Chronic  toxicity  studies  were  carried  out  on 
three  species  of  laboratory  animals — rats,  dogs, 
and  monkeys.  All  gained  weight  and  showed  no 
toxic  signs.  C.B.C.  and  bone  marrow  studies  re- 
vealed no  hematopoietic  damage.  Blood  sugar  lev- 
els and  N.P.N.  values,  clotting  times,  and  clot  re- 
traction times  were  unchanged.  There  was  no 
gross  or  microscopic  change  in  liver,  kidneys,  or 
bone  marrow. 

Mode  of  Action 

Slater  and  his  co-workers1  compared  Phena- 
glycodol with  the  barbiturates  and  found  a material 
difference  between  them.  The  animals  were  quiet 
but  not  sleepy;  some  showed  muscle  weakness 
though  not  ataxic.  In  mice,  cats,  and  monkeys 
Phenaglycodol  had  properties  in  common  with  the 
interneuronal  blocking  agents,  such  as  mephenesin. 

Reitan’s2, 4 findings  are  also  of  note.  He  demon- 
strated, after  careful  measure  of  interference  with 
brain  function,  that  Phenaglycodol  did  not  inter- 
fere with  the  usual  mental  skills  or  the  performance 
of  physical  tasks. 

Alethod  of  Stud  \ 

Patients  were  selected  at  random  from  the  au- 
thor’s private  office  practice  and  from  patients  seen 
in  the  hospital,  both  private  and  on  the  medical  house 
service,  over  a period  of  ten  ( 10)  months.  All  pa- 
tients had  hypertension  of  mild  to  severe  degree. 
The  mild  cases  had  a normal  diastolic  and  a systolic 
pressure  to  180  M.M.Hg.  Severe  cases  were  those 
with  an  elevated  diastolic  and  a systolic  pressure 
over  180  M.M.Hg.  Sedatives  previously  pre- 
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scribed,  were  withdrawn  and  Phenaglycodol  sub- 
stituted. All  patients  had  a C.B.C.,  Bl.  Sugar, 
B.U.N.,  and  complete  urine  analysis.  Any  history 
of  liver  disease  eliminated  the  patient  from  the 
group.  At  the  end  of  one  and  two  months,  the 
above  laboratory  procedures  were  repeated,  where 
possible.  Patients  were  rechecked  at  a two-week 
or  one-month  interval,  unless  hospitalized. 

Dosage 

Initial  dosage  was  one  300  mg  capsule  q.i.d.  for 
one  week,  then  t.i.d.  Patients  were  instructed  to 
make  a report  if  unusual  symptoms  developed. 
Later,  dosage  was  reduced  to  b.i.d.  in  many,  and  in 
some,  one  capsule  daily  was  sufficient. 

Number  of  Cases  Studied 


Mild  Hypertension  75 

Severe  Hypertension  36 

Total  111 

Clinical  Findings 

The  patient  response  was  recorded  in  four 
classes,  and  tabled  as  follows : 

Excellent  Good  Fair  Poor 

Mild  Hypertension  45  20  8 2 

Severe  Hypertension  4 12  3 17 


The  severe  hypertensives  were  of  the  “essential” 
as  well  as  of  the  “malignant”  form.  Of  the  latter, 
many  had  advanced  arteriosclerotic  heart  disease. 
All  patients  studied  had  various  degrees  of  anxiety, 
nervous  tension,  and  symptoms  related  to  those 
conditions.  In  the  mild  hypertension,  all  but  two 
had  elevation  of  blood  pressure  due  to  the  anxiety 
state. 

The  patients  showing  good  to  excellent  clinical 
response  revealed  benefit  at  the  first  two-weeks’ 
interval  check-up  and  noted  an  effect  in  two  to  four 
days  themselves.  There  was  a complete  loss  of  an- 
noying insomnia.  They  could  think  clearly  and 
their  reflexes  were  not  slowed.  Less  fatigue  was 
a common  improvement.  Pulse  rates  became  nor- 
mal and  B.P.  findings  gradually  showed  a lowering 
to  normal  limits.  Not  one  showed  any  hypotension 
and  no  depression  of  the  pulse  rate  below  normal 
was  noted.  There  was  no  orthostatic  vertigo. 
With  the  relief  of  tension,  appetites  improved  and 
patients  had  a sense  of  general  well-being  and  in- 
terest in  life. 

All  patients  were  checked  carefully  for  signs  of 
toxicity.  There  was  no  depression  of  the  hema- 
topoietic system,  no  cutaneous  rashes,  no  liver  dis- 
turbances, and  no  signs  of  kidney  irritation  or 
crystaluria. 

Side-effects  were  encountered  in  only  six  pa- 
tients. These  consisted  of  mild  gastric  irritation, 
with  nausea  and  heartburn,  and  was  noted  by  the 
patient  after  the  first  day  of  taking  the  drug.  One 
patient  was  over-stimulated.  This  was  confirmed 
by  placing  the  contents  of  the  capsule  into  another 
color  capsule  with  the  same  response : tachycardia, 


irritability,  and  insomnia  not  previously  present, 
was  noted.  This  was  an  idiosyncrasy  to  all  meprob- 
amates in  this  individual.  One  patient  said  she  was 
depressed  by  the  drug  and  did  not  take  it  after  five 
days.  However,  I feel  this  was  not  a true  drug  de- 
pression and  found  out  later  that  she  was  depressed 
by  the  death  of  a close  relative — not  by  any  medi- 
cation. 

The  group  of  thirteen,  showing  poor  response 
were,  for  the  most  part,  suffering  from  various 
stages  of  arteriosclerosis.  The  remaining  four  were 
psychotic,  not  previously  or  since,  helped  by  any 
form  of  mild  sedation.  A patient  with  alcohol- 
induced  Wernicke’s  encephalopathy  showed  no  re- 
sponse, even  to  600  mg  q.i.d.  A female  ward  pa- 
tient, who  had  consumed  y2  grain  of  Phenobarbital 
for  over  three  years,  revealed  no  benefit  from 
Phenaglycodol. 

Case  Summaries 

A.R. — This  man,  forty-six  years  old,  had  sev- 
eral years  of  family  and  business  tensions.  His 
vague  upper  abdominal  complaints  were  magnified, 
in  his  imagination,  to  severe  pain.  His  visit  to  a 
famous  diagnostic  clinic  relieved  him  of  his  polyps 
(sigmoid  i,  but  not  of  his  fears  and  symptoms,  his 
anal  pruritus,  or  his  mild  hypertension.  After  a 
crisis  of  psychogenic  syncope,  he  was  given  Phena- 
glycodol, was  relieved  of  his  symptoms  and  con- 
vinced of  their  tension  origin.  Now  he  is  well- 
controlled  on  a capsule  b.i.d.  or  one  daily,  as  needed. 

R.P. — This  man,  fifty-three  years  old,  is  a pro- 
duction coordinator  in  an  active  and  progressive 
firm.  He  has  been  tense,  energetic,  and  aggressive. 
Periodically,  this  produced  a duodenal  ulcer,  mild 
hypertension,  and  chronic  fatigue.  On  Phenaglyco- 
dol he  is  able  to  think  clearly  and  be  active ; no  ten- 
sion symptoms  develop,  he  sleeps  well,  without 
“sleep  pills,”  and  is  normotensive,  without  G.I. 
complaints. 

D.S. — This  forty-three-year-old  bank  teller  has 
had  frequent  episodes  of  mild  hypertension,  nau- 
sea, “butterflies”  in  his  stomach,  and  insomnia. 
Occasionally  he  was  so  upset  that  he  was  afraid 
he  would  make  mistakes  in  his  work.  Response  to 
Phenaglycodol  was  slower  than  in  many,  but  at  the 
two-week  check-up,  he  felt  better  and  was  sleeping 
well.  In  a month  the  gastric  symptoms  had  sub- 
sided and  his  B.P.  was  132/80  from  a previous 
168/84. 

W.S. — Fifty-eight  year-old  machinist,  a hyper- 
tensive for  years.  B.P.  218/124.  Some  tremor  of 
right  hand.  Easily  disturbed  over  minor  things 
and  a death  in  the  neighborhood  really  upset  him. 
He  showed  very  little  response  in  two  weeks  and 
was  given  a hypotensive  agent.  In  a month,  the 
B.P.  was  172/94,  he  had  lost  the  tremor  of  the 
hand,  could  think  clearly,  and  was  able  to  do  his 
work  more  accurately. 


concluded  on  pane  5?9 
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FORM  AND  FUNCTION  IN  THE  HYPOTHALAMUS 


Addressing  the  British  Medical  Association  in 
>.  1919,  on  Medicine  in  the  Twentieth  Century, 
Sir  Clifford  Allbutt  remarked,  “What  is  then  this 
new  birth,  this  revolution  in  medicine?  It  is  noth- 
ing less  than  its  enlargement  from  an  art  of  observa- 
tion and  empiricism  to  an  applied  science  founded 
upon  research ; from  a craft  of  tradition  and 
sagacity  to  an  applied  science  of  analysis  and  law ; 
from  a descriptive  code  of  surface  phenomena  to 
the  discovery  of  deeper  affinities;  from  a set  of 
rules  and  axioms  of  quality  to  measurements  of 
quantity.  One  of  the  main  lessons  of  our  history 
has  been  that,  in  neglect  of  research  into  truths  be- 
low the  surface,  medicine,  for  lack  of  a deeper 
anchorage,  has  always  sunk  back  into  empiricism 
and  routine.”  There  are  many  chapters  in  the  his- 
tory of  medicine  which  confirm  the  truth  of  All- 
butt’s remarks,  but  none,  perhaps,  more  illuminat- 
ing than  the  story  of  the  growth  of  knowledge  about 
form  and  function  in  the  hypothalamus. 

Thirty  years  ago  physiologists  paid  little  or  no 
attention  to  the  hypothalamus ; it  does  not  appear 
even  in  the  index  to  such  a popular  book  as  the 
fifth  edition  of  Starling’s  Human  Physiology 
published  in  1930.  In  1940  a symposium  on  the 


hypothalamus  included  forty-two  contributors  and 
the  published  Proceedings  of  the  Conference 
contains  a bibliography  of  more  than  one  thousand 
titles,  and  since  then  many  have  been  added  to 
the  list. 

The  anatomists  were  the  first  to  offer  several 
interesting  intimations  of  the  importance  of  the 
hypothalamus  in  the  economy  of  the  central  nerv- 
ous system.  This  small  mass  of  gray  matter  weigh- 
ing approximately  4 grams,  lies  in  the  base  of  the 
ancient  brain  between  the  optic  chiasm  in  front 
and  the  cerebral  peduncles  behind ; since  it  is  part 
of  the  primitive  forebrain  which  has  retained 
throughout  its  phylogenetic  history  a remarkable 
constancy  of  structure.  The  topographical  rela- 
tionship of  the  hypothalamus  to  the  pituitary  body 
is  suggestive,  since  the  neuro-hypophysis  is  a direct 
outgrowth  from  the  hypothalamus  and  these  two 
are  intimately  related  by  fibre  tracts  and  vascular 
connections.  As  Sir  W.  E.  Le  Gros  Clark  remarks, 
“Anatomically  speaking,  therefore,  the  pituitary 
body  and  the  hypothalamus  are  to  be  regarded 
as  components  of  a common  neuroglandular 
mechanism.” 

A further  anatomical  initimation  of  the  impor- 
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tance  of  the  hypothalamus  is  its  rich  blood  supply 
which  is  derived  from  all  the  branches  of  the  Circle 
of  Willis.  Furthermore,  the  supra-optical  nucleus 
of  the  hypothalamus  has  the  richest  capillary  bed 
— 2600  capillaries  per  cubic  millimeter  of  tissue — 
in  the  central  nervous  system.  Outside  the  hypo- 
thalamus capillary  counts  tend  to  fall  well  below 
one  thousand. 

The  histological  study  of  deep  affinities  within 
the  hypothalamus  is  equally  revealing,  for  here 
there  are  a number  of  cell  groups  with  their  fibre 
connections  which  have  retained  their  character- 
istic and  various  cyto-architecture,  together  with 
their  general  appearance  and  relative  size  in  widely 
different  mammalian  types,  a circumstance  which 
strongly  suggests  the  importance  of  the  hypo- 
thalamic contribution  to  the  working  of  the  central 
nervous  system. 

The  physiologists,  by  their  experimental  re- 
searches, have  amply  supported  the  working  hy- 
pothesis of  the  anatomists  whose  assumption  is  that 
differentiation  of  structure  connotes  differentia- 
tion of  function.  This  has  been  shown  to  be  true 
for  the  mosaic  of  the  cerebral  cortex  and,  in  the 
hypothalamus,  is  receiving  further  confirmation. 


By  the  experimental  production  of  discrete  lesions 
in  this  or  that  area  of  the  hypothalamus,  it  is 
possible  to  activate  the  somatic  expression  of  emo- 
tions, such,  for  example,  as  rage.  Again,  the 
physiologists  are  demonstrating  that  the  hypo- 
thalamus is  involved  in  the  production  of  cardio- 
vascular reflexes,  viscero-motor  functions,  water 
metabolism,  and  sleep.  They  are  showing  also,  by 
the  electroencephalograph,  that  the  hypothalamus 
influences,  and  is  influenced  by,  the  cerebral  cor- 
tex, further  evidence  of  the  integrative  action  of 
the  nervous  system. 

If  Sir  Clifford  Allbutt  were  to  address  us  today 
he  might  well  select  the  hypothalamus  as  a 
paradigm  to  illustrate  how,  in  the  last  half  century, 
our  knowledge  has  advanced  from  a descriptive 
code  of  surface  phenomena  to  the  discovery  of 
deeper  affinities.  Many  laborers,  inspired  by  the 
spirit  of  research,  have  contributed,  each  his  quota, 
to  the  final  result.  And  it  is  this  united,  enthusiastic 
endeavor  to  search  out  the  secrets  of  Nature  by  way 
of  observation  and  experiment  which  constitutes 
the  fruitfulness  and  the  fascination  of  modern 
medicine. 


SOCIAL  SECURITY  AND  DOCTORS 


The  press  of  the  country  has  too  often  derided 
the  attitude  of  our  medical  organizations  that 
have  expressed  deep  concern  at  the  trend  toward 
socialism  in  this  country. 

The  issue  of  socialized  medicine  is  made  out  as 
a bugaboo  of  the  medical  profession,  and  the  public 
is  led  to  believe  that  the  doctors  see  in  government- 
sponsored  and  tax-paid  health  and  welfare  plans 
only  a threat  to  their  own  private  practice.  That  is 
true  in  part  only.  Doctors  see  the  threat  to  private 
medical  practice,  and  they  also  see  the  threat  to  the 
democratic  way  of  life  we  like  to  think  we  all  pos- 
sess, and  that  we  all  claim  is  the  American  way. 
They  see  a general  laxness  in  watching  how  our 
federal  government  spends  the  income  of  this 
country,  promising  social  security  and  innumerable 
other  “welfare”  projects  by  which  the  taxes  of  one 
group  are  siphoned  into  the  pockets  of  another. 

In  this  issue  we  reprint  by  permission  of  the 
publisher  a thought-provoking  editorial  from 
Barron’s,  a national  business  and  financial  weekly, 
that  explores  the  problem  under  the  title  of  Pen- 
sions or  Handouts? — Social  Security  Costs  Arc 
Getting  Out  of  Control. 

This  editorial  analysis  is  particularly  important 
to  the  physician  in  view  of  the  pressures  being 
exerted  in  various  parts  of  the  nation  to  bring  doc- 
tors under  the  social  security  system.  The  bait  is 
most  attractive ; so  far  doctors  have  spotted  the 


hook  to  which  it  is  attached,  and  have  realized  that 
once  they  are  pulled  into  the  net  of  old  age  and  sur- 
vivors coverage,  their  objections  to  a national  tax 
system  for  health  care  will  be  minimized  on  the 
basis  that  if  one  program  is  acceptable  the  other 
should  he  also. 

At  the  recent  meeting  of  the  American  Medical 
Association  in  New  York  two  resolutions  urging 
national  coverage  on  a compulsory  basis  for  physi- 
cians were  defeated  overwhelmingly.  The  Amer- 
ican doctor  has  an  outstanding  example  of  how 
socialization  works  from  the  experience  of  his 
British  contemporary. 

Doctor  Ian  D.  Grant,  in  delivering  the  third 
James  Mackenzie  lecture  last  year  before  the  Col- 
lege of  General  Practitioners  in  London,  pointed 
out  that  although  the  British  general  practitioner 
has  never  had  so  many  effective  weapons  in  his 
armamentarium  against  disease  as  he  has  in  this 
Golden  Age  of  Medicine,  and  though  his  lot  should 
consequently  be  improved,  yet  he  reports 

“We  are  confronted  with  the  psychoneuroses, 
the  schizophrenias,  the  hysterias,  the  anxiety 
states,  and  the  so-called  stress  diseases.  Never 
were  the  people  of  Britain  so  disease  conscious, 
so  drug  conscious,  and  so  hospital  conscious.  In 
the  creation  of  the  Welfare  State  we  have  lived 
through  a bloodless  revolution.  We  have  com- 
pletely changed  the  character  and  the  outlook  of 
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our  people.  We  have  had  a great  levelling  up  of 
things  material  but  little  improvement  in  the 
responsibilities  which  the  up-grading  should 
provide.  . . .” 

Late  this  past  spring.  Basil  L.  Walters,  executive 
editor  of  the  Chicago  Daily  News,  interviewed 
Lord  Beveridge  whose  famous  report  of  the  1930’s 
became  the  blueprint  for  a socialist  experiment, 
and  “government  became  the  guarantor  of  individ- 
ual welfare  from  ‘cradle  to  grave.’  ” Commenting 
on  the  interview,  the  Chicago  Daily  News  editorial- 
ized that : “.  . . he  (Lord  Beveridge)  confessed  that 
Welfarism  has  gone  far  beyond  his  original  dream, 
and  that  the  unforeseen  consequence — inflation — 
now  imposes  an  insecurity  hardly  less  ominous 
than  that  which  state  benevolence  sought  to  cure. 
His  own  resources  have  been  destroyed  in  value  to 
the  point  that  he  says  he  is  ‘in  danger  of  living 
longer  than  he  can  afford  to.’  ’’ 

The  physicians  of  America,  representing  one  of 
the  large  segments  of  educated  professional  men 
and  women,  agree  that  security  in  old  age  is  desir- 
able, but  it  must  be  attained  with  some  degree  of 
personal  initiative,  and  any  government  subsidy 
must  be  made  on  a sound  actuarial  basis.  Other- 
wise, as  Barron’s  says  so  eloquently,  “Despite  the 
wishful  thinking  of  zealous  politicians,  the  cornu- 
copia, after  all,  is  not  inexhaustible.  In  the  light  of 
recent  experience,  then,  the  U.  S.  surely  needs  to 
call  a halt  to  helter-skelter  and  misguided  philan- 
thropy. Otherwise,  the  nation  one  day  is  apt  to 
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discover  that  in  trying  to  bestow  on  some  a greater 
measure  of  security  than  they  have  earned,  it  has 
robbed  others  of  their  due.” 

STATUTE  OF  LIMITATIONS 

Every  member  should  carefully  read  the  report 
'in  this  issue  by  legal  counsel  for  the  society  on  the 
subject  of  professional  liability  and  statutes  of 
limitations  in  Rhode  Island.  Those  physicians  who 
have  noted  the  fine  articles  on  medical-legal  issues 
that  have  been  published  in  recent  months  in  the 
Journal  of  the  A.M.A.  are  aware  of  the  nation- 
wide interest  in  the  court  issues  involving  medical 
practice. 

As  Mr.  Williamson  states  in  his  report,  “the 
physician,  whether  he  he  defendant  in  a malpractice 
action  or  considering  the  use  of  the  courts  to  en- 
courage payment  from  a recalcitrant  patient,  will 
find  knowledge  of  the  basic  provisions  of  local 
statutes  helpful.” 

Particularly  should  doctors  note  that  if  they  treat 
a minor  they  may  be  subject  to  a malpractice  action 
within  two  years  of  the  patient’s  becoming  twenty- 
one  years  of  age,  and  this  calls  for  concern  relative 
to  the  maintenance  of  records  on  minors.  As  legal 
counsel  notes,  statutory  limitations  periods  as 
guides  for  the  keeping  of  medical  records  at  best 
provide  merely  a rule  of  thumb.  But  the  possession 
of  accurate,  dated  files  certainly  would  he  a notable 
asset  for  the  physician  who  must  defend  his  medi- 
cal service  in  a court  action. 
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CHEMOTHERAPY  PLUS  FLORA  CONTROL 


Floraqum 


Destroys  Vaginal  Parasites 
Protects  Vaginal  Mucosa 


Vaginal  discharge  is  one  of  the  most  com- 
mon and  most  troublesome  complaints  met 
in  practice.  Trichomoniasis  and  monilial 
vaginitis,  by  far  the  most  common  causes 
of  leukorrhea,  are  often  the  most  difficult  to 
control.  Unless  the  normal  acid  secretions 
are  restored  and  the  protective  Doderlein 
bacilli  return,  the  infection  usually  persists. 

Through  the  direct  chemotherapeutic  ac- 
tion of  its  Diodoquin®  (diiodohydroxyquin, 
U.S.P.)  content,  Floraquin  effectively  elimi- 
nates both  trichomonal  and  monilial  infec- 
tions. Floraquin  also  contains  boric  acid  and 
dextrose  to  restore  the  physiologic  acid  pH 
and  provide  nutriment  which  favors  re- 
growth of  the  normal  flora. 

Method  of  Use 

The  following  therapeutic  procedure  is 
suggested:  One  or  two  tablets  are  inserted 
by  the  patient  each  night  and  each  morning; 
treatment  is  continued  for  four  to  eight 
weeks. 


Intravaginal  A pplicator  for  Improved 
Treatment  of  Vaginitis 

This  smooth,  unbreakable,  plastic  device  is 
designed  for  simplified  vaginal  insertion  of 
Floraquin  tablets  by  the  patient.  It  places 
tablets  in  the  fornices  and  thus  assures  coat- 
ing of  the  entire  vaginal  mucosa  as  the  tab- 
lets disintegrate. 

A Floraquin  applicator  is  supplied  with 
each  box  of  50  tablets.  G.  D.  Searle  & Co., 
Chicago  80,  Illinois.  Research  in  the  Service 
of  Medicine. 
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PROFESSIONAL  LIABILITY  AND  STATUTES 
OF  LIMITATIONS  IN  RHODE  ISLAND 

Charles  P.  Williamson,  Esq. 


The  Author.  Charles  P.  Williamson,  Esq.,  of  the  firm 
of  Edwards  and  Angcll,  Providence,  Rhode  Island; 
Legal  Counsel  to  the  Rhode  Island  Medical  Society. 


Statutes  of  limitations,  those  barriers  which 
the  law  interposes  to  the  assertion  of  stale 
claims,  may  affect  the  physician  both  as  plaintiff 
and  as  defendant  in  actual  or  potential  litigation. 
The  physician,  whether  he  be  defendant  in  a mal- 
practice action  or  considering  the  use  of  the  courts 
to  encourage  payment  from  a recalcitrant  patient, 
will  find  knowledge  of  the  basic  provisions  of  local 
statutes  helpful. 

Statutes  of  limitations  are  designed  to  prevent 
unreasonable  delay  in  bringing  suit  and  thus  to 
protect  a defendant  or  his  representatives  against 
the  necessity  of  defending  a claim  so  long  outstand- 
ing that  the  evidence  is  lost  or  the  facts  have  be- 
come obscure  from  the  lapse  of  time  or  the  defec- 
tive memory  or  absence  of  witnesses.1  Limitations 
of  actions  also  serve  to  prevent  the  threat  of  a 
pending  action  from  being  held  over  a defendant’s 
head  for  an  unduly  long  period  of  time.  The  funda- 
mental presumption  underlying  such  statutes  is  that 
one  having  a well-founded  claim  will  endeavor  to 
enforce  it  promptly. 

Statutes  of  limitations  in  force  in  Rhode  Island 
prescribe  the  following  periods  during  which  the 
actions  specified  must  ordinarily  be  brought.2 


CAUSE  OF  ACTION  LIMITATION 


Slander 

Injuries  to  the  person  generally 
(including  actions  for  malpractice  ) 
Trespass  (except  for  injuries 
to  the  person ) 

Contract  Actions 
Wrongful  Death  Actions 


One  Year 

Two  Years 

Four  Years 
Six  Years 
T wo  Years 


When  does  the  action  accrue? 

Under  the  Rhode  Island  statute,  the  limitations 
period,  in  most  cases,3  begins  to  run  when  the  cause 
of  action  accrues.  The  right  of  action  accrues 
whenever  such  a breach  of  duty  or  contract  has 
occurred  as  will  give  a right  to  bring  or  sustain  a 
suit.4  The  ignorance  of  the  plaintiff  as  to  the  exist- 
ence of  his  rights  will  not  prevent  the  statute  from 
running.5  If.  however,  the  plaintiff’s  failure  to 


institute  suit  is  due  to  the  fraudulent  concealment 
of  the  cause  of  action  by  the  defendant,  the  action 
is  deemed  to  accrue  at  the  time  when  the  person 
entitled  to  sue  thereon  has  discovered,5  or  should 
by  reasonable  diligence,  have  discovered,  its  exist- 
ence.7 

Exceptions  to  the  statutes  of  limitations  are 
prescribed  by  statute  and  receive  a strict  construc- 
tion by  the  courts.8  The  statute  does  not  run  when 
the  person  against  whom  a right  exists  in  favor  of 
a resident  of  this  state  is  outside  the  state  and  has 
no  property  in  the  state  subject  to  attachment.9  In 
such  a case,  the  limitations  period  runs  anew  from 
the  time  when  the  defendant  comes  or  returns  into 
the  state  in  such  manner  that  the  plaintiff  can  begin 
his  action  against  him.10  If  the  plaintiff,  at  the  time 
the  cause  of  action  accrues  to  him,  is  under  twenty- 
one  years  of  age.  of  unsound  mind,  imprisoned,  or 
outside  of  the  United  States,  the  limitations  period 
is  considered  to  begin  upon  the  removal  of  the  im- 
pediment.11 Although  no  Rhode  Island  cases  have 
been  found  specifically  applying  these  exemptions 
to  malpractice  suits,  there  would  appear  to  he  no 
overriding  legal  reasons  why  they  should  not  he 
applied  to  such  actions.  However  alarming  this 
proves  to  doctors,  they  should  realize,  therefore, 
that  if  they  treat  a minor  they  may  be  subject  to  a 
malpractice  action  within  two  years  of  the  patient’s 
becoming  twenty-one  years  of  age.  The  statute 
contains  a further  exception  to  the  general  limita- 
tions period  in  providing  that  an  action  which  sur- 
vives may  he  brought  by  or  against  the  executor  or 
administrator  of  a deceased  person  within  one  year 
after  the  decease  of  that  person,  even  if  otherwise 
barred  by  the  statute  of  limitations,  provided  the 
deceased  shall  die  not  later  than  sixty  days  after 
the  time  specified  for  bringing  the  action.12 

The  wrongful  death  statute,  giving  a cause  of 
action  to  the  estate  of  a deceased  in  behalf  of  the 
next  of  kin,  prescribes  that  an  action  thereunder 
shall  be  commenced  within  two  years  after  the  death 
of  such  person.13  The  Rhode  Island  Supreme 
Court  has  ruled  that  the  institution  of  suit  within 
two  years  after  death  is  a condition  precedent  to 
the  action  and  not  merely  a procedural  limitations 
period  and  that,  therefore,  the  exceptions  pre- 
viously mentioned  have  no  application.14 
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OLEANDOMYCIN  TETRACYCLINE-PHOSPHATE  BUFFERED 


A 


multi-spectrum  potentiated  therapy 
buffered  for  higher,  faster  antibiotic  levels 
...adds  new  certainty  in  antibiotic  ther- 
apy ...  part  icularly  for  that  90%  of  the 
patient  population  treated  at  home  or  office 
when  susceptibility  testing  is  not 
practical — 

Supplied  : 

Signemycin  V Capsules  containing  250  mg.  (ole- 
andomycin 83  mg.,  tetracycline  167  mg.),  phos- 
phate buffered.  Bottles  of  16  and  100. 
SiGNEMYCiNt  Capsules -250  mg.  (oleandomycin 
83  mg.,  tetracycline  167  mg.),  bottles  of  16  and 
100;  100  mg.  (oleandomycin  33  mg.,  tetracycline 
67  mg.),  bottles  of  25  and  100. 

Signemycin  for  Oral  Suspension  — 1.5  Gm„  125 
mg.  per  5 cc.  teaspoonful  (oleandomycin  42  mg., 
tetracycline  83  mg.),  mint  flavored,  bottles  of  2 oz. 
Signemycin  Intravenous  — 500  mg.  vials  (olean- 
domycin 166  mg.,  tetracycline  334  mg.),  and  250 
mg.  vials  (oleandomycin  83  mg.,  tetracycline  167 
mg.) ; buffered  with  ascorbic  acid. 

( Pfizer)  Pfizer  Laboratories,  Brooklyn  6,  N.  Y. 

^ Division,  Chas.  Pfizer  & Co.,  Inc. 

World  leader  in  antibiotic  development  and  production 
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Malpractice 

While,  of  course,  an  action  to  collect  a fee  is 
based  on  a contract  and  must  be  brought  within 
six  years  of  the  accrual  of  the  cause  of  action,  an 
action  for  malpractice  against  a physician  is  con- 
sidered an  action  in  tort  under  Rhode  Island  law 
and  subject  to  the  accompanying  two-year  limita- 
tions period.  The  shorter  period  applies  even  when 
the  action  is  worded  in  contract,  provided  it  is  not 
based  upon  an  express  promise  to  cure.15 

Under  the  principles  set  forth  above,  a cause  of 
action  for  malpractice  would  accrue  at  the  time  the 
injury  is  received,  provided  the  action  is  not  fraud- 
ulently concealed  by  the  physician.16  Suit  against 
a physician  may,  in  some  cases,  take  the  form  of  an 
action  for  assault  and  battery,  e.g.,  for  an  un- 
authorized operation.  Since  Rhode  Island  has  no 
separate  limitations  period  for  assault  and  battery, 
such  an  action  would  again  fall  under  the  two-year 
limitations  period  prescribed  for  actions  for  in- 
juries to  the  person. 

Records 

Statutory  limitations  periods  as  guides  for  the 
maintenance  of  records  by  a physician  or  surgeon 
at  best  provide  merely  a rule  of  thumb.  As  men- 
tioned above,  there  are  statutory  disabilities  which 
will  extend  the  time  in  which  suit  may  be  brought. 
In  keeping  records  on  minors,  the  physician  or  sur- 
geon should  especially  remember  that  the  statute 
of  limitations  does  not  begin  to  run  against  a minor 
until  he  reaches  the  age  of  twenty-one. 
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Conflicts  with  laws  of  other  states 
In  a state  as  small  in  area  as  Rhode  Island,  cases 
frequently  arise  having  factual  connections  with 
one  or  more  other  states  thereby  raising  conflict  of 
laws  problems  as  to  which  state’s  statute  of  limita- 
tions will  be  applied.  The  prevailing  limitations 
' period  is  ordinarily  that  of  the  state  in  which  the 
action  is  brought  and  not  that  of  the  state  where 
the  cause  of  action  arose.17  It  should  he  noted, 
however,  that  a suit  which  arose  in  another  state 
while  the  plaintiff  resided  there  is  barred  in  Rhode 
Island  if  barred  in  the  state  where  the  action 
arose.18  A hill  passed  at  the  1957  Session  of  the 
Rhode  Island  General  Assembly  providing  that  a 
suit  pending  for  five  years  or  more  may  he  dis- 
missed by  the  court  in  the  exercise  of  its  discre- 
tion upon  motion,  applies  the  policy  of  statutes  of 
limitations  to  pending  suits.19 

The  preceding  discussion  is  not  presented  as  a 
comprehensive  analysis  of  statutes  of  limitations 
and  their  implications  hut  is  merely  designed  to  in- 
dicate what  the  basic  limitations  periods  under 
Rhode  Island  law  are  and  what  problems  are  pre- 
sented in  the  application  of  statutes  of  limitations, 
especially  to  cases  involving  a physician. 
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Introduction 

'T'he  ingestion  of  multiple  foreign  bodies  has 
been  generally  treated  in  the  literature  as  a 
surgical  curiosity.  In  recent  years  these  cases  have 
been  approached  more  from  a psychiatric  view- 
point. Recently,  we  encountered  such  a problem 
which  presented  an  interesting  psychiatric  back- 
ground as  to  motivation  for  the  ingestion  of  mul- 
tiple foreign  bodies. 

Case  Report 

Case  # 4025.  A fifty-five-year-old  white  married 
female  was  admitted  to  St.  Joseph’s  Hospital  on 
March  25,  1957  with  a chief  complaint  of  repeated 
episodes  of  crampy,  abdominal  pain  which  began 
about  two  weeks  prior  to  admission.  The  attacks 
became  progressively  more  severe  and  were  ac- 
companied by  nausea  and  vomiting.  The  pain  was 
intermittent  and  located  chiefly  in  the  left  upper 
abdomen.  She  denied  having  any  chills,  fever,  or 
melena.  However,  she  had  not  had  a bowel  move- 
ment in  three  days. 

Past  history:  appendectomy,  twenty  years  ago. 
Cholecystectomy,  seven  years  ago,  and  repair  of  a 
perineal  laceration,  nine  months  prior  to  admission. 

Physical  examination:  the  patient  appeared 
much  older  than  the  stated  age  and  was  markedly 
agitated,  but  cooperative.  The  positive  findings 
were  limited  to  the  abdominal  and  pelvic  examina- 
tions which  demonstrated  a moderately  distended 
abdomen  with  deep  tenderness  and  rebound  in  tbe 
left  upper  quadrant,  and  a large  mass  filling  the  left 
vault  could  be  palpated  by  vaginal  examination. 

Laboratory  work  on  admission  showed  a white 
blood  count  of  14,000  with  85  neutrophiles,  13 
lymphocytes,  and  2 eosinophiles.  The  urinalysis 
was  essentially  negative,  and  the  blood  chemistry 
was  also  within  normal  limits. 

A flat  plate  of  the  abdomen  revealed  multiple 
foreign  bodies  located  in  both  the  small  and  large 
bowel  together  with  segmental  distension  of  the 
jejunum  (see  Figure  I). 


FIGURE  I 

A diagnosis  of  intestinal  obstruction  due  to  mul- 
tiple foreign  bodies  was  obvious  and  at  laparotomy, 
a perforation  of  the  ileum  was  found.  It  was  effec- 
tively walled  oft  by  a redundant  loop  of  sigmoid. 
Through  this  perforation,  three  broken  razor 
blades  and  several  pieces  of  glass  were  removed 
from  the  lumen  of  the  ileum.  The  edges  of  tbe  in- 
volved segment  around  the  perforation  were  ex- 
cised and  the  ileum  closed  transversely.  The  re- 
maining foreign  bodies  were  removed  by  multiple 
enterotomy  and  colotomy.  A flat  film  taken  upon 
completion  of  tbe  procedure  did  not  show  any  re- 
maining foreign  bodies. 

Postoperatively,  the  patient  was  treated  vigor- 
ously with  intravenous  antibiotics  and  gastro- 
intestinal intubation.  The  Cantor  tube  was  removed 
on  the  third  day  and  the  patient  placed  on  oral  feed- 
ings. On  the  fifth  day  a large  piece  of  glass  was 
removed  manually  from  the  rectum  without  diffi- 
culty. Recovery  was  uneventful. 

Discussion 

From  the  psychiatric  point  of  view,  the  intrigu- 
ing questions  are,  first,  what  kind  of  people  do  such 

continued  on  page  526 


SEPTEMBER,  1957 


525 


1.  Color  coded  diets  of  1200,  1600  and  1800  calories  are 
based  on  nutritionally  tested  Food  Exchanges.1 

2.  The  easy-to-use  Food  Exchanges  (called  Choices  in 
booklet)  simplify  diet  management  by  eliminating  calorie 
counting. 

3.  Diets  promote  accurate  adjustment  of  caloric  levels  to 
the  special  needs  of  the  patient  yet  allow  each  individual 
considerable  latitude  in  the  choice  of  foods. 

4.  More  than  six  dozen  appetizing,  low-calorie  recipes  are 
described  in  the  last  fourteen  pages  of  the  diet  booklet. 

1.  The  Food  Exchange  Lists  referred  to  are  based  on  material  in 
“Meal  Planning  with  Exchange  Lists”  prepared  by  Committees  of 
the  American  Diabetes  Association,  Inc.,  and  The  American  Dietetic 
Association  in  cooperation  with  the  Chronic  Disease  Program,  Public 
Health  Service,  Department  of  Health,  Education  and  Welfare. 


Chas.  B.  Knox  Gelatine  Co.,  Inc. 

Professional  Service  Dept.  RIf-26 
Johnstown,  N.  Y. 

Please  send  me dozen  copies  of  the  new,  illus-  • 

trated  Knox  Reducing  booklet  based  on  Food  Exchanges.  J 
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FIGURE  II 


a bizarre  thing  as  ingest  foreign  bodies,  and 
second,  why?  After  all,  the  placement  of  foreign 
bodies  in  the  gastro-intestinal  system  is  as  non- 
sensical and  incompatible,  considering  normal  pur- 
pose and  function,  as  one  making  an  attempt  to 
smell  with  his  ears. 

The  patient  was  first  seen  in  psychiatric  consul- 
tation on  March  26,  1957,  following  surgery.  Dur- 
ing the  course  of  psychiatric  study,  a few  interest- 
ing facts  were  revealed.  The  patient  appeared 
much  older  than  her  stated  age.  Her  forehead  was 
deeply  wrinkled,  her  facial  expression  was  one  of 
intense  anxiety  and  apprehension.  Her  hair  was 
completely  white.  She  appeared  generally  under- 
nourished. Throughout  the  course  of  psychiatric 
management,  the  patient  felt  continually  embar- 
rassed to  discuss  the  ingestion  of  the  foreign 
bodies,  and  although  many  efforts  were  made  to 
ascertain  her  motivation  as  clearly  as  possible,  she 
maintained  only  two  attitudes.  First,  “I  don't  know 
why,”  and  second,  she  expressed  a generally  nihilis- 
tic attitude.  Hence,  she  stated,  “I  mumble,  I talk 
to  myself,  I’m  lonely,  I keep  saying  s-o-b,  s-o-b, 
I call  that  to  him  (her  husband)  because  he  don't 
give  me  no  money,  and  that’s  what  makes  me  ner- 
vous.” Later,  she  added,  “It  comes  unintentional. 
I get  depressed  when  I’m  alone.  I’m  afraid  to  be 
alone.  He  never  talks  to  me.”  It  is  extremely  sig- 
nificant that  she  could  not  stop  saying,  “s-o-b.” 
The  patient  would  frequently  cry,  especially  when 
she  recalled  “what  I did,”  meaning  the  ingestion  of 
the  foreign  bodies.  Still  later,  she  stated.  “I  didn’t 
care  any  more.  I was  so  discouraged  and  so  de- 
pressed. I was  trying  to  make  him  (husband) 
change.” 

As  we  shall  see,  perhaps  the  most  significant  fact 
of  all  is  that  she  admitted  consciously  that  she  was 
very  angry  “at  him,”  and  it  is  interesting  that  even 
as  she  was  discussing  this  point  during  the  inter- 
view situation,  she  suddenly  mumbled  the  word 
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“bitch,”  and  obviously  had  badly  impaired  control 
over  that  urge.  She  admitted,  too,  that  at  the  time 
of  ingesting  the  foreign  bodies  she  felt  as  if,  “I 
didn’t  want  to  live  any  more.”  She  described  what 
appeared  to  be  a “vision”  of  her  dead  mother  call- 
ing her  by  name.  She  also  spoke  of  hearing  voices 
about  “different  things  hollering.” 

The  patient’s  past  medical  history  is  significant. 
When  she  was  about  twenty  years  old  an  appendec- 
tomy was  performed;  “years  ago”  (the  patient 
could  not  remember  exactly)  an  ovarian  cyst  was 
removed ; twelve  years  ago  she  underwent  surgery 
for  hemorrhoids,  fissure,  and  gall  bladder  disease ; 
eleven  years  ago,  according  to  the  husband  (the 
patient  stated  seven  years  ago),  radium  implanta- 
tion of  the  cervix  was  performed ; nine  years  ago 
the  patient  made  a suicidal  attempt  by  ingesting 
barbiturates,  and  was  hospitalized  for  approxi- 
mately two  weeks  at  the  Charles  V.  Chapin  Hos- 
pital. The  husband  stated  that  just  prior  to  this 
suicidal  attempt,  the  patient  would  “take  off  for 
weeks  at  a time  and  would  end  up  with  her  sisters” 
in  a nearby  state.  She  had  been  drinking  exces- 
sively. In  July  of  1956,  the  patient  was  treated  for 
what  was  described  by  herself  and  her  husband  as 
a “ruptured  vaginal  artery,”  but  which,  according 
to  the  physician,  appeared  to  be  more  like  a self- 
inflicted  traumatic  vaginal  condition. 

At  the  time  of  this  writing,  the  patient  is  hospital- 
ized (second  time)  and  is  currently  receiving  elec- 
tric shock  treatment.  Diagnostically,  there  can  be 
little  doubt  that  the  patient  has  suffered  from  a 
long-standing  schizophrenic  illness.  The  patient 
complained  continually  that  her  husband  would  not 
give  her  money.  The  husband’s  view  was  that  for 
the  first  two  years  after  they  were  married,  he 
would  give  her  his  pay  check,  but  be  then  became 
unemployed  and  the  patient  pressured  him  into 
getting  work.  This  apparently  frightened  and 
angered  him.  And  from  then  on,  he  refused  to  give 
the  patient  his  pay  check,  although  he  claims  he  did 
give  her  money. 

In  an  attempt  to  answer  the  questions  indicated 
above,  a thorough  search  of  the  literature  was 
made,  going  back  some  forty-five  years.  It  is  in- 
teresting to  note  that  in  the  early  years  there  was 
very  little  psychiatric  interest,  and  particularly 
from  a motivational  point  of  view,  in  the  cases  re- 
ported. By  and  large,  cases  were  reported  as  in- 
teresting phenomena  with  particularly  diagnostic 
surgical  or  radiologic  aspects,  etc. 

Day1  reports  a case  of  a twenty-seven-year-old 
male  with  a manic  depressive  illness  from  whom 
236  articles,  weighing  a total  of  one  pound  and  nine 
ounces  were  removed  surgically  from  the  gastro- 
intestinal tract.  The  patient  subsequently  died. 
This  was  in  1914. 

Balfour2  in  1916  reports  the  case  of  a twenty- 
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nine-year-old  female,  "an  insane  woman,"  who 
underwent  surgery  for  the  removal  of  foreign 
bodies  in  the  gastro-intestinal  tract. 

Eliason3  in  1917  reported  a case  in  which  -k~>2 
foreign  bodies,  weighing  a total  of  three  pounds 
were  removed  surgically  from  the  stomach  of  a 
patient. 

Nix,4  also  in  1917,  reported  the  case  of  a patient 
who  had  a bolus  of  95  hairpins  in  the  gastro- 
intestinal tract. 

Hoisholt,5  in  1918,  referred  to  two  mentally  ill 
females  who  ingested  foreign  bodies  by  means  of 
what  he  describes  as  "impulsive  acts.”  He  com- 
ments, "the  impulsive  acts  in  these  cases  appeared 
to  have  been  carried  out  in  states  of  befogged  con- 
sciousness, or  dream  states,  under  the  influence  of 
understandings  and  desires  with  which  the  patients 
had  been  occupied  during  their  more  normal  states, 
but  which  inclinations  they,  at  such  times,  could 
overcome  by  rational  reasoning.”  Here,  we  see  an 
attempt  to  delve  into  the  question  of  why  human 
beings  perform  such  strange  acts.  The  author  dis- 
cusses a particular  case  of  a twenty-two-year-old 
male  schizophrenic  who  ingested  foreign  bodies, 
and  then,  in  great  detail,  discusses  four  cases: 

The  first  is  that  of  a thirty-five-year-old  female 
schizophrenic  who  ingested  1,149  foreign  bodies, 
weighing  one  pound  and  two  ounces,  which  were 
removed  surgically.  Four  years  later,  1,921  foreign 
objects  were  again  removed  surgically.  This  pa- 
tient was  questioned  later  and,  among  other  things, 
she  is  quoted  as  saying,  “I  thought  I would  make 
myself  physically  ill,  so  that  the  nurse  would  feel 
sorry  for  me  and  give  me  more  attention.”  Here, 
the  author  is  suggesting  attention-getting  devices 
as  a motivation. 

Case  two  is  that  of  a thirty-one-year-old  female 
who  attempted  suicide  by  butting  her  head  against 
a wall,  also  by  strangulation.  She  would  verbally 
threaten  suicide  by  declaring.  "The  only  way  to 
end  it  all  is  to  shoot  myself.”  Later,  this  patient 
passed  23  pieces  of  broken  glass,  but,  incidentally, 
had  not  suffered  from  any  abdominal  pain.  From 
this  case  I think  we  can  begin  to  see  a connection 
between  depression,  suicidal  intentions,  and  the 
ingestion  of  foreign  bodies.  No  particular  psychi- 
atric comments  are  made  on  the  remaining  two 
cases. 

Brand6  in  1923  reports  the  case  of  a twenty- 
seven-year-old  female  who  underwent  surgery  for 
the  removal  of  foreign  bodies.  The  only  psychiatric 
reference  made  is  that  she  was  “neurotic.” 

1 horeck'  in  1924  reported,  in  considerable  detail, 
the  case  of  a “professional  swallower”  who  swal- 
lowed 275  articles  which  were  removed  surgically. 
This  particular  case  is  noteworthy  only  in  that  pro- 
fessional swallowing  is,  as  we  shall  see  later,  one  of 
the  motivations  for  the  ingesting  of  foreign  bodies. 

continued,  on  next  page 
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Walker8  in  1925  presents  the  case  of  a female 
with  dementia  praecox  who  swallowed  a fork, 
spoon,  can  opener,  and  crochet  needle.  Also,  a 
second  case,  is  that  of  a manic  depressive  psychotic 
who  swallowed  razor  blades.  No  motivational  as- 
pects are  indicated. 

Yankauer*  in  1926  records  the  case  of  a woman 
suffering  from  melancholia  who  swallowed  13 
foreign  bodies  with  the  intention  of  committing 
suicide.  No  further  psychiatric  aspects  are  in- 
dicated. 

Blackburn1"  in  1927  reported  the  case  of  a thirty- 
five-year-old  woman  who  stated  that  she  had  swal- 
lowed a large  number  of  safety  pins,  thirteen  years 
previously,  because  “she  was  hungry.”  This  pa- 
tient is  said  to  have  experienced  no  subjective 
symptoms  in  all  those  years.  The  author  states 
that  "no  psychotic  symptoms  were  evident."  How- 
ever she  was  classified  as  a “senile  dwarf." 

Chalk  and  Foucar11  in  1928  report  an  unusual 
case  of  a forty-two-year-old  woman  who  had  been 
hospitalized  for  one  and  one-half  years  because  of 
a manic  depressive  illness.  At  the  time  of  surgery, 
a total  of  2,533  pieces  of  foreign  bodies  were  found 
in  her  stomach.  The  total  weight  was  410  grams. 
The  foreign  bodies  included  screws,  nails,  pins, 
beads,  coins,  glass,  etc. 

In  1931,  Rivers  and  Davison12  reported  on  14 
cases  of  foreign  bodies  in  the  stomach.  Nothing  of 
psychiatric  interest  is  indicated  other  than  that 
some  of  the  fourteen  patients  were  psychotic. 

Again  in  1931,  Kellum13  reported  the  case  of  a 
white  male  with  a diagnosis  of  dementia  praecox, 
catatonic  type,  who  used  alcohol  to  excess,  and 
attempted  suicide  by  slashing  his  throat  with  a 
razor,  and  who  finally  came  to  surgery  after  hav- 
ing ingested  banana  peels,  egg  shells,  Christmas 
decorations,  sticks,  leaves,  paper,  etc.  He  subse- 
quently died,  following  surgery. 

The  author  distinguishes  two  groups  from  the 
point  of  view  of  motivation.  The  first  he  calls 
“intentional”  group  as  opposed  to  “accidental” 
group.  In  connection  with  the  intentional  group, 
suicide  would  seem  to  be  the  motivation.  Further, 
oral  eroticism  is  given  as  a possible  motive.  That  is 
to  say  in  simpler  terms,  the  ingested  foreign  bodies 
possess  symbolic  representation,  or  meaning. 

Again,  in  1931,  Cannady,14  in  discussing  foreign 
bodies  in  the  stomach  and  intestines,  mentions  hair- 
balls,  weighing  from  two  and  one-half  to  three 
pounds,  found  in  the  gastro-intestinal  tract,  and  he 
cites  Swain,  who  in  1895  reported  that  one  hairball 
weighed  five  pounds  and  three  ounces.  He  men- 
tions different  types  of  foreign  bodies  which  in- 
clude tobacco,  grass,  shellac  stones,  pumpkin  resi- 
due. watermelon  seeds,  rags,  and  twine.  He  sug- 
gests that  foreign  bodies  are  swallowed  either  by 
accident,  design,  or  with  suicidal  intent,  and  that 
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“an  irresistible  impulse”  may  be  responsible  for  the 
ingestion  of  a foreign  body.  He  quotes  a previously 
reported  case  of  an  insane  patient  in  whom,  at 
autopsy,  four  pounds  of  metal  articles  were  found 
on  each  occasion. 

In  1931  Stuart15  described  a method  to  promote 
_ passage  of  foreign  bodies  swallowed  in  attempted 
suicide.  The  method  was  successfully  used  in  a 
male  schizophrenic  who  had  ingested  a huckle,  an 
open  safety  pin,  a half-dollar,  and  possibly  a watch 
crystal.  The  method  consisted  in  the  patient’s 
swallowing  a number  of  cotton  balls,  about  the  size 
of  golf  balls,  after  they  had  been  dipped  in  melted 
butter.  The  next  day  the  patient  passed  a silver 
dollar  and  the  safety  pin,  both  being  completely 
surrounded  by,  and  entangled  in,  the  cotton. 

In  1936,  Eliason  and  Wright16  raised  the  ques- 
tion whether  a patient  with  a mental  disease  could 
have  associated  nerve  cell  lesions  which  resulted  in 
fallacious,  or  at  least  misleading,  visceral  sympto- 
matic phenomena,  causing  erroneous  diagnoses. 
Fifteen  cases  were  presented,  ten  of  which  con- 
sisted of  mentally  ill  patients  who  swallowed  for- 
eign bodies,  and  as  to  the  reason,  the  authors  in- 
quired whether  it  was  because  of  abnormal  hunger 
or  some  peculiar  and  strange  desire.  In  an  attempt 
to  answer  these  questions  they  suggested,  as  rea- 
sons for  swallowing  foreign  bodies:  1.  no  known 
reason ; 2.  suicidal  intent ; 3.  spite.  Psychiatric 
diagnoses  in  this  series  included  psychoneurosis, 
puerperal  psychosis,  dementia  praecox.  mental  de- 
ficiency, and  manic-depression. 

In  an  article  titled  Foreign  Bodies  in  Psychotics, 
by  Pollack,17  in  1938,  the  author  sees  this  as  an 
expression  of  perverted  sexuality.  The  author  lists 
thirteen  sexual  perversions  and  then  includes,  ap- 
parently a fourteenth,  which  is  the  use  of  foreign 
bodies  to  obtain  sexual  gratification.  Among  the 
sexual  perversions  he  lists  masturbation,  exhibi- 
tionism, fellatio,  cunnilingus,  transvestitism,  homo- 
sexuality, and  others.  He  describes  the  case  of  a 
twenty-seven-year-old  female,  dementia  praecox, 
paranoid  type,  who  swallowed  a tatting  shuttle  be- 
cause “she  enjoyed  the  sensation  of  swallowing 
foreign  objects” — a vicarious  type  of  sexual  sensa- 
tion. This  patient  had  been  promiscuous  and  alco- 
holic, prior  to  hospitalization,  and  she  openly  sol- 
icited coitus  while  in  the  hospital.  The  author  de- 
scribes several  other  cases  in  an  attempt  to  demon- 
strate his  theory. 

Power18  in  1939  suggested  five  reasons  why  peo- 
ple swallow  foreign  bodies:  1.  entertainment; 
2.  accident ; 3.  ignorance ; 4.  mischief  ; 5.  suicide. 
Tbe  foreign  bodies  swallowed  by  accident  probably 
form  the  bulk  of  the  cases  in  surgical  practice. 
Under  the  heading  of  ignorance  may  be  placed, 
apparently,  some  insane,  and  demented  people.  He 
suggests  that,  among  the  insane,  mischief  is  by  far 
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the  most  frequent  motive  for  swallowing  foreign 
bodies.  He  speaks  of  such  people  as  possessing  no 
powers  of  self-control,  as  being  “vindictive  to  a 
degree,”  and  he  adds  that  “they  swallow  foreign 
bodies  with  the  object  of  giving  as  much  trouble  as 
possible  to  those  who  look  after  them  and  whom 
they  are  well  aware  are  responsible  for  their  wel- 
fare.” 

In  1941  DeBernardi,19  of  Trieste,  Italy,  pre- 
sented three  cases  from  the  point  of  view  of  X-ray 
iconography.  For  our  purpose  the  interesting 
psychiatric  aspect  consists  only  of  the  fact  that  the 
first  case  was  that  of  a twenty-four-year-old  farm- 
er who  swallowed  a large  number  of  nails  for  the 
purpose  of  suicide.  The  second  case  is  that  of  a 
twenty-one-year-old  prisoner  who  was  motivated 
by  a desire  to  be  admitted  to  the  hospital,  and  who 
repeated  the  performance  of  ingesting  foreign 
bodies  on  three  occasions,  in  each  instance  passing 
the  foreign  bodies  naturally.  The  third  patient  was 
motivated  by  a desire  for  exhibitionism. 

In  an  article  by  Arieti,20  in  1944,  some  interest- 
ing material  is  presented.  The  author  first  dis- 
cusses the  case  of  a thirty-two-year-old  male  who 
was  admitted  to  the  Pilgrim  State  Hospital  in  1933, 
where  a diagnosis  of  dementia  praecox,  paranoid 
type,  was  made.  The  patient  subsequently  dete- 
riorated severely.  In  1939,  he  died  of  acute  intes- 
tinal obstruction,  and  the  autopsy  revealed  a total 
of  16  spoon  handles,  and  a piece  of  shirt  collar  in 
the  terminal  ileum,  which  caused  the  obstruction. 

The  author  points  out  that  it  is  not  rare  to  see 
schizophrenics  grasp  their  own  feces,  chew  them, 
and  eat  them,  often  with  great  satisfaction  (copro- 
phagia  ).  The  author  believes  that  this  is  not  “silly, 
purposeless  behavior,”  but  rather  behavior  which 
is  a manifestation  of  mechanisms  belonging  to 
lower  levels  of  integration.  He  offers  observations 
from  the  fields  of  comparative  psychology,  child 
psychology,  psychiatry,  experimental  neurology, 
anthropology,  and  psychoanalysis,  as  corroborating 
such  a belief.  Hence,  it  is  obvious  to  anyone  who 
has  observed  children,  one  to  two  years  of  age,  that 
they  grasp  indiscriminately,  edible  and  non-edible 
objects  and  attempt  to  put  them  into  their  mouths, 
licking,  sucking,  or  eating  them.  This  habit,  or 
“oral  tendency”  may  persist  pathologically  up  to 
the  third  or  even  fourth  year,  and,  according  to  the 
author,  is  erroneously  called  perverted  appetite,  or 
pica ! But  this  habit  is  also  a habit  of  regressed 
psychotics.  When  both  temporal  lobes  of  trained 
monkeys  were  extirpated,  such  monkeys  showed 
an  irresistible  tendency  to  grasp  anything  within 
reach  and  placing  the  grasped  object  in  their 
mouths,  biting  it,  touching  it  to  their  lips,  and 
finally  eating  it,  if  edible.  In  another  field  of  inves- 
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tigation,  members  of  savage  tribes  are  in  the  habit 
of  eating  some  inedible  substances  (geophagy). 
These  examples,  taken  from  different  fields  of  in- 
vestigation. have  some  features  in  common,  namely, 
the  picking  up  of  objects  from  the  immediate  en- 
vironment and  placing  them  into  the  oral  cavity,  no 
•discrimination  being  made  concerning  their  nature, 
or  no  consideration  being  paid  to  the  fact  that 
they  are  not  edible.  Further,  the  bitemporal  mon- 
keys, and,  in  a certain  sense,  even  the  child  of  one 
or  two  years  of  age,  may  be  considered  “psychically 
blind."  That  is  to  say,  they  show  no  discrimination, 
no  preference  for  food,  nor  for  learned  reactions, 
and  no  ability  to  concentrate  on  particular  objects. 
In  a certain  way  the  demented  schizophrenic,  in 
advanced  stages  of  regression,  may  he  considered 
as  partially  psychically  blind.  The  author  advances 
the  hypothesis  that  this  kind  of  behavior  in  chil- 
dren, bitemporal  monkeys,  and  regressed  schizo- 
phrenics, is  a primitive  way  of  reacting,  is  charac- 
teristic of  a certain  level  of  development,  and  is 
"inhibited  or  transformed  by  higher  centers.”  The 
author  points  out  that  psychoanalysis  describes  an 
oral  stage  of  development,  a stage  at  which  mental 
patients  may  he  fixed,  or  to  which  they  may  regress. 

Neustatter,21  in  1947,  divides  a group  of  eleven 
“swallowers”  into  two  sub-groups : the  first  suit- 
group  amounting  to  attention-getting  attempts,  and 
the  second  sub-group  consisting  of  patients  in  "a 
highly  emotional  state,  with  a considerable  degree 
of  depression.”  Utilizing  two  control  groups,  a 
significant  difference  was  found  in  the  “swallower” 
group  as  compared  to  the  two  control  groups,  in 
that,  early  home  conditions  in  childhood  in  the 
“swallower”  group  was  poor.  Such  early  home 
conditions  included  father  violence,  father  alco- 
holic, father  brutality,  parental  disharmony,  paren- 
tal separation.  The  “swallowers”  showed  a greater 
incidence  of  earlv  truancy  from  school,  adolescent 
delinquency,  violent  temper  and  nervousness.  The 
conclusion  reached  by  the  author  is  that  the  swal- 
lowing of  foreign  bodies  appears  to  he  due  either 
to  very  mundane  causes,  or  to  be  caused  by  severe 
depression  in  unstable  individuals. 

A very  pertinent  discussion  dealing  with  the  psy- 
chiatric aspects,  and  particularly  with  motivation  in 
the  ingestion  of  foreign  bodies  is  that  of  Carp22 
in  1950.  The  author  points  out  that  “an  attempt  to 
ascertain  what  prompted  patients  to  swallow  for- 
eign bodies  failed  in  most  instances  to  elicit  in- 
formative responses.”  Also,  in  the  second  decade 
of  life,  the  motive  was  a desire  for  mischief,  or 
exhibitionism.  In  other  decades  (of  life)  four  pa- 
tients had  suicidal  intents.  In  three  instances  swal- 
lowing was  accidental.  Hence,  there  may  be  re- 
gression to  a level  of  “non-development,”  the 
infantile,  or  animalism.  Oral  exploration,  as  in 
animals,  may  produce  pleasure  in  mentally  dete- 

continued  on  page  532 


SEPTEMBER,  1957 


531 


Members  of 

Providence  Medical  Association 

and 

Rhode  Island  Medical  Society 

are  eligible  to  apply  for  the  special  advantages 
of  THEIR  OWN  LOCAL  GROUP  PLAN  of 
DISABILITY  INSURANCE. 

Members  under  age  61  may  apply  for  as  much 
as  $100  weekly  benefits. 

ACCIDENT  — LIFETIME 
SICKNESS  — SEVEN  YEARS 

Literature  supplied  on  request  by 
the  office  of  the  Executive  Secretary 
or 

R.  A.  Derosier  Agency 
32  Custom  House  Street 
Providence  3,  Rhode  Island 
GAspee  1-1391 


when  anxiety  and  tension  "erupts”  in  the  G.  I.  tract. . . 

IN  ILEITIS 


PATHIBAMATE 

Meprobamate  with  PATHILON®  Lederle 

Combines  Meprobamate  {400  tug.)  the  most  widely  prescribed  tranquilizer  . . . helps  control 
the  “emotional  overlay”  of  ileitis  — without  fear  of  barbiturate  loginess,  hangover  or 
habituation  . . .with  PATHILON  {25  mg.}  the  anticholinergic  noted  for  its  extremely  low  toxicity 
and  high  effectiveness  in  the  treatment  of  many  G.I.  disorders. 

Dosage:  1 tablet  t.i.d.  at  mealtime.  2 tablets  at  bedtime.  Supplied:  Bottles  of  100,  1,000. 

^Trademark  ® Registered  Trademark  for  Tridihexethyl  Iodide  Lederle 


LEDERLE  LABORATORIES  DIVISION,  AMERICAN  CYANAMID  COMPANY,  PEARL  RIVER,  NEW  YORK 


532 

INGESTION  OF  MULTIPLE  FOREIGN  BODIES 

continued  from  page  530 

riorated  human  beings.  In  depressed  patients  sui- 
cide may  be  the  motive.  The  largest  group  of 
offenders  is  that  of  dementia  praecox.  Here,  self- 
mutilation  may  be  the  motive.  There  is  also  the 
masochistic  group  whose  self-infliction  of  punish- 
ment may  occur  as  a reversal  of  a feeling  of  guilt 
or  hostility  to  the  environment.  This  particular 
observation  of  the  author  is  extremely  pertinent, 
in  my  opinion,  to  our  own  case.  1 here  can  be  no 
doubt  that  our  patient  harbored  intense  hostility, 
as  expressed  with  such  words  as,  “bitch,  s-o-b.” 
Moreover,  she  repeatedly  and  bitterly  complained 
that  her  husband  was  inconsiderate  of  her,  partic- 
ularly. in  refusing  to  give  her  money.  Hence,  she 
reverses  hostility  to  herself  — by  self-infliction  of 
pain  and  punishment  — from  the  environment 
(husband). 

Carp  indicates  another  group  with  dementia 
praecox  labeled  “introjective  swallowers”  who 
imagine  foreign  bodies  to  be  loved  objects  such  as 
breasts  or  penises.  Sometimes  there  is  a mental 
association  between  such  things  as  a safety  pin  with 
the  symbolic  mother  of  the  patient  when  the  pa- 
tient was  a child.  Some  patients  have  pregnancy 
phantasies.  A male  schizophrenic  may  feel  like  a 
woman  and  have  a desire  for  impregnation.  His 
warped  mind  imagines  that  a swallowed  foreign 
body  will  produce  oral  impregnation.  Reverting  to 
the  infantile,  with  its  uncontrolled  drive  for  play- 
fulness, exhibitionism,  escape  from  fear,  or  a de- 
sire to  arouse  sympathy  may  also  produce  abnormal 
deglutition.  Jail  inmates  who  may  wish  to  evade 
routine  punishment  by  transfers  to  the  infirmary 
may  resort  to  this  practice.  Occasionally,  men  use 
this  device  in  an  attempt  to  avoid  induction  into  the 
military  service. 

Gants,23  in  1955,  stated  that  accidental  swallow- 
ing of  a foreign  body  is  by  far  the  most  common, 
and  occurs  predominantly  in  infants  and  children, 
but  also  in  adults. 

In  summary,  we  may  venture  to  answer  the 
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questions,  what  kind  of  people  ingest  foreign  bodies 
and  why.  Accidental  swallowing  of  foreign  bodies, 
said  to  be  the  most  common  kind,  obviously  is  of 
no  particular  interest  here.  All  people  are  subject 
to  accidents.  Apart  from  this,  it  is  certainly  safe 
to  say  that  people  who  ingest  foreign  bodies  are, 
broadly  speaking,  mentally  ill.  “Professional” 
swallowing  and  swallowing  for  entertainment  im- 
presses this  writer  as  belonging  to  such  a category, 
even  though  one  might  be  inclined  to  use  such  de- 
scriptive terms  as  “crackpots,”  “eccentrics,”  etc. 
Exhibitionists  are  considered  mentally  ill  people. 
Further,  something  is  wrong  with  the  “mind”  of 
those  people  who  seek  to  gain  attention  or  to  avoid 
duty  by  this  strange  means.  Something  is  likewise 
wrong  with  the  “mind”  of  a malingerer.  More 
strictly,  psychotics  most  often  ingest  foreign  bodies 
and  most  frequently  they  are  schizophrenics.  Next 
in  order  would  seem  to  be  depressions,  including 
such  diagnoses  as  manic  depression,  melancholia, 
etc.  Mental  deficiency  and  psychoneurosis  are 
other  diagnoses  given  in  the  literature. 

Suicide  would  appear  to  be  the  most  common 
motive.  Spite,  vindictiveness , attention-getting , 
exhibitionism,  impulsive  behavior,  irresistible  im- 
pulses have  all  been  suggested.  Symbolism  in  the 
form  of  perverted  sexuality  and  oral  eroticism  may 
motivate  some  people  to  ingest  foreign  bodies. 
Animalism  and  infantilism — as  regressive  phenom- 
ena— may  cause  human  beings  to  swallow  objects 
foreign  to  the  gastro-intestinal  tract.  Lastly,  and 
perhaps  most  pertinent,  self-mutilation  and  self- 
infliction of  punishment  occurring  as  a reversal  of 
a feeling  of  guilt  or  hostility  to  the  environment  is 
a motive,  mostly  unconscious.  In  its  simplest  and 
crudest  form  this  motivation  would  seem  applicable 
to  our  case. 
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THE  PATIENT  SPEAKS:  Mother  Story  Ver- 
batim in  Psychoanalysis  of  Allergic  Illness,  by 

Harold  A.  Abramson,  M.D.  Vantage  Press,  Inc., 
N.Y.,  1937.  $3.50 

Since  the  beginning  of  psychoanalysis  and  later 
of  other  forms  of  psychotherapeutic  treatment,  the 
problem  of  recording  and  presenting  to  others  the 
personal  experience  of  the  patient-doctor  inter- 
action has  been  an  outstanding  one.  Freud  himself 
left  an  accurate  description  of  the  analytic  treat- 
ment of  some  of  his  patients,  so  vividly  and  care- 
fully presented  that  it  became  part  of  the  classics 
of  the  psychoanalytic  literature.  It  is  enough  to 
think  of  the  description  of  the  Schreiber  case  or  of 
the  analysis  of  a phobia  in  a five-year-old  boy. 
Other  authors  have  followed  Freud  in  the  descrip- 
tion of  their  methodic  work  with  the  patient  who 
is  followed  through  the  stages  of  the  therapeutic 
process.  This  system  of  recording  is  now  only 
seldom  applied,  due  to  the  pressures  of  modern  life. 
This  results  in  an  impoverishment  of  teaching 
methods  and  research  in  psychiatry.  To  overcome 
this  state  of  things,  recently  new  methods  of  com- 
munication have  been  introduced  in  psychiatry, 
especially  the  use  of  tape-recording  machines  and 
of  the  one-way  mirror  (through  which  observers 
can  follow  the  treatment  of  a patient  by  his  doctor 
without  being  seen ).  Both,  however,  present  some 
disadvantages  ; essentially  that  they  can  he  directed 
only  to  a limited  audience.  Hence,  the  advantage 
of  a detailed  account  of  a patient's  verbal  and  gen- 
eral behavior,  which  also  gives  the  possibility  of 
following  his  interaction  with  the  therapist. 

The  author  of  this  hook.  Doctor  Harold  A. 
Abramson,  an  allergist  and  a psychoanalyst  prac- 
ticing in  New  York,  has  taken  full  advantage  of  the 
implications  of  the  verbatim  record  of  his  patient’s 
analysis.  As  obviously  all  the  verbal  material  of- 
fered by  the  patient  could  not  be  reported,  a selec- 
tion had  to  be  made.  Doctor  Abramson  has  suc- 
ceeded remarkably  well  in  his  difficult  job  of  mak- 
ing a choice  of  the  most  important  material,  still 
maintaining  the  chronological  order.  What  is  more 
important,  he  has  maintained  and  stressed  all 
through  the  book  the  basic  course  of  the  treatment, 
focusing  on  the  crucial  aspects  of  it.  Thus  the 
reader  is  gently  guided  by  the  author  through  the 
different  stages  of  the  treatment  from  its  beginning 


until  its  conclusion. 

The  patient  under  treatment  is  a thirty-two-year- 
old  woman  who  has  suffered  from  a persistent 
eczema  since  the  early  months  of  her  life.  This 
woman,  who  is  married  and  has  a little  daughter, 
has  experienced  since  childhood  a very  ambivalent 
relationship  toward  her  own  mother,  a rigid,  domi- 
neering and  prejudiced  person.  Little  by  little,  in 
the  course  of  the  treatment,  the  author  arouses  the 
tremendous  hostility  of  the  patient  toward  her  own 
mother  and  leads  the  patient  to  the  recognition  and 
expression  of  her  own  inner  feelings.  The  patient 
comes  to  understand  that  unconsciously  she  always 
associated  her  skin  condition  with  feelings  of  dirt, 
thus  devaluating  herself.  Furthermore,  she  comes 
to  realize  that  she  always  scratches  when  frus- 
trated, especially  by  her  own  mother,  and  that 
separation  from  her  mother  raises  intense  guilt. 
Later  on  she  understands  that  switching  her  hos- 
tility toward  her  husband  and  then  toward  the 
therapist  constitutes  the  beginning  of  the  solution 
of  her  conflicts. 

The  few  questions  introduced  by  the  therapist, 
and  the  comments  added  here  and  there,  help  in 
stressing  the  basic  dynamics  of  the  patient  and  the 
main  course  of  the  treatment.  The  dynamics  of 
this  patient  is  centered  around  the  relationship  with 
her  mother.  It  is,  indeed,  a very  good  example  of 
the  complex  interaction  between  patient  and  mother 
and  of  the  possible  influence  of  this  interaction  on 
the  patient’s  little  daughter ; a topic  which  is  con- 
sidered of  basic  importance  in  the  study  of  the 
pathogenesis  of  many  psychopathological  condi- 
tions, even  in  regard  to  child  psychiatry. 

As  one  reads  the  book,  however,  one  cannot  help 
hut  receive  the  impression  of  a certain  degree  of 
artificality  in  such  a detailed  description  of  the 
patient-mother  interaction.  Namely,  of  all  the  pos- 
sible areas  of  the  reality  of  the  patient’s  life,  the 
author  has  isolated  and  described  only  one,  dis- 
regarding the  others.  This  results  in  a general  feel- 
ing of  isolation  from  the  total  social  and  cultural 
background  in  which  the  patient  operates.  While 
this  impoverishes  the  book,  it  offers  at  least  the 
advantage  of  a thorough  comprehension  of  one — 
doubtless  the  most  important — area  of  the  patient's 
behavior. 

Viewed  from  this  perspective — which  is  the  one 
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that  the  author  has  constantly  in  mind — this  book 
is  very  educational  for  psychiatrists  and  allergists, 
as  well  as  for  many  others.  The  fact  that  the  ma- 
terial presented  by  the  patient  is  referred  in  first 
person  makes  the  reading  even  more  refreshing 
and  lively.  It  is  unfortunate  that  the  last  chapter 
on  the  evaluation  of  the  mother  role  and  of  the 
Chronus  complex  in  allergy  is  too  full  of  theoretical 
implications  which  to  this  reviewer,  are  far  from 
being  validated  by  clinical  experience  and,  in  par- 
ticular, by  tbe  material  presented  in  the  book.  Even 
with  this  criticism,  this  book  remains  a valuable 
example  of  an  approach  between  the  experimental 
and  the  clinical,  of  which  there  is  a tremendous 
need  in  psychiatry.  I am  sure  that  many  other 
psychiatrists  will  agree  with  me  in  the  hope  that 
Doctor  Abramson’s  example  will  be  followed  soon 
by  others. 

George  Mora,  m.d. 

CLINICAL  PROCTOLOGY  by  J.  Peerman 
Nesselrod,  B.S.,  M.S.,  M.Sc.  (Med.),  M.D., 
F.A.C.S.,  F.A.P.S.,  Assistant  Professor  of  Sur- 
gery, Northwestern  Lhiiversity  Medical  School. 
W.  B.  Saunders  Co.  Phil.,  1957.  $7.00 

This  volume  is  an  extension  of  the  first  edition 
and  is  an  excellent  presentation  of  the  fundamen- 
tals of  proctology.  There  is  much  new  material 


which  makes  it  an  excellent  beginner’s  volume,  not 
only  for  the  general  practitioner,  but  also  for  the 
internist  who  may  wish  to  become  proficient  in 
proctoscopy.  Tbe  surgical  techniques  and  manage- 
ment which  the  author  describes  will  enable  tbe 
general  surgeon  to  elevate  bis  work  in  anorectal 
surgery  to  the  same  creditable  plane  achieved  in 
other  fields  of  surgery.  The  proctologist  should 
include  this  text  in  his  library. 

The  book  is  well  written  and  tbe  illustrations  are 
excellent.  It  is  recommended,  unreservedly,  to  tbe 
student,  the  general  practitioner,  and  the  proc- 
tologist. 

Thaddeus  A.  Krolicki,  m.d. 

SCIENCE  LOOKS  AT  SMOKING  by  Eric 
Northrup.  Coward-McCann,  Inc.,  New  York, 
1957.  $3.00 

This  little  volume  of  190  pages  appears  to  be  an 
attempt  to  persuade  tbe  public  that  the  evidence 
which  points  to  cigarette  smoking  as  an  important 
factor  in  the  production  of  bronchogenic  carcinoma 
is  so  inconclusive  that  it  may  well  be  disregarded. 
The  use  of  the  word  “science”  in  the  title  is  perhaps 
calculated  to  influence  the  reader  to  conclude  that 
here  we  have  a calm,  unbiased  opinion  on  a subject 
that  heretofore  has  been  clouded  by  emotion  related 
to  the  personal  habits  and  desires  of  those  wbo  dis- 
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cuss  the  matter.  A possible  relation  to  the  financial 
interests  of  the  powerful  tobacco  industry  is  not 
mentioned  although  the  results  of  some  of  the 
studies  sponsored  by  that  industry  are  quoted. 
However,  the  discussion  seems  in  fact  to  be  far 
from  unbiased  and  the  arguments  employed  by  the 
author  as  well  as  those  used  in  the  introduction 
which  is  written  by  Doctor  H.  S.  N.  Greene  of 
New  Haven,  a pathologist  and  an  inveterate  smoker 
by  his  own  admission,  are,  in  the  opinion  of  this 
reviewer,  specious  in  the  extreme. 

The  effort  is  almost  entirely  directed  toward  dis- 
counting the  mass  of  evidence  which  points  to 
cigarette  smoking  as  having  a definite  relation  to 
the  occurrence  of  carcinoma  of  the  lung.  There  is 
also  a little  space  devoted  to  the  question  of  the 
effect  of  smoking  on  coronary  heart  disease.  In 
the  discussion  of  this  subject  various  other  factors 
which  are  generally  accepted  as  of  more  importance 
in  causing  coronary  disease  than  is  tobacco  are 
stressed.  It  is  to  be  noted,  however,  that  no  definite 
consideration  of  the  universally  recognized  rela- 
tionship between  tobacco  and  occlusive  disease  of 
the  peripheral  arteries  is  anywhere  taken  up.  Fur- 
thermore, no  mention  at  all  is  made  of  what  is 
probably  the  most  lethal  effect  of  excessive  and 
long  continued  smoking,  namely,  the  development 
of  chronic  bronchitis  and  obstructive  emphysema. 

Possible  factors,  other  than  smoking,  that  may 
be  active  in  the  etiology  of  bronchogenic  carcinoma, 
such  as  air  pollution,  receive  a good  deal  of  atten- 
tion with  the  obvious  purpose  of  decreasing  the 
emphasis  on  tobacco  smoke.  The  recent  rise  in  the 
sale  of  cigarettes,  after  the  decrease  which  occurred 
following  the  publication  of  the  earlier  reports 
on  smoking  and  lung  cancer,  is  cited,  though  one  is 
at  a loss  to  see  any  value  of  this  fact  in  upholding 
the  main  argument  of  the  author.  The  potent  action 
of  tobacco  as  a “tranquilizer”  is  brought  out  and 
the  pleasures  of  smoking  emphasized  by  a series  of 
quotations  from  eminent  smokers  which,  in  a mild 
way.  resemble  what  one  might  suppose  would  be 
written  by  a similar  group  who  were  opium  addicts. 
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An  attempt  to  discount  the  value  of  the  work  of 
Auerbach  and  his  group  who  found  numerous  car- 
cinomata in  situ  in  the  lungs  of  heavy  smokers  is 
certainly  unsuccessful.  The  same  may  he  said  of 
the  comments  on  the  statistical  studies  of  Wynder 
and  Graham,  Hammond  and  Horn  and  others.  The 
publication  of  this  book  apparently  antedated  and 
therefore  could  not  discuss  the  recent  statement  of 
the  U.  S.  Public  Health  Service — “there  is  an  in- 
creasing and  consistent  body  of  evidence  that  ex- 
cessive cigarette  smoking  is  one  of  the  causative 
factors  of  lung  cancer.” 

In  the  opinion  of  this  reviewer,  a book  which 
presents  a clear-cut  and  unbiased  interpretation  of 
present-day  information  on  the  effects  of  tobacco 
smoking  would  be  of  real  value.  This  is  not  such  a 
book.  On  the  contrary,  here  we  are  dealing  with  such 
an  obvious  attempt  to  discredit  well-documented 
evidence  by  the  use  of  arguments  that  are  quite 
unconvincing  and  are  repeated  again  and  again, 
that  one  is  reminded  of  the  Queen's  remark  to 
Hamlet  “The  lady  doth  protest  too  much,  me- 
thinks.” 

Alex  M.  Burgess,  m.d. 

EPILEPSY:  GRAND  MAL,  PETIT  MAL, 
CONVULSIONS,  by  Letitia  Fairfield,  C.B.E., 
M.D.,  D.P.H.  Philosophical  Library,  Inc.,  N.Y., 
1957.  $4.75 

This  short,  but  interesting  hook,  has  some  clearly 
defined  objectives.  They  are:  1.  To  summarize 
for  the  public  exactly  what  is  known  about  the 
various  forms  of  the  disease  and  the  treatments 
presently  available.  2.  To  review  the  special  prob- 
lems presented  by  epileptic  children.  3.  What  em- 
ployment the  epileptic  can  expect  to  find  in  the 
workaday  world  and  4.  To  help  epileptics  get  their 
troubles  into  a proper  perspective. 

After  reading  this  book  the  reviewer  feels  that 
all  of  the  author’s  objectives  have  been  accom- 
plished in  a clear  and  concise  fashion.  The  confu- 
sion associated  with  multisyllabled  medical  and  neu- 
rological terminology  has  been  reduced  to  the  irre- 
ducable  minimum  making  the  book  excellent  read- 
ing for  non-professional  individuals  connected  with 
the  epileptic  patient,  the  disease  itself  and  all  its 
sociological  implications. 

To  the  physician  trained  in  the  treatment  of 
neurological  illness  nothing  new  of  scientific  in- 
terest has  been  brought  forward  by  this  publication. 

Thomas  Loftus  Greason,  m.d. 
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DISTRICT  MEDICAL  SOCIETY  MEETINGS 


BRISTOL  COUNTY  MEDICAL  ASSOCIATION 

At  the  annual  meeting  of  the  Bristol  County 
Medical  Association,  held  in  July,  the  following 
officers  were  elected  to  serve  for  the  ensuing 
twelve-month  period : 

Arcadie  Giura,  M.D.,  of  Warren  President 

Bruce  W.  Smith.  M.D..  of  Barrington, 

Vice-President 

Paul  A.  Botelho,  M.D.,  of  Bristol  Treasurer 

Ulysse  Forget,  M.D.,  of  Warren  Secretary 

WOONSOCKET  DISTRICT  MEDICAL 
SOCIETY 

A meeting  of  the  Woonsocket  District  Medical 
Society  was  held  on  August  12.  1 057.  at  1 1 :00  a.m. 
at  the  Woonsocket  Hospital  board  room.  Doctor 
Richard  H.  Dowling,  president,  conducted  the 
meeting. 

A request  from  the  Woonsocket  School  Com- 
mittee was  received  that  the  Medical  Society  sub- 
mit to  them  a list  of  physicians  who  would  be  in- 
terested in  the  position  of  school  physician.  They 
also  requested  suggestions  for  improvement  of  care 
to  children  under  this  program.  Doctors  Harry 
Levine,  Roger  Fontaine  and  Arno  Kiiss  volun- 
teered and  their  names  will  be  forwarded  to  the 
School  Committee  without  delay.  A committee 
was  appointed  to  draw  up  a better  program  for 
medical  care  to  school  children  in  Woonsocket. 
The  committee  consists  of  Doctor  Oscar  Daschef, 
Chairman,  George  Crepeau,  and  Joseph  Bliss.  It 
will  report  its  recommendations  at  the  next  regular 
meeting. 

The  application  for  membership  of  Doctor 
Roger  J.  Fontaine  was  read.  The  Society’s  censors 
reported  that  he  was  qualified  to  be  a member  of 
this  Society.  He  was  voted  into  membership 
unanimously. 

A request  was  read  from  Doctor  J.  Gerald 
Lamoureux  to  suspend  his  District  Society  dues 
while  he  was  out  of  the  active  practice  of  medicine. 
The  Society  so  voted. 

Meeting  adjourned  at  11  :30  a.m. 

Alton  P.  Thomas,  Secretary 


INGESTION  OF  MULTIPLE  FOREIGN  BODIES 

concluded  from  page  532 

"Case  in  Which  More  Than  2,500  Foreign  Bodies  were 
Found,  (S.  G.  Chalk  & H.  O.  Foucar)  Arch.  Stirg. 
16:494-500,  February  ’28 

'-Foreign  Bodies  in  the  Stomach,  (A.  B.  Rivers  & H.  L. 

Davison)  Ann.  Int.  Med.  4:742-51,  January  ’31 
13Foreign  Bodies  in  the  Gastro-intestinal  Tract  in  Psy- 
chotic Patients,  (H.  J.  Kellum)  U.  S.  Vet.  Bur.  M.  Bull. 
7 :50-2  January,  ’31 

14Foreign  Bodies  of  the  Gastro-intestinal  Tract,  (J.  E. 

Cannaday)  Ann.  Surg.  94:218-32,  August  ’31 
15Method  to  Promote  Passage  of  Foreign  Bodies  Swal- 
lowed in  Attempted  Suicide  (case),  (N.  E.  Stewart) 
M.  Bull.  Bet.  Admin.  7:1082,  Nov.  ’31 
'•'Digestive  Phenomena  in  the  Psychopathic  Patient. 
(E.  L.  Eliason  & V.  Wm.  Wright)  Ann.  Surg.  103- 
572-9,  April,  ’36 

1 'Foreign  Bodies  in  Psychotics  as  an  Expression  of  Per- 
verted Sexuality,  (B.  Pollack)  M.  Times,  N.  Y.,  66:171, 
April  ’38 

18Swallowed  Foreign  Bodies  in  Relation  to  Mental  Hos- 
pital Practice,  (T.  D.  Power)  Proc.  Roy.  Soc.  Med. 
32:891-2,  June  ’39 

1!,Some  cases  of  Swallowing  of  Miscellaneous  Objects, 
(deBernardi)  Am.  Roentgenol.  46:75-9,  July  ’41 
2l'The  “Placing-into-Mouth”  and  Coprophagic  Habits 
Studied  from  a Point  of  View  of  Comparative  Develop- 
ment Psychology,  (S.  Arieti)  J.  Nerv.  & Ment.  Dis. 
99:959-64,  June  '44 

21  The  Swallowing  of  Foreign  Bodies,  (W.  L.  Neustatter) 
Brit.  M.  J.  1 :332-4,  March  15,  ’47 
22Foreign  Bodies  in  the  Gastro-intestinal  Tracts  of  Psy- 
chotic Patients,  (L.  Carp)  Arch.  Surg.  60 : 1055-75 
June  '50 

23Foreign  Bodies  in  the  Gastro-intestinal  Tract,  (R.  T. 
Gants  & J.  B.  Jay)  U.  S.  Armed  Forces  M.  J.  6:987-91, 
July  ’55 


Monday , October  7,  at  8:30  P.M. 


Regular  Meeting 


of  the 


Providence  Medical  Association 


At  the  Medieal  Library 


539 


SEPTEMBER,  1957 

CLINICAL  OBSERVATIONS  WITH 
PHENAGLYCODOL  IN  HYPERTENSION  WITH 
ANXIETY  STATES 

concluded  from  page  515 

H.M.  — Sixty-eight -year -old  retired  school 
teacher,  a remarried  widow  whose  second  marriage 
was  unfortunate.  She  was  seen  after  her  return 
from  a Reno  divorce.  Eating  poorly,  with  fre- 
quent spells  of  nausea  and  vomiting,  B.P.  196/100, 
severe  insomnia,  neurodermatitis  of  both  hands. 
Response  to  Phenaglycodol  was  rather  dramatic. 
In  four  days  she  was  sleeping  better  and  in  two 
weeks  the  G.I.  symptoms  were  gone.  The  rash  im- 
proved rapidly  and  disappeared  in  three  weeks. 
Her  B.P.  came  down  to  184/100. 

F.P.  — Fifty-two-year-old  sales  representative 
and  trouble  shooter  for  a large  manufacturing  firm. 
He  was  mildly  hypertensive  and  had  frequent  an- 
ginal pains  brought  on  by  business  tension.  On 
two-week  check-up  he  was  normotensive,  the  an- 
gina was  infrequent,  and  he  was  sleeping  normally. 

Discussion 

One  always  hesitates  to  present  a paper  without 
an  impressive  list  of  extensive  laboratory  studies. 
However,  it  was  felt  that  observations  on  average 
patients'  response,  in  an  average  community,  would 
be  of  value,  as  differentiated  from  studies  on  insti- 
tutionalized patients,  since  the  practice  of  medicine 
in  the  United  States  is  still,  for  the  most  part,  con- 
cerned with  private  patients  in  office  practice. 

Phenaglycodol  is  a safe  and  effective  relaxing 
agent  for  mild  anxiety  states.  Its  hypotensive  ef- 
fect is  due  entirely  to  its  sedative  action.  There  was 
no  mental  clouding  or  slowing  of  reflexes,  as  seen 
with  members  of  the  barbiturate  family.  No  contra- 
indications because  of  toxic  side-effects  were  noted. 
Side  reactions  were  due  to  individual  susceptibility 
and  disappeared  on  discontinuance  of  the  drug. 
Arteriosclerotic  patients  responded  very  poorly. 
Phenaglycodol  is  ideal  in  the  35  to  60  age  group 
who  show  mild  to  severe  anxiety  from  the  stress  of 
modern  life.  Patients  on  this  medication  should  be 
checked  frequently  for  toxicity  and  evidence  of 
habit  formation,  as  found  by  Femere  in  Meprobo- 
mate.5 


SUMMARY 

A total  of  111  cases  of  anxiety  with  hyperten- 
sion were  treated  with  Phenaglycodol.  A favorable 
response  was  noted  in  92.  No  toxic  effects  were 
noted.  The  new  drug  was  found  to  be  a safe  and 
effective  agent.  However,  further  studies  are 
needed  with  observations  on  habit  formation  and 
toxicity,  after  very  prolonged  use. 
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In  keeping  with  its  objeetives  to 
make  readily  available  to  tlie  medical 
profession  knowledge  of  the  latest 
clinical  practices  having  to  do  with 
the  broad  field  of  geriatrics 

THE  AMERICAN  GERIATRICS 
SOCIETY 

will  give  a 

GRADUATE  SYMPOSIUM 

on 

GERIATRIC  MEDICINE 

at  the  Waldorf-Astoria, 

New  York  City 

November  7 and  8,  1957 

Co-sponsored  l»v  the  American  Geriatrics 
Society  and  the  American  Academy  of 
General  Practice 

12  Hours  Postgraduate  Study  Credit , 
Category  One 
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INCREMlM 


Finicky  eaters  are  headed  for  a fast  nutritional 
build-up  with  Incremin  — tasty  appetite  stimulant. 

Incremin  offers  1-Lysine  for  improved  protein  utili- 
zation, and  essential  vitamins  for  their  stimulating 
effect  on  appetite. 

Tasty  Incremin  is  available  in  either  Drops  or  Tab- 
lets. Caramel-flavored  Tablets  maybe  orally  dissolved, 
chewed  or  swallowed.  Cherry-flavored  Drops  may  be 
mixed  with  milk,  formula  or  other  liquid.  Tablets: 
bottles  of  30.  Drops:  plastic  dropper-type  bottle  of 
15  cc. 


Pyridoxine  (B„)  5 mg. 
(Incremin  Drops  con- 
tain 1%  alcohol) 


Each  Incremin  Tablet 
or  each  cc.  of  Incremin  Drops  contains, 

1-Lysine  300  mg. 

Vitamin  Bis  25  mcgm. 

Thiamine  (Bi)  10  mg. 

Dosage:  only  1 Incremin  Tablet  or  10-20  Incremin  Drops 
daily. 

*Reg.  U.S.  Pat.  Off. 

LEDERLE  LABORATORIES  DIVISION 
AMERICAN  CYANAMID  COMPANY 
PEARL  RIVER,  NEW  YORK 


'Thorazine’  relieved 
this  patient’s  severe 
anxiety  and  helped 
her  to  gain  insight. 


"No  X-ray 
sees  my 
cancer.” 
**  • . . nothing 
stops 
my  pain.” 


‘THORAZINE’  CASE  REPORT 


patient:  6o-year-old  female.  After  death  of  relative  from  cancer,  patient 
developed  severe  epigastric  pain,  was  convinced  pain  was  due 
to  hidden  malignancy  which  defied  the  X-ray.  Her  pain  was 
unresponsive  to  antispasmodics.  Her  severe  cancerphobia  was 
untouched  by  sedatives  and  she  refused  psychotherapy. 

response:  Complete  relief  from  pain  was  obtained  after  two  weeks  of 
‘Thorazine’  (25  mg.  q.i.d.).  Dosage  was  gradually  decreased  over 
the  next  two  months  to  a 25  mg.  tablet  on  retiring. 


Patient  then  stated  she  “knew  all  the  time  it  wasn’t  cancer.” 
‘Thorazine’  was  instrumental  in  providing  both  relief  and  insight 
when  “many  drugs  and  attempts  at  reassurance  had  failed.” 


This  case  report  is  from  the  files  of  the  patient’s  physician;  photo  profes- 
sionally posed. 


THORAZINE*  one  of  the  fundamental  drugs  in  medicine 

(chlorpromazine,  S.K.F.) 

Smith,  Kline  & French  Laboratories,  Philadelphia 

*T.M.  Reg.  U.S.  Pat.  Off. 
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for  greater  specificity 
and  flexibility 
in  treatment 
for  convulsive  disorders 

PARKE  - DAVIS 

now  offers 
a comprehensive  group 

of  anticonvulsants 


DILANTIN 


for  grand  mal  and  psychomotor  seizures 

Sodium  (diphenylhydantoin  sodium,  Parke- 
Davis)  is  supplied  in  a variety  of  forms  — 
including  Kapseals®  of  0.03  Gm.  and  of  0.1  Gm. 
in  bottles  of  100  and  1,000. 


PHELANTIN 


CELONTIN 

MILONTIN 


Kapseals  (Dilantin  100  mg.,  phenobarbital  30 
mg.,  desoxyephedrine  hydrochloride  2.5  mg.), 
bottles  of  100. 

for  the  petit  mal  triad 

Kapseals  (methsuximide,  Parke-Davis)  0.3  Gm., 
bottles  of  100. 

Kapseals  (phensuximide,  Parke-Davis)  0.5  Gm., 
bottles  of  100  and  1,000. 

MILONTIN  Suspension,  250  mg.  per  4 cc., 
16-ounce  bottles. 


PARKE,  DAVIS  & COMPANY- DETROIT  32,  MICHIGAN 
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Why  Physicians  Service 

is  best  for 

your  patients  . . . 

and  for  you! 


PHYSICIANS  SERVICE  is  the  one  and  only  medical  care 
program  that  acts  under  the  supervision  of  the  State 
Medical  Society  to  promote  doctor  bill  coverage  for  all  the 
communities  of  the  State. 

Here  are  a few  practical  reasons  why  Physicians  Service 
is  the  best  plan  for  your  patients  . . . the  best  plan  for  you, 
their  doctor. 


• Enrolls  groups  as  small  as  ten  — - 
not  just  large,  “select  risk”  groups. 

• Enrolls  individuals  under  65  not 
eligible  for  group  membership. 

• Has  never  cancelled  because  of  age, 
retirement,  unemployment,  or  fre- 
quency of  use. 


• Provides  the  same  coverage  for  all 
enrolled  members  of  the  family  plus 
maternity  care  for  the  wife. 

• Assures  your  patients  free  choice 
of  doctor. 


• Assures  simplicity  and  promptness 
of  payment. 


• Helps  you  retain  your  independ 
ence  in  your  practice  of  medicine. 


Many  Rhode  Islanders  still  do  not  belong  to  Physicians 
Service  — you’ll  be  doing  them  — and  yourself  — a favor 
when  you  recommend  that  they  enroll. 


RHODE  ISLAND  MEDICAL  SOCIETY 
PHYSICIANS  SERVICE 


OCTOBER,  1957 
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Wherever  you  go 
forget  your  telephone 
calls.  We#ll  take  them 
for  you,  day  or  night. 

MEDICAL  BUREAU 

of  the 

Providence  Medical  Association 


when  anxiety  and  tension  "erupts”  in  the  G.  I.  tract. . . 

IN  GASTRIC  ULCER 


PATH  I BAM  ATE 

Meprobamate  with  PATHILON®  Lederle 

Combines  Meprobamate  (400  ///g.)the  most  widely  prescribed  tranquilizer  . . . helps  control 
the  emotional  overlay  of  gastric  ulcer  • — without  fear  of  barbiturate  loginess,  hangover  or 
habituation  . . . unfit  PATHILON  (25  mg.)  the  anticholinergic  noted  for  its  extremely  low  toxicity 
and  high  effectiveness  in  the  treatment  of  many  G.I.  disorders. 

Dosage:  1 tablet  t.i.d.  at  mealtime.  2 tablets  at  bedtime.  Supplied:  Bottles  of  100,  1,000. 


‘Trademark  ® Registered  Trademark  for  Tridihexethyl  Iodide  Lederle 

LEDERLE  LABORATORIES  DIVISION,  AMERICAN  CYANAMID  COMPANY,  PEARL  RIVER,  NEW  YORK 
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in  threatened  and  habitual  aborters 
2 out  of  every  3 . _ 


rationale: 

noting  that  a "localized 
capillary  syndrome,  asso- 
ciated with  hemorrhage”, 
is  almost  always  present 
in  and  indicative  of 
abortion,  Taylor* 
administered  C.V.P.  in 
19  habitual  aborters  and 
35  cases  of  threatened 
abortion. 
C.V.P.  helps  to  diminish 
abnormal  capillary 
permeability,  fragility 
and  resultant  bleeding. 


C.V.P.  is  the  original  and  exclusive  bioflavonoid 
compound  containing  the  many  active  water-soluble 
factors  of  the  whole  natural  citrus  bioflavonoid 
complex.  Readily  absorbed  and  utilized,  C.V.P.  is 
relatively  free  (due  to  special  processing)  of 
hesperidin,  naringin  and  other  comparatively 
insoluble  and  inactive  flavonoids  found  in  citrus. 

Each  C.V.P.  capsule  or 
teaspoonful  (5  cc.)  of  syrup  provides: 


Citrus  Bioflavonoid  Compound  ....  100  mg. 

Ascorbic  Acid  (vitamin  C) 100  mg. 

Bottles  of  100,  500,  and  1000  capsules; 

4 oz.  16  oz.,  and  gallon  syrup. 


1.  Taylor,  F.  A.:  Western  1.  Surgery,  Obstetrics 
and  Gynecology  64.280,  1956. 


results: 

2 out  of  every  3 deliveries 
were  uneventful,  with 
babies  normal  and  healthy. 


samples  and  literature  from 

u.  s.  vitamin  corporation 

(ARLINGTON-FUNK  LABORATORIES,  division) 
250  E.  43rd  STREET,  NEW  YORK  17,  N.  Y. 


nearly  all  pruritus  responds  to  topical  "Meti”*steroid  therapy.. 


Meti-Derm 

prednisolone,  free  alcohol 

CREAM  0.5% 

...in  inflammatory  and  allergic  dermatoses 

about  twice  the  potency  of  topical  hydrocortisone 

OINTMENT  0.5%  WITH  NEOMYCIN 

...where  secondary  infection  is  a factor 

effective  prophylaxis  and  adjunctive  therapy 


Formula:  Each  gram  of  Meti-Derm  Cream  contains  5 mg.  (0.5%)  of  prednisolone,  free  alcohol,  in  a 
water-washable  base.  Meti-Derm  Ointment  with  Neomycin  contains  5 mg.  (0.5%)  prednisolone, 

and  5 mg.  (0.5%)  neomycin  sulfate  in  a white  petrolatum  base. 
Packaging:  Meti-Derm  Cream  0.5%,  10  Gm.  tube;  Meti-Derm  Ointment  with  Neomycin,  10  Gm.  tube. 
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By  proper  planning,  the  fortunes  of  men  can  by-pass 
chance , outlast  the  vagaries  of  time  and  endure  for  generations 


Prescription  for  a successful  hunt 


Long  before  leaving  home  for  this  lodge,  these 
doctors  set  their  sights  on  a successful  hunting  trip. 
To  them  that  meant  not  only  how  much  game  would 
be  bagged,  but  how  well  everything  else  would  go  in 
the  process.  They  found  out  ahead  of  time  about  ter- 
rain, local  game  habits,  the  location  of  trails  and 
water  sources.  Their  emphasis  was  on  preparation. 

Because  most  professional  men  make  a habit  of 
planning  ahead,  in  everything  they  undertake,  it’s  no 
wonder  that  a growing  number  of  them  are  establish- 
ing Living  Trusts  for  the  security  of  their  families. 

A Living  Trust  has  unique  advantages  especially 
attractive  to  the  professional  man.  For  example,  it 
provides  him  with  a continuing  income  on  retirement. 
It  is  designed  to  fit  his  particular  needs  and  the  prin- 
cipal can  be  created  from  both  securities  and  life 

New  England's  Oldest  Trust  Company 
Founded  in  1867 

OFFICES  IN  PROVIDENCE  • CRANSTON  • EAST  GREENWICH  . 


insurance.  In  addition,  a Living  Trust  incorporates 
many  of  the  advantages  of  a will  and  enables  him  to 
designate  the  beneficiaries  of  the  income  and  prin- 
cipal of  the  trust  after  death. 

Why  not  find  out  more  about  a Living  Trust  by 
arranging  a meeting  with  one  of  our  Trust  officers  at 
15  Westminster  Street.  Providence,  at  a time  and 
place  of  your  choosing.  He'll  be  glad  to  explain  how 
a Living  Trust  would  fit  your  particular  situation.  Or 
contact  the  manager  of  the  branch  office  nearest  you. 


EAST  PROVIDENCE  • NEWPORT  • PAWTUCKET  • WOONSOCKET 


Member  F ederal  Reserve  System  • Federal  Deposit  Insurance  Cor poration 
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The 

Upjohn  Company 
announces 
a major 
corticosteroid 
improvement 


minor 
chemical 
changes 
can  mean 
major 
therapeutic 
improvements 


The  most 
efficient  of  all 
anti-inflammatory 
steroids 

Supplied:  Tablets  of  4 mg.,  in  bottles 
of  30  and  100. 


Lower  dosage 
(%  lower  dosage 
than 

prednisolone) 
Better  tolerated 

(less  sodium 
retention,  less 
gastric  irritation) 

For 

complete  information,  consult 
your  Upjohn  representative, 
or  write  the  Medical  Department , 

The  Upjohn  Company , 

Kalamazoo,  Michigan. 

Upjohn 
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INTERIM  MEETING  PROGRAM 

of  the 

RHODE  ISLAND  MEDICAL  SOCIETY 

WEDNESDAY,  NOVEMBER  13,  1957 
At  the  Rhode  Island  Medical  Society  Library 


3:00  P.M.  Conference  on  Cancer 

Moderator 

Arthur  Purdy  Stout,  m.d.,  of  Nezv  York,  AT.  V. 

Professor  of  Surgery,  Emeritus,  and  Professor  of  Pathology  (retired),  Columbia  University  College 
of  Physicians  and  Surgeons 

“EARLY  DIAGNOSIS  AND  MANAGEMENT  OF  UTERINE  CANCER” 

Eouinn  W.  Munnell,  m.d.,  of  Nezv  York,  N.  Y. 

Assistant  Clinical  Professor  of  Obstetrics  and  Gynecology,  Columbia  University  College  of  Physi- 
cians and  Surgeons ; Assistant  Attending  Obstetrician  and  Gynecologist,  Presbyterian  Hospital ; 
Assistant  Visiting  Gynecologist,  Delafield  Hospital 

“CHOICE  OF  TREATMENT  IN  CANCER  OF  THE  BREAST” 

Cushman  D.  Haagensen,  m.d.,  of  Nezv  York,  N.  Y. 

Clinical  Professor  of  Surgery,  Columbia  University  College  of  Physicians  and  Surgeons;  Director 
of  Surgery,  Delafield  Hospital ; Attending  Surgeon,  Presbyterian  Hospital 

"INDICATIONS  FOR  PROPHYLACTIC  RADICAL  NECK  DISSECTIONS 
IN  HEAD  AND  NECK  CANCER” 

Carl  R.  Feind,  m.d.,  of  Nezv  York,  A . Y. 

Instructor  in  Surgery,  Columbia  University  College  of  Physicians  and  Surgeons;  Assistant  Visiting 
Surgeon,  Delafield  Hospital 

5:00  P.M.  Discussion  Period 


6:00-7:00  p.m.  RECEP1  ION  and  Social  Hour  for  Members  and  Guests  in  foyer,  Sheraton-Biltmore 
Hotel 


7:00  p.m.  DINNER.  Members,  Guests,  and  Members  of  the  \Y  Oman’s  Auxiliary 
Sheraton-Biltmore  Hotel  Ballroom 

Speaker:  William  J.  Stewart,  former  Dean  of  National  League  Baseball  Umpires 


TABLE  OF  CONTENTS 
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in  spasticity  of  the  Gl  tract 


(m 


Pavatrine 

125  mg. 

with  Phenobarbital 

15  mg. 


is  an  effective  dual  antispasmodic 

combining  musculotropic  and 
neurotropic  action  plus  mild 
central  nervous  system  sedation 
for  rrthe  butterfly  stomach 


dosage:  one  tablet  before  each  meal  and  at  bedtime. 


SEARLE 
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Achrocidin  is  indicated  for  prompt 
control  of  undifferentiated  upper  res- 
piratory infections  in  the  presence  of 
questionable  middle  ear,  pulmonary, 
nephritic,  or  rheumatic  signs;  during 
respiratory  epidemics;  when  bacterial 
complications  are  observed  or  expected 
from  the  patient’s  history. 

Early  potent  therapy  is  provided 
against  such  threatening  complications 
as  sinusitis,  adenitis,  otitis,  pneumon- 
itis, lung  abscess,  nephritis,  or  rheu- 
matic states. 

Included  in  this  versatile  formula  are 
recommended  components  for  rapid 
relief  of  debilitating  and  annoying  cold 
symptoms. 

Adult  dosage  for  achrocidin  Tablets 
and  new,  caffeine-free  achrocidin 
Syrup  is  two  tablets  or  teaspoonfuls  of 
syrup  three  or  four  times  daily.  Dos- 
age for  children  according  to  weight 
and  age. 

Available  on  prescription  only 

symptomatic 

relief. . . plus! 


TETRACYCL I NE-ANTIHI  STAM  IN  E-AN  ALGESIC  COMPOUND 


Tablets 


Each  tablet  contains: 


Achromycin®  Tetracycline 

125  mg. 

Phenacetin 

120  mg. 

Caffeine 

30  mg. 

Salicylamide 

150  mg. 

Chlorothen  Citrate 

25  mg. 

Syrup 

Each  teaspoonful  (5  cc.)  contains: 

Achromycin®  Tetracycline 

equivalent  to  tetracycline  HC1 

125  mg. 

Phenacetin 

120  mg. 

Salicylamide 

150  mg. 

Ascorbic  Acid  (C) 

25  mg. 

Pyrilamine  Maleate 

15  mg. 

Methylparaben 

4 mg. 

Propylparaben 

1 mg. 

’Trademark 

LEDERLE  LABORATORIES  DIVISION.  AMERICAN  CYANAMID  COMPANY.  PEARL  RIVER.  NEW  YORK 
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in  acne 


“ results  were  uniformly  encouraging ,n 


pHls  Hex 


Sudsing, 

nonalkaline 

antibacterial 

detergent — 

nonirritating, 

hypoallergenic. 


The  acne  skin  that  is  “surgically 
clean”  is  the  one  most  likely  to  clear 
completely.  Hodges1  found  that 
standard  acne  treatment  usually  re- 
sults in  “mediocre  success”  for  most 
patients.  The  addition  of  pHisoHex® 
washings  to  standard  treatment  pro- 
duced results  that  far  excel  any  ob- 
tained previously. 

pHisoHex,  a powerful  antibacterial 
skin  cleanser  containing  hexachloro- 
phene,  removes  oil  and  virtually  all 
the  bacteria  from  the  skin  surface. 

For  best  results  prescribe  from  four 
to  six  pHisoHex  washings  of  the 
acne  area  daily. 

1.  Hodges,  F.  T.:  GP,  14: 86,  Nov.,  1956. 

pHisoHex,  trademark  reg.  U.  S.  Pat.  Off. 


LABORATORIES 
New  York  18,  N.Y. 
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• six  years  of  experience  with  Pentids  in  mil- 
lions of  patients  confirm  clinical  effectiveness 
and  safety 

• excellent  results  until  1 or  2 tablets  t.i.d.  for 
many  common  bacterial  infections 

• may  be  given  without  regard  to  meals 

• economical . . . Pentids  cost  less  than  other  peni- 
cillin salts 

Just  1 or  2 tablets  t.i.d.  Bottles  of  12,  100  and  500 

NEW!  PENTIDS  FOR  SYRUP.  Orange  flavored  powder 
which,  when  prepared  with  water,  provides  60  cc.  of 
syrup  with  a potency  of  200,000  units  of  penicillin  G 
potassium  per  5 cc.  teaspoonful. 

Also  available:  Pentids  Capsules,  Pentids  Soluble  Tab- 
lets, Pentid-Sulfas. 


Squibb 


Squibb  Quality— the  Priceless  Ingredient 


'PENTIDS  *®  IS  A SQUI 


TRADEMARK 


\9i 
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Samples  on  request 

DESITIN  CHEMICAL  COMPANY 

812  Branch  Ave.,  Providence  4,  R.  I. 


for  over  a quarter 
of a century 

DESITIN 

ointment* 

has  Prevented  and 

cleared  up 
diaper  rash 

excoriation,  chafing 

and  irritation  in 

more 

babies 

than  any  other 
ethical  product 

*niOUoii 


MAJOR  ADVANCE  IN  FEMALE  HORMONE  THERAPY 


for  certain  disorders  of  menstruation  and  pregnancy 


With  NORLUTIN  you  can  now  prescribe  truly  effective  oral  progestational  therapy.  Small  oral  doses 
of  this  new  and  distinctive  progestogen  produce  the  biologic  effects  of  injected  progesterone. 


(norethindrone,  Parke-Davis) 


oral  progestogen 

with 

unexcelled  potency 

and 

unsurpassed  efficacy 


Progestational  Effect  on  Endometrium 


▲ ▲ 

Presecretory  to  secretory  endometrium  The  x-ray  diffraction  pattern  of  NORLUTIN  distinguishes 
after  5 days'  treatment  with  NORLUTIN.  its  crystal  structure  from  that  of  other  progestogens. 


indications  FOR  NORLUTIN:  Conditions  involving  a deficiency  in  progestogen, 
such  as  primary  and  secondary  amenorrhea,  menstrual  irregularity,  functional  uterine 
bleeding,  infertility,  habitual  abortion,  threatened  abortion,  premenstrual  tension,  dys- 
menorrhea. 


packaging:  5-mg.  scored  tablets  (C.T.  No.  882),  bottles  of  30 

PARKE,  DAVIS  & COMPANY  . DETROIT  32, 


MICHIGAN 


50IS0 


m)  Chemotherapy 


imnLbii  fa 

RHEUMATOID 

ARTHRITIS 


Extensive  studies  of  rheumatoid  arthritis  and  related 
collagen  diseases— in  this  country  and  abroad- 

have  shown  the  antimalarial  Aralen  phosphate  to  be  highly  effective 
and  well  tolerated  in  a large  percentage  of  patients. 


Clinical  Results  with  Aralen 
in  Rheumatoid  Arthritis 


Author 

No.  Of 
Cases 

Major 

Improvement 

Minor 

Improvement 

No  Effect 

Hoydu1 

28 

22 

5 

1 

Rinehart? 

25 

12 

4 

9 

Freedman? 

50 

43 

3 

4 

Bagnall4 

108 

77 

12 

19 

Bruckner? 

36 

32 

0 

4 

Cohen  and  Calkins* 

22 

17 

3 

2 

Scherbel  et  al.7 

25 

9 

8 

8 

Total 

294 

212  (72%) 

35  (12%) 

47  (16%) 

• Success  dependent  upon  persistent  treatment 

• Often  of  benefit  where  other  agents  have  failed 

• Remissions  on  therapy  well  maintained 

• Remission  of  3 to  12  months  possible  even  if 

treatment  is  interrupted 

• Tachyphylaxis  not  evident 


GENERAL  EFFECTS: 


• Patient  feels  better 

• Patient  looks  better 

• Exercise  tolerance  increases 

• Walking  speed  and  hand  grip  improves 


LABORATORY  EFFECTS: 


• E.  S.  R.  may  fall  slowly 

• Hemoglobin  level  may  gradually  rise 


ANALGESICS  AND  STEROIDS: 


Requirements  usually  reduced  or 
eliminated 


JOINT  EFFECTS: 


Pain  and  tenderness  relieved 
Mobility  increases 
Swellings  diminish  or  disappear 
Muscle  strength  improves 
Rheumatic  nodules  may  disappear 
Even  severe  or  advanced  deformity 


may  improve 


Active  inflammatory  process  usuallj 
subsides 


Joint  effusion  may  diminish 


DOSAGE: 


Aralen  is  cumulative  in  action  and 
requires  four  to  twelve  weeks  of 
administration  before  therapeutic  effects 
become  apparent. 

Latest  information  indicates  that  an  init 
daily  dose  of  250  mg.  of  Aralen 
phosphate  is  preferable  to  the  higher 
doses  sometimes  recommended.  However, 
If  side  effects  appear,  withdraw  Aralen 


for  several  days  until  they  subside. 
Reinstate  treatment  with  125  mg. 
daily  and,  if  well  tolerated,  increase  to 
250  mg.  The  usual  maintenance  dose 


blew  Chemotherapy 


THEORY  OF  ACTION: 


Aralen  appears  to  suppress  or 
induce  remission  of  rheumatoid 
inflammatory  processes  by  inhibiting 
adenosinetriphosphatase. 


les  of  100  and  1000. 
of  100. 


Caution 


ancent 


liver  and, 
jrted, 
in  in  the  pres- 


it at  all. 
iurse  of  ther- 
it 


receiving  Aralen  therapy,  “43 
lly  well ; that  is,  they  have  no  stiff- 
it  occurs  can  reasonably  be 
ibuted  to  use  of  joints  affected  by  secondary 
degenerative  changes.  They  have  no  evidence  of 
joint  inflammation,  but  may  have  a raised  erythro- 
( sedimentation  rate.  They  have  little  or  no  need 
ESicS.”  Freedman 5 


' analgesic; 

‘One  hundred  and  twenty-five  private  patients 
have  been  carefully  followed  clinically  and  haema- 
tologically  while  receiving  well  over  200  patient- 
irs  of  chloroquine  [Aralen]  therapy.  The  results 
ire  considered  good  in  70%,  one-half  of  these  cases 
in  remission.  Improved  work  performance, 
imentation  rate,  and  hemoglobin  levels  para- 
the  major  objective  gain  in  this  70%.  90%  of 
remained  on  chloroquine  [Aralen]  therapy, 
ir  more  than  two  years.  Classical  peripheral 
itoid  arthritis,  spondylitis,  arthritis  of 
juvenile  onset,  and  rheumatoid  disease  with 
iriasis,  all  appeared  to  respond  about  equally 
11. 


“It  is  suggested  that  chloroquine  comes  closer  to 
the  ideal  for  long-term,  safe,  control  of  rheuma 
iisease  than  any  other  agent  now  available. 

“Out  of  the  36  rheumatoid  arthritis  cas< 
treated  . . . favorable  results  were  obtained 


Bruckner  et  a. 


r:  a rationale  and  the  use  of 
:7I.  Jan..  1953. 

, Northwest  Med. 

rheumatoid  arthritis,  a short-term  controlled  trial, 
1956. 

uine  in  rheumatoid  disease,  a four  year  study 
t the  Ninth  International  Congress  on  Rheumatic  Di: 

• 23-28.  1957. 

7-weig.  S.:  Treatment  of  chronic  rheumatoid 

arials,  read  at  the  Ninth  International  Congress 
oronto.  Canada.  June  23-28.  1957. 

A controlled  study  of  chloroquine  as  an  antirheumatic 
8.  1957  i»eases 

i.L...  and  Harrison.  J.W.:  Comparison  of  effects  of  two 
"ate  and  chloroquine  phosphate. 
ld£U*.  Quart.  24:98^rjL19j>L. 
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when  anxiety  and  tension  "erupts”  in  the  G.  I.  tract... 

IN  DUODENAL  ULCER 


PATH  I BAM  ATE 

Meprobamate  with  PATHILON®  Lederle 


* 


Combines  Meprobamate  (400  mg .)  the  most  widely  prescribed  tranquilizer  . . . helps  control 
the  “emotional  overlay”  of  duodenal  ulcer  — without  fear  of  barbiturate  loginess,  hangover  or 
habituation  ..  .until  PATHILON  (25  mg.)  the  anticholinergic  noted  for  its  extremely  low  toxicity 
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INVESTIGATIONS  OF  OBSTETRICAL  FACTORS  IN 
SUBSEQUENT  NEUROPSYCHIATRIC  DISORDERS  IN  CHILDREN* 

George  W.  Anderson,  m.d. 


The  Author.  George  IV.  Anderson,  M.D.  of  Balti- 
more. Maryland.  Assistant  Professor  of  Obstetrics. 
Johns  Hof  kins  University ; Obstetrician.  Johns  Hop- 
kins Hospital ; Assistant  Attending  Obstetrician.  Balti- 
more City  Hospital;  Member  Sub-committee  on  Fetal 
Deaths,  National  Office  of  Vital  Statistics;  Consult- 
ant, National  Institute  of  Neurological  Diseases  and 
Blindness. 


Obstetrics  as  a medical  science  has  moved  from 
the  knowledge  in  reduction  of  maternal  mor- 
tality to  the  problems  of  mortality  and  morbidity 
of  the  fetus  and  newborn  infant.  Progress  often 
involves  questioning  of  older  standards  in  order 
to  solve  new  problems.  The  following  entities  have 
been  found  to  be  significantly  associated  with  com- 
plications of  pregnancy : cerebral  palsy,  mental 
deficiency,  epilepsy,  behavior  disorders  in  children, 
reading  disorders,  tics  in  children,  hearing  disorders 
and  blindness.1’2'3,8- 1 ■•if- 20. 20  jn  ^ie  s]lort  time  at 
my  disposal,  I should  like  to  review  some  of  the 
efforts  being  made  in  investigations  of  the  obstet- 
rical factors  in  these  conditions  as  they  relate  to 
the  state  of  Rhode  Island  and  the  nation  in  general. 

Many  recent  epidemiological  investigations  have 
postulated  an  association  between  perinatal  compli- 
cations, prematurity,  and  the  development  of  neuro- 
psychiatric disabilities.  They  have  also  postulated 
a continuum  of  reproductive  casualty  that  ranges 
from  sufficient  brain  damage  to  cause  fetal  and 
neonatal  death  to  the  lesser  degrees  of  brain  dam- 
age extending  from  cerebral  palsy  down  to  the 
minimal  damage  that  may  result  in  behavioral  dys- 
function.19' 20' 20  Therefore  modern  research  on  the 
defects  of  the  developing  nervous  system  must 
have  a broad  biologic  concept  as  follows  : 

1.  Epidemiological  investigations.  Postulate  as- 
sociation between  perinatal  complications  and  the 
later  development  of  neuropsychiatric  disabilities. 
2.  A “continuum'’  of  reproductive  casualties. 

*From  the  Department  of  Obstetrics,  Johns  Hopkins  Uni- 
versity Medical  School  and  Hospital.  Presented  at  the 
146th  Annual  Meeting  of  the  Rhode  Island  Medical  Soci- 
ety, at  Providence,  Rhode  Island,  May  1,  1957. 


Severe  brain  damage  causing  fetal  and  neonatal 
death. 

Less  severe  causing  cerebral  palsy  down  to  mini- 
mal damage  resulting  in  behavioral  dysfunction. 

It  is  apparent  that  the  design  of  future  investiga- 
tions must  be  intimately  concerned  not  only  with 
growth  and  development  of  the  nervous  system, 
but  the  whole  embryo,  fetus  and  neonate.  Damage 
at  any  time  during  the  intrauterine  period  may 
involve  the  nervous  system,  but  the  other  tissues 
as  well.  The  inter-relationships  of  central  nervous 
system  and  the  other  body  tissues  must  be  pre- 
served, if  the  concept  of  the  “total  or  whole  child” 
in  any  future  mental  or  physical  abnormality  is  to 
be  properly  evaluated. 

In  a previous  review  of  the  obstetrics  environ- 
ment in  cerebral  palsy,  the  author1-2  found  that  the 
factors  were  divided  into  three  main  groups,  name- 
ly, prenatal,  paranatal,  and  postnatal  factors.  The 
prenatal  factors  were  summarized  as  follows : 
Factors  Percent  of  cases 

Primiparity  57% 

Maternal  trauma  5 % 

Maternal  disease  6% 

Nausea  and  vomiting  23% 

Hypertension  14% 

Anemia  12% 

Toxemia  (5-10%) 

Diabetes  0.8% 

Vaginal  hemorrhage  12% 

Abruptio  4-15% 

Placenta  previa  3% 

Prematurity  20-35% 

As  can  be  seen  in  the  above  tabulation,  prema- 
turity and  hemorrhagic  complications  appear  to  be 
significant.  The  diseases  known  to  cause  prema- 
turity are  chronic  hypertension,  syphilis,  abruptio, 
placenta  previa,  heart  disease  and  eclampsia.  How- 
ever, these  diseases  accounted  for  only  forty  per 
cent  of  the  total  problem  of  prematurity.  In  sixty 
per  cent,  according  to  the  data  of  Eastman,10  no 
specific  explanation  for  the  premature  onset  of 
labor  can  be  elicited.  The  paranatal  factors  involved 
in  cerebral  palsy  were  as  follows  : 

continued  on  next  page 


559 


560 


RHODE  ISLAND  MEDICAL  JOURNAL 


Factor 

Percent 

Forceps  delivery  

24% 

Mid  forceps  

16% 

High  forceps  

3-5% 

Breech  delivery  

4—9% 

Version  and  extraction 

18% 

Cesarean  section 

3-8% 

Holding  head  back  

10% 

Precipitate  delivery 

5% 

Pituitrin  stimulation  

13% 

The  above  list  would  seem  impressive,  but  again 

the  same  criticism  of  the  ] 

prenatal  factors  and  the 

lack  of  controls  nullify  most  of  the  above  data  as 

significant.  High  forceps, 

version,  and  extraction. 

and  holding  the  head  back  during  the  second  stage 

of  labor  have  been  condemned  procedures  for 

many  years  by  all  teachers 

of  obstetrics. 

The  postnatal  factors  that  are  listed  in  the  litera- 

ture  would  include  the  following: 

Factor 

Percent  of  Cases 

Twins  

5% 

Sex  

57%  male 

Kernieterus  

4-6% 

Neonatal  jaundice 

10% 

Rh  incompatibility 

12% 

Cyanosis  

30-70% 

Required  oxygen 

30% 

Birth  injury  and  asphyxia 

38-53% 

Convulsions 

10-30% 

Considerable  difference  of  opinion  exists  as  to 
the  condition  of  the  child  at  birth  who  will  develop 
cerebral  palsy  in  the  future.  Most  studies  in  the 
past  have  been  done  in  the  retrospective  fashion  in 
which  the  birth  histories  of  these  children  show  a 
consistent  high  per  cent  of  abnormalities  such  as 
cyanosis,  jaundice,  apnea,  and  convulsions.  On  the 
other  hand,  recent  studies  on  the  prognosis  of  chil- 


dren described  as  apneic  or  asphyxiated  at  birth 
have  shown  complete  recovery.  This  presents  the 
question  of  methods  and  types  of  studies  which 
will  have  to  he  done  in  order  to  come  up  with  new 
knowledge. 

The  scientific  approach  or  methods  contemplated 
may  be  listed  as  follows: 

A.  Epidemiological  (clinical  pathological  corre- 
lations). 

1 . Prospective  studies. 

2.  Retrospective  studies. 

Examination  of  brains  of  infants  and  chil- 
dren in  which  detailed  clinical  histories  are 
available. 

B.  Basic  research  on  the  developing  nervous  sys- 
tem. 

1.  Virological. 

2.  Endocrinologic. 

3.  Chemical  studies,  oxygenation,  nutrition, 
metabolism. 

4.  Fetal  physiology  (Placental  circulation,  etc.). 

C.  Parallel  animal  experimental  studies. 

It  is  obvious  that  the  only  direct  approach  to 
this  problem  would  be  an  extended  longitudinal 
study  beginning  with  a large  group  of  pregnancies 
and  newborns  at  birth  carefully  classified  as  to  their 
responses  to  the  birth  processes ; described  as  ap- 
neic, nonapneic,  birth  injuries,  or  asphyxiated,  and 
followed  for  many  years  until  they  are  evaluated 
as  either  normal  or  abnormal  adults  and  in  the 
event  of  death,  careful  autopsies  on  the  central 
nervous  system. 

Perhaps  it  would  be  pertinent  to  look  at  the  prob- 
lem based  on  an  estimate  of  human  reproductive 
failure  in  the  United  States  and  Rhode  Island.3  In 
the  following  table  we  have  estimated  the  potential 
reproductive  wastage  for  the  United  States  and 
Rhode  Island.25 


Immediate  Problem 

United  States  ( 1950) 

Rhode  Island  ( 1954) 

Deaths  in  first  28  days  of  life 

72,855 

332 

Fetal  deaths 

68,262 

262 

Spontaneous  abortions  (10  percent  of  all  pregnancies) 

362,241 

1,920 

Criminal  abortions  (6  percent  of  all  pregnancies) 

217,344 

1,168 

Ectopic  pregnancies 

22,640 

122 

Aftermath  or  "Continuum” 


Cerebral  palsy 

21,369 

114 

Epilepsy 

7,244 

39 

Mental  retardation 

18,110 

91 

Blindness 

822 

5 

Deafness 

5,000 

27 

Cleft  palate  and  cleft  lip 

4,708 

23 

Congenital  hip  and  heart  disease 

? 

p 

Facial  asymmetry  (Boder) 

— 

— 

Total  800,595  (22.1%) 

4,103  (21.4%) 

Total  births  3,622,411 

19,204 
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I do  not  have  time  to  discuss  the  above  data  in 
great  detail,  hut  much  of  it  is  based  on  application 
of  present  incidence  data,  some  of  which  is  not 
entirely  accurate,  hut  as  accurate  as  it  is  possible 
to  obtain  at  this  time.  In  1954,  in  Rhode  Island, 
19,204  fetuses  and  infants  were  born. 20  However, 
if  our  estimates  are  correct,  4,103  or  21.4%  of  all 
the  infants  and  products  of  conception  were  not 
successful  in  the  state  of  Rhode  Island.  This  is  an 
estimate  of  your  problem  in  future  years.  The  spe- 
cific types  of  infant  deaths  in  the  first  twenty-eight 
days  in  the  state  of  Rhode  Island  in  the  year  1954 


were  as  follows : 

Congenital  Malformation  47 

Birth  Injury  54 

Asphyxia  and  Atelectasis  59 

Immaturity  (Prematurity)  111 

Hemolytic  Disease  14 

Infection  8 

Other  Diseases  39 


Total  332 


Three  hundred  and  thirty-two  live-horn  infants 
died  in  the  first  twenty-eight  days  in  the  state  of 
Rhode  Island  in  1954.  As  you  see  by  the  specific 
types  of  death,  prematurity  looms  as  one  of  the 
most  significant  causes  of  death.  Since  we  have 
emphasized  a hypothetical  relationship  between  in- 
fant deaths  and  infant  morbidity  with  such  prob- 
lems as  neuropsychiatric  seciuelae,  it  is  important 
to  look  at  the  next  table  which  shows  the  problem 
of  prematurity  in  the  state  of  Rhode  Island. 

United  States  Rhode  Island 

Total  live  births  4,017,362  19,204 

Premature  live 

births  283,994  (7.0%  ) 1,188(6.2%) 

Premature  deaths  74,644  237 

Premature  per  cent 

of  infant  deaths  50.8%  71.4% 


The  premature  demands  special  attention  and 
does  not  always  receive  it  in  the  average  obstetrical 
clinic.  Often  the  person  with  the  least  amount  of 
training  is  allowed  to  deliver  the  premature,  when 
he  might  not  be  allowed  to  handle  a more  compli- 
cated full-term  delivery.  In  the  previous  literature 
on  neuropsychiatric  sequelae  of  the  birth  processes 
the  premature  is  a factor  in  the  following : 

Type  of  Defect  Per  Cent  Born  Prematurely 


Cerebral  Palsy 
Epilepsy 

Mental  Deficiency 

Blindness 

Deafness 

Normal  expected  rate 


20%  to  35% 
13.7% 
17.0% 
90.0% 

25%  to  30% 
7% 


Certain  obvious  aspects  of  the  conduct  of  pre- 
mature labor  and  delivery  are  important  to  empha- 
size. Stimulation  of  labor  should  be  avoided.  If  at 


all  possible  maintain  the  membranes  intact  until  the 
time  of  delivery.  Avoid  the  use  of  analgesics  or 
general  anesthesia  for  delivery.  This  is  one  of  the 
situations  where  conduction  anesthesia  or  local 
block  anesthesia  with  an  episiotomy  is  important. 
Because  of  the  low  blood  volume  of  the  premature 
infant,  it  is  important  to  delay  clamping  the  cord  as 
long  as  possible.  During  this  period,  make  sure  the 
infant  has  a clear  air  way  with  gentle  handling.  If 
at  all  cyanotic,  some  oxygen  of  a lower  percentage 
than  100  per  cent  should  he  administered. 

No  discussion  of  the  premature  would  be  com- 
plete without  some  mention  of  the  factors  in  the 
cause  of  premature  onset  of  labor.  Here  a great 
deal  of  time  and  thought  have  been  placed  on  such 
general  questions  as  nutrition,  race,  and  economic 
status.  It  may  well  he  that  the  underlying  cause  of 
prematurity  is  much  more  specific  in  nature.  The 
author  has  been  fascinated  by  the  work  of  Csapo7 
and  others  who  have  shown  that  in  a smooth  muscle 
organ,  such  as  the  uterus,  it  is  the  cell  and  its 
metabolism  which  are  the  basic  mechanisms  in- 
volved in  functional  myometrial  disorders. 

These  workers  have  been  devising  more  accurate 
and  direct  means  of  probing  the  differences  in  the 
smooth  muscle  of  the  uterus  in  terms  of  molecular 
activity.  A complex  system  consisting  of  actomyo- 
sin  and  adenosinetriphosphate  are  inter-related  to 
endocrines  such  as  estrogen  and  progesterone  and 
modified  by  the  biophysical  action  of  potassium  and 
sodium  ions.  This  has  prompted  numerous  clinical 
studies  around  the  use  of  progesterone  in  the  main- 
tenance of  an  adequate  nidation  site  as  well  as  a 
quiescent  uterine  smooth  muscle.  Other  clinical 
studies  have  suggested  the  prevention  of  pre- 
mature onset  of  labor  by  administration  of  “Re- 
leasin’’ or  “Lutrexin”  to  the  patient.13,  14,  23  These 
studies  require  more  evidence  than  is  available  at 
the  present  time. 

The  subject  of  birth  injury  deserves  special  con- 
sideration. With  refinements  of  the  mechanical  fac- 
tors, such  as  the  wiser  selections  of  cases  for  pelvic 
delivery,  dural  tears  and  subdural  hemorrhages 
are  being  reduced  to  a minimum.  At  the  present 
time  brain  hemorrhages  are  divided  into  those  gen- 
eralized subdural  hemorrhages  which  are  due  to 
the  stress  and  strain  of  the  birth  act  and  the  sub- 
arachnoid and  ventricular  hemorrhages  interpreted 
at  the  present  time  as  the  result  of  intra-uterine 
anoxia.15  No  one  questions  that  direct  trauma  can 
cause  diffuse  and  focal  damage  to  the  infant’s 
brain.  There  is  great  difficulty,  however,  in  assess- 
ing the  possible  roles  of  traumatic  or  anoxic  dam- 
age in  any  given  child,  as  is  perhaps  best  exempli- 
fied by  the  increasing  number  of  papers  bearing  on 
this  point. 

One  type  of  brain  hemorrhage  which  has  a de- 
batable status  because  of  its  past  history  is  the 
small  petechial  hemorrhage  into  the  brain  sub- 

continued  on  next  page 
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stance  itself.  Schwartz  described  these  lesions  in 
detail  in  1924.28  He  also  emphasized  that  they  were 
often  located  in  the  central  white  matter  and  basal 
ganglia  of  the  forebrain.  He  concluded  that  very 
few  infants  failed  to  have  some  degree  of  petechial 
hemorrhage  in  their  brains.  Numerous  other  inves- 
tigators have  corroborated  tbe  presence  of  these 
capillary  hemorrhages  and  for  a period  of  time 
they  were  considered  to  be  normal  phenomena. 
However,  premature  infants  are  very  likely  to  have 
hemorrhages  in  the  brain  without  gross  lacerations. 
The  inadequate  supporting  tissues  and  increased 
fragility  of  their  blood  vessels  may  contribute  to 
these  hemorrhages.  Recent  studies  on  the  brain  in 
regard  to  the  presence  or  absence  of  this  type  of 
hemorrhage  are  infrequently  reported,  but  it  is  the 
impression  of  this  author  that  intracerebral  petech- 
ial hemorrhages  are  not  as  common  as  previously 
thought. 

The  affects  of  anoxia  on  the  human  newborn 
brain  have  been  known  and  reported.  Clifford4  in 
his  study  on  the  effects  of  asphyxia  on  the  newborn 
infant  described  cerebral  edema  in  seven  infants’ 
brains  and  small  areas  of  hemorrhage  in  three 
cases.  One  infant  showed  encephalomalacea  and 
another  cerebral  ganglion  cell  degeneration.  Cour- 
ville''1  has  been  most  convincing  in  his  support  of  the 
idea  that  a number  of  chronic  disease  states  which 
make  their  appearance  during  infancy  and  early 
childhood,  have  their  genesis  in  neonatal  “asphyx- 
ia.” In  this  group  of  lesions  are  included  cortical 
scars,  atrophic  lohar  sclerosis  (ulegyria),  cerebral 
hemiatrophy,  diffuse  atrophy  of  the  brain,  chronic 
progressive  degeneration  of  the  cerebral  gray  mat- 
ter, porencephaly,  chronic  infantile  cystic  degen- 
eration of  the  cerebral  white  matter,  the  demyelin- 
ating  diseases  of  infancy  and  childhood,  and  the 
striatal  diseases,  such  as  status  marmoratus  and 
status  demyelinatus.  Courville9  feels  that  the  in- 
herent characteristics  of  the  lesions  themselves 
suggest  their  anoxial  origin. 

Most  studies  on  fetal  or  newborn  brains  have 
been  primarily  concerned  with  gross  hemorrhagic 
phenomena.  Few  studies  have  been  conducted  with 
information  comparable  to  the  studies  in  adults  in 
the  observations  made  bv  Haymaker  and  Lewis18 
on  high  altitude  anoxia.  Their  findings  showed 
hemorrhages  in  the  cerebral  cortex,  subcortical 
white  matter,  and  periventricular  region,  including 
the  floor  of  the  fourth  ventricle.  Edema,  particu- 
larly perivascular  sponginess,  was  a conspicuous 
feature.  In  recent  years,  more  attention  has  been 
paid  to  the  studies  on  circulation  and  blood  supply 
to  the  brain  of  the  newborn  infant.  Earle,  Baldwin, 
and  Pen  field9  have  demonstrated  an  incisural  scler- 
osis related  to  temporal  lobe  seizures  which  are  in 
their  opinion  produced  by  hippocampal  herniation 
at  birth.  They  feel  that  the  branches  of  the  poster- 
ior cerebral,  anterior  choroidal  and  middle  cerebral 
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arteries,  which  cross  the  free  edges  of  the  tentori- 
um to  supply  the  mesial  and  inferior  surfaces  of 
the  temporal  lobe,  are  so  placed  that  temporal  her- 
niation at  the  time  of  birth  would  compress  these 
arteries  against  the  free  edge.  These  authors  have 
also  shown  that  compression  of  the  heads  of  still- 
born babies  does  produce  temporal  lobe  herniation 
and  that  unless  the  head  is  frozen,  the  evidence  of 
this  herniation  disappears,  so  that  it  might  well  be 
missed  during  routine  necropsies.  In  tbe  past, 
mainly  due  to  the  work  of  Schwartz,28  most  of  the 
attention  has  been  focused  on  the  injuries  to  the 
venous  structures  of  the  cranial  cavity.  Schwartz 
has  advocated  that  direct  and  indirect  effect  of  the 
action  of  the  most  important  driving  force  of  the 
birth  process  is  the  lower  pressure  or  “release  prin- 
ciple." It  is  entirely  possible  that  in  future  studies, 
more  emphasis  on  the  arterial  blood  supply  will  be 
made.  In  this  regard  the  monographic  works  by 
Lindenberg21, 22  on  the  circulation  difficulties  of 
the  brain  should  he  studied  by  all  students  of  the 
newborn  brain  problem. 

Time  does  not  permit  us  to  go  into  the  vast  sub- 
ject of  the  congenital  malformations  of  the  brain. 
As  is  well  known,  most  of  the  malformations  which 
produce  death  of  the  fetus  and  newborn  are  pri- 
marily in  the  central  nervous  system.  This  vast 
subject  of  malformation  of  the  brain  has  only  been 
touched  upon  by  a few  workers  in  the  field.  In 
addition  to  these  developments  amazing  strides  in 
the  field  of  experimental  embryology  have  pushed 
this  type  of  investigation  into  an  interesting  adven- 
ture at  this  time. 

The  investigations  of  the  problems  of  kernic- 
terus  and  the  sequelae  due  to  this  interesting  phe- 
nomena would  comprise  the  substance  for  an  entire 
lecture,  but  I want  only  to  mention  that  investiga- 
tions in  this  particular  disease  are  well  on  their 
way  and  are  offering  some  of  the  most  promising 
leads  at  the  present  time. 

The  state  of  Rhode  Island  and  its  major  city. 
Providence,  lends  itself  to  this  type  of  epidemio- 
logical investigation.  The  definition,  distribution, 
and  dynamic  behavior  of  a disease  can  be  studied 
in  a smaller  human  population  area.  As  stated  pre- 
viously, there  are  two  methods  of  approach,  retro- 
spective and  prospective.  In  the  former,  children 
with  neuropsychiatric  sequelae  are  investigated  and 
the  birth  certificate  or  hospital  record  are  probed 
for  information.  The  difficulties  of  this  type  are 
obvious.  Incompleteness  of  observations  and  rec- 
ords do  not  answer  the  pertinent  questions.  In  the 
prospective  approach,  a "profile”  or  prolonged 
follow-up  of  a series  of  carefully  investigated  preg- 
nancies. labors  and  examinations  of  children  over 
many  years  is  made.  This  type  of  approach  has 
greater  reliability  of  its  data.  However,  it  must  be 
remembered  that  the  yield  of  neuropsychiatric 
sequelae  may  only  be  15-20  per  1000  pregnancies 
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studied.  As  most  of  you  know,  from  information 
in  your  newspapers,  Brown  University  is  to  begin 
such  an  investigation  into  the  causes  of  cerebral 
palsy  and  mental  retardation.  Mothers,  infants,  and 
children  will  be  studied  over  a period  of  several 
years.  The  data  will  he  collected  by  various  medical 
institutions  in  the  state  and  will  include  complete 
family  history,  pregnancy  and  prenatal  histories,  a 
detailed  account  of  events  at  birth,  a complete 
physical  and  psychological  history  of  each  child 
during  its  initial  stay  at  the  hospital.  Infants  who 
show  signs  of  stress,  or  defects  in  development,  or 
neurological  problems  will  be  selected  for  follow- 
up and  will  receive  periodic  psychological  and  neu- 
rological examinations.  Several  clinical  disciplines 
including  obstetrics,  pediatrics,  orthopedics,  endo- 
crinology, otology,  ophthalmology,  and  neurology 
will  work  with  the  basic  laboratory  disciplines  such 
as  biology,  psychology  and  biochemistry  to  unlock 
the  complex  nature  and  ramifications  of  the  devel- 
oping embryonic,  fetal  and  early  neonatal  nervous 
systems. 

One  of  the  most  important  phases  of  these  in- 
vestigations is  the  basic  science  correlations  in  the 
profile  of  the  human  pregnancy.  Although  the 
general  clinical  pathological  correlations  tend  to 
confine  the  participants  to  numerous  tedious  rou- 
tine tasks,  it  is  in  the  basic  science  program  that 
considerable  freedom  for  individuality  exists.  It  is 
hoped  that  with  the  proper  interest  of  chemists, 
physicists  and  biologists,  the  chances  of  having  new 
information  from  empiric  chance  by  bench  work- 
ers, will  in  the  long  run  be  the  most  productive 
aspect  of  these  programs.  The  biologic  variations 
and  mechanisms  in  the  growing  fetus  and  its  cen- 
tral nervous  system  should  offer  a fertile  field  for 
this  type  of  basic  research.  A relationship  of  chem- 
istry, oxygen,  electrolyte  balance,  the  endocrines, 
and  the  relationship  of  viruses  to  the  nervous  sys- 
tem are  just  a few  of  the  subjects  that  should  be  of 
interest  to  the  basic  scientist.  The  ability  of  the 
fetus  to  live  and  grow  in  its  environment,  in  spite 
of  numerous  difficulties  is  a subject  of  considerable 
interest.  Eastman11  in  his  essay  on  Mount  Everest 
in  Utcro  has  illustrated  how  the  fetus  adapts  to  an 
oxygen  environment  comparable  to  an  adult  human 
being  at  approximately  an  altitude  of  33,000  feet. 
This  is  accomplished  by  a series  of  chemical 
changes  involving  hemoglobin.12  At  the  present 
time  the  critical  oxygen  values  on  both  sides  of  the 
placental  barrier  are  known,5’  27  and  in  general  it  is 
felt  that  at  forty  weeks,  the  fetal  blood  is  about 
sixty  per  cent  saturated  with  oxygen.29  The  fetus 
is  able  to  stand  such  an  oxygen  deficit  because  of  a 
certain  amount  of  acclimatization,  and  a number  of 
mechanisms  for  obtaining  energy  without  the  use 
of  oxygen.16  The  mother’s  blood  is  so  adjusted  that 
maternal  hemoglobin  gives  up  oxygen  more  readily 
than  the  nonpregnant  adult  and  the  fetal  blood  is 


so  adjusted  that  its  hemoglobin  takes  up  oxygen 
more  rapidly  than  that  of  the  adult.5  Since  the  rate 
of  fetal  uptake  of  oxygen  is  high  and  the  uterine 
blood  How  is  increased  in  pregnancy,  the  fetus  uses 
a higher  proportion  of  the  oxygen  available  to  it 
than  does  its  mother.  The  fetus,  therefore,  lies  in 
a very  complex  chemical  environment  in  which  a 
certain  number  of  nutritional  elements  must  be  in- 
tegrated by  a series  of  complex  mechanisms  into 
proper  growth  and  development.  Knowledge  for 
such  investigations,  therefore,  must  come  from 
most  of  the  known  basic  science  specialties.  It  is 
obvious  that  no  one  will  be  able  to  have  all  the 
necessary  scientific  disciplines  in  one  place,  but  it 
is  hoped  that,  in  each  project,  there  will  be  great 
emphasis  on  this  basic  science  correlation  with  the 
clinical  investigation.  The  creation  of  complex 
teams  consisting  of  clinically-minded  and  labora- 
tory-minded people  is  always  a complicated  organ- 
izational procedure.  The  factors  of  human  motiva- 
tion, morale,  communication,  management  of  per- 
sonalities, and  numerous  tedious  tasks  that  must 
be  performed,  often  determine  the  success  or  fail- 
ure of  such  a plan.  In  the  past,  longitudinal  studies 
of  this  type  have  been  done.  A good  example  is 
that  of  the  Sloane  Fetal  Life  Study.24  However, 
many  of  these  have  not  been  successful. 

Certain  problems  on  the  effect  of  pregnancy 
influences  on  the  fetal  and  neonatal  brain  will  be 
studied  by  a series  of  parallel  animal  experiments. 
The  monkey  offers  many  advantages  for  obtaining 
data  which  would  be  impossible  in  the  human 
pregnancy.  It  is  hoped  that  several  primate  experi- 
mental physiology  and  pathology  laboratories  will 
be  initiated  into  the  plan. 

Finally,  it  should  be  concluded  that  this  type  of 
investigation  depends  largelv  on  the  community 
health  service  aspects  of  the  social  groups  it  in- 
volves. Public  opinion,  education  and  information, 
and  the  basic  ethical,  moral,  and  selfless  leadership 

continued  on  next  page 
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The  valuable  property  of  "clinical  instinct” 
which,  although  sometimes  ridiculed  as  the  as- 
sumed armour  and  decoration  of  the  ignoramus  or 
the  quack,  has  a certain  resemblance  to  the  poetic 
faculty,  and  moreover  is  a real  asset  in  practice. 
Clinical  instinct  is  the  power  of  arriving  without  a 
conscious  logical  process  at  a definite  conclusion, 
and  is  often  possessed  in  a high  degree  by  old 
nurses  who  know  those  who  will  recover  or  die, 
and  by  practitioners  of  long  experience  who  simi- 
larly cannot  explain  the  steps  by  which  they  reach 
a diagnosis  and  prognosis.  It  may  be  assumed  that 
they  unwittingly  draw  on  a buried  experience 
which,  without  their  conscious  remembrance, 
recognizes  in  the  patient  signs  presented  by  one  in 
the  long  past.  In  diagnosis,  therefore,  there  are  the 
two  processes,  the  consciously  logical  and  the  rarer, 
but  not  necessarily  less  correct,  unconscious. 

Sir  Humphrey  Rolleston  (1862-1944) 
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of  the  medical  profession  of  your  state  are  impor- 
tant ingredients  in  the  success  of  these  investiga- 
tions. It  is  hoped  that  this  type  of  effort,  in  a 
national  collaborative  manner,  will  lead  to  the 
analysis  and  linkage  of  a specific  insult  in  the  ob- 
stetric or  perinatal  period,  to  a specific  lesion  in  the 
developing  brain,  which  may  be  related  to  subse- 
quent specific  neuropsychiatric  sequelae. 

SUMMARY  AND  CONCLUSIONS 

A report  on  current  investigations  of  the  obstet- 
rical factors  in  subsequent  neuropsychiatric  dis- 
orders in  children  has  been  presented.  The  objec- 
tives of  these  studies  are  to  discover  and  evaluate 
the  genetic  and  environmental  factors  in  the  eti- 
ology of  these  conditions  by  means  of  collaborative 
field  investigations,  as  well  as  special  basic  science 
studies.  These  investigations  will  attempt  to  cor- 
relate the  clinical  findings  in  neuropsychiatric  se- 
quelae and  other  brain  damaged  patients  with  sub- 
sequent pathologic  findings  obtained  by  autopsy. 
A multidisciplinary  attack  on  this  relatively  large, 
but  uncharted  field  of  neurological  and  sensory 
disorders,  will  involve  several  clinical  disciplines, 
including  obstetrics,  pediatrics,  orthopedics,  endo- 
crinology, otology,  ophthalmology,  and  neurology. 
These  investigators  will  work  with  the  basic  labo- 
ratory disciplines  including  biochemists,  psycholo- 
gists, and  other  workers  in  experimental  medicine, 
to  try  to  unlock  the  complex  nature  and  ramifica- 
tions of  the  developing,  embryonic,  fetal  and  early 
neonatal  nervous  systems. 

The  studies  fall  into  four  main  groups,  retro- 
spective, prospective,  basic  science  correlative 
studies,  and  the  experimental  animal  studies. 
Young  obstetricians,  pediatricians,  neurologists 
and  pathologists  should  be  encouraged  and  sup- 
ported in  the  study  of  fetal  and  newborn  physi- 
ology and  pathology. 

A team  approach  is  therefore  necessary,  in  which 
coordination  between  medical  and  laboratory  dis- 
ciplines, voluntary  health  agencies,  community 
groups,  national  agencies,  and  the  Rhode  Island 
State  Medical  Society  are  needed  to  operate  such  a 
plan  successfull)'.  It  is  hoped  that  such  complex 
longitudinal  life  cycle  studies  will  eventually  show 
how  a specific  insult  in  the  obstetric  or  perinatal 
period  relates  to  a specific  lesion  in  the  developing 
brain  which  may  be  related  to  subsequent  neuro- 
psychiatric sequelae. 
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One  of  the  most  encouraging  developments  in 
the  fields  of  neurological  medicine  and  sur- 
gery in  the  past  decade  has  been  the  awakened 
interest  in  the  manifold  problems  presented  by 
cerebral  vascular  diseases.  These  are  of  importance 
for  the  following  reasons : a ) as  a cause  of  death 
( next  only  to  heart  and  malignant  disease  ) ; b ) as 
a cause  of  prolonged  disability  (an  estimated  two 
million  individuals  are  directly  affected  in  the 
LTS.A.);  and  c)  as  a scientific  challenge  in  our 
aging  population. 

No  attempt  will  he  made  here  to  review  this  sub- 
ject comprehensively.  Rather,  we  shall  try  to  out- 
line recent  researches  in  the  “functional  anatomy” 
and  pathology  of  the  cerebral  circulation  and  call 
attention  to  two  uncommon  and  two  very  common 
types  of  cerebral  vascular  disease,  emphasizing 
diagnosis  and  treatment. 

Special  Features  of  the 
Cerebral  Circulation 

In  addition  to  lacking  a lymphatic  system,  the 
cerebral  circulation  has  a number  of  other  unusual 
or  unique  features  which  may  he  summarized  as 
follows : 

a)  critical  dependence  of  the  brain  on  a continu- 
ous supply  of  oxygen  and  glucose  ; 

b)  although  making  up  only  2%  of  body-weight, 
the  brain  requires  and  receives  ( with  remark- 
able regularity  under  various  stresses)  about 
a sixth  of  the  cardiac  output ; 

c)  for  the  most  part,  the  larger  vessels  lie  rela- 
tively exposed  in  the  subarachnoid  space  at 
the  base  of  the  brain  or  in  the  large  fissures 
with  many  peculiar  bends  and  twists,  perhaps 
enhancing  a tendency  to  aneurysmal  forma- 
tion or  rupture ; 

d)  lack  of  effective  collateral  circulation  for  ter- 
minal arteriolar  vessels  in  the  brain  stem 

*Presented  at  the  meeting  of  the  Providence  Medical  As- 
sociation, at  the  Rhode  Island  Medical  Society  Library 
April  1,  1957. 


and  basal  ganglia ; e.g.  the  circle  of  Willis  is 
only  a potential,  not  an  actual  anastomotic 
channel ; 

e)  unique  histologic  structure  (poor  media,  thin 
internal  elastica,  no  external  elastica)  which 
is  poorly  equipped  for  vasoconstriction  nor- 
mally, hut  capable  of  moderate  vasodilatation 
by  an  increase  in  pCOo  or  decrease  in  pH  or 
pOa. 

1 his  list  could  easily  he  extended,  but.  when 
translated  into  practical  items,  it  means  that  the 
brain  has  an  extraordinary  sensitivity  to  anoxia. 
Thus,  the  neurons  of  the  cerebral  cortex  begin  to 
"die"  after  20  seconds  of  complete  anoxia1  and  it 
is  well-known  that,  at  normal  body  temperature 
only  Zy2  to  4 minutes  of  complete  cardiac  arrest 
produces  irreversible  mental  and  neurologic  disso- 
lution. 

It  further  implies  that  cerebral  circulation  can- 
not be  altered  effectively  by  stellate  ganglion  block 
or  by  most  of  the  drugs  which  act  as  systemic 
vasodilators.  The  most  important  factors  in  main- 
taining and  regulating  the  cerebral  circulation  have 
been  found-'- 3- 4 to  be  : ( 1 ) systolic  or  mean  arterial 
blood  pressure;  (2)  mean  venous  pressure;  (3) 
available  oxygen  in  blood;  (4)  local  metabolic  de- 
mands; (5)  collateral  circulation,  and  (6)  local 
cerebral  vascular  resistance. 

The  latter  depends  on  blood  viscosity  (hemato- 
crit), intracranial  pressure,  and  humoral  factors 
noted  above  which  regulate  the  “tone”  of  the  cere- 
bral vessels  (pH.  pOo,  pCOo).  Thus,  paradoxi- 
cally, inhaling  100%  oxygen  reduces  cerebral  blood 
flow  (13%)  by  causing  vasoconstriction  while  in- 
haling 7.5%  carbon  dioxide  — 92%  oxygen  in- 
creases cerebral  blood  flow  by  75%. 

On  critical  analysis,  the  frequently  invoked 
“spasm"  of  major  cerebral  vessels  has  little  to 
recommend  it.  Positive  evidence  for  its  occurrence 
is  remarkably  difficult  to  find.  As  we  shall  see  be- 
low. there  are  other  more  reasonable  explanations 
for  transient  episodes  of  cerebral  dysfunction.  It 
would  appear  that  neurogenic  vasoconstrictor  in- 
fluences on  the  cerebral  circulation  are,  for  some 
unknown  reason,  quite  feeble  in  comparison  with 
their  importance  in  the  systemic  circulation. 

Pathology  of  Cerebrovascular  Disease 

1 raditionallv.  the  pathology  of  cerebrovascular 
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disease  includes  the  Big  Four  of  cerebral  throm- 
bosis, cerebral  hemorrhage,  cerebral  embolism,  and 
saccular  (congenital  or  “berry”)  aneurysm.  From 
this  point  of  view,  all  or  most  cerebral  vascular 
disease  is  the  result  of  one  of  three  processes: 
ischemic  or  hemorrhagic  infarction,  massive  hem- 
orrhage into  the  parenchyma  of  the  brain,  or  sub- 
arachnoid hemorrhage. 

The  relative  frequency  of  each  in  two  carefully 
conducted  studies  is  given  as  follows : 


TABLE  I 


Post-Mortem  Study 

Clinical  Study 

Condition 

BCH"’ 

NINY'1 

NINY 

Thrombosis 

41% 

437c 

667c 

Hemorrhage 

20 7c 

47% 

217c 

Embolism 

33  %* 

107c 

5% 

Subarachnoid 

Hemorrhage 

6 % 

87c 

* Proved  and  probable 

Actually,  this 

grouping  does  not 

include  many 

other  important  types  of 

cerebral  v; 

ascular  pathol- 

ogv,  e.g.,  vascular  malformations,  the  various  ar- 
teritides,  venous  thrombosis,  the  vascular  lesions 
associated  with  trauma  and  blood  dyscrasias, 
“hypertensive  encephalopathy,”  etc.  The  major 
objection  to  this  classification,  however,  is  that 
recent  studies  have  seriously  questioned  the  status 
of  the  previously  well-established  entity  of  “cere- 
bral thrombosis.”  commonly  thought  to  he  the  most 
frequent  type  of  cerebrovascular  disease. 

While  cerebral  atherosclerosis,  similar  to  the 
same  process  elsewhere,  is  still  considered  the  basic 
pathologic  process  behind  areas  of  brain-softening, 
we  have  come  to  realize  that  the  dynamics  of  its 
development,  the  sites  of  predilection,  and  espe- 
cially extracerebral  factors  are  all  important  in 
determining  its  eft'ect  on  the  brain.  Thus,  it  is  pe- 
culiarly focal  in  the  brain  tending  to  occur  at  bends 
or  bifurcations  (e.g.,  carotid  sinus,  carotid  siphon, 
middle  cerebral  artery  in  the  Sylvian  fissure,  ante- 
rior cerebral  artery  at  the  genu  of  the  corpus  cal- 
losum, basilar-vertebral  circuit).  Because  even  the 
most  intense  degree  of  atheromatosis  may  result  in 
no  obvious  dysfunction,  while  in  other  instances 
little  or  no  plaque-formation  may  be  associated 
with  gross  morphologic  change,  the  concept  of 
“cerebrovascular  insufficiency” 7 has  proved  a use- 
ful one.  This  is  usually  the  result  of  a “hemo- 
dynamic crisis”  ( Denny-Brown)8  resulting  in  fail- 
ure of  the  cerebral  collateral  circulation.  While 
potentially  reversible,  it  often  implies  a critical, 
borderline  “pre-infarction”  state  upon  which  sec- 
ondary thrombosis  is  prone  to  occur.  Because  of 
the  difficulty  in  dating  precisely  the  age  of  cerebral 
thrombi,  the  final  proof  of  this  hypothesis  is  still 
missing. 

Polarographic  studies  in  the  experimental  ani- 
mal by  mv  colleagues  at  the  Boston  City  Hospital 
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(Meyer  et  al1)  have  emphasized  the  vital  roles  of  a 
maintained  systemic  blood  pressure  and  arterial 
oxygen  saturation  in  relieving  this  situation.  Time 
is  of  the  essence ; the  sooner  corrective  measures 
are  instituted,  the  more  easily  reversible  the 
process. 

These  studies  have  also  served  to  call  attention 
to  the  importance  of  “extracerebral”  events  in  de- 
termining when  a given  cerebral  infarction  will 
occur.  Cardiac  pathology  of  many  varied  types  re- 
sulting in  reduction  of  oxygenation  or  cardiac  out- 
put, the  rash  use  of  ganglionic-blocking  agents  in 
patients  with  “pipe-stem"  cerebral  vessels,  or  sud- 
den vascular  catastrophes  resulting  from  spinal 
anesthesia,  lumbodorsal  splanchnicectomy,  plieo- 
chromocytoma,  or  ruptured  or  bleeding  peptic  ul- 
cers have  all  been  seen  as  precipitating  factors  in 
our  experience.  Little  is  known  of  the  adaptive 
mechanisms  which  tend  to  minimize  such  events  in 
the  normal  individual,  although  the  sino-aortic 
presso-receptors  are  involved. 

Finally,  we  should  refer  briefly  to  the  deleterious 
effect  of  maintained  hypertension  on  the  cerebral 
circulation.  Pathologically,  this  mav  bring  about 
several  striking  changes  in  the  type,  location  and 
severity  of  cerebral  occlusive  vascular  disease  as 
well  as  enhancing  the  tendency  to  diffuse  encepha- 
lopathy, focal  intracerebral  hemorrhage,  aneurys- 
mal dilatation  and  rupture.  Every  layman  is  aware 
that  hypertension  markedly  enhances  the  likelihood 
of  “strokes.”  There  is  astonishingly  little  medical 
information  about  the  hypertensive  patient  before 
this  catastrophe  occurs.  One  recent  study  by  Leish- 
man9  in  a group  of  234  patients,  none  of  whom 
received  effective  medical  or  surgery  therapy,  em- 
phasizes the  impossibility  of  accurate  prediction  in 
any  given  case.  However,  a maintained  diastolic 
pressure  over  150  mm.  Hg.,  progressive  albumi- 
nuria and  azotemia — implying  severe  renal  disease 
of  the  type  called  “fibrinoid  necrosis” — are  omi- 
nous signs. 

Following  this  brief  review  of  the  dynamics  and 
pathophysiology  of  the  cerebral  circulation,  we  may 
now  proceed  to  clinical  considerations  with  four 
representative  ] >r< >1  denis. 

Case  I 

Anoxic  Encephalopathy  following  Major  Surgery 

A 60-year-old  caterer  was  admitted  on  1/24/57 
complaining  of  right  abdominal  pain  of  twenty- 
four  hours  duration  which  radiated  to  the  right  leg, 
the  right  shoulder,  and  right  costovertebral  angle. 

Physical  Examination:  B.P.  (pre-op.)  130/70. 
Diffuse  abdominal  tenderness,  ? right  upper  quad- 
rant mass.  Neurological  examination  “normal.” 

Studies:  I-V  and  retrograde  pyelograms  showed 
a large  mass  near  the  right  kidney. 
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Hospital  Course:  Patient  underwent  exploratory 
laparotomy  on  1/25/57  and  a large  right  perirenal 
hematoma  was  found.  The  bleeding  point  was  never 
located  so  the  right  kidney  was  removed.  Despite 
6 units  of  blood,  the  blood  presure  dropped  to 
80/60  for  a period  of  ten  minutes.  The  patient 
never  regained  consciousness  and  died  in  shock 
on  2/3/57. 

Post-mortem  Findings:  1.  “Spontaneous”  right 
perirenal  hematoma  (normal  right  kidney). 
2.  Acute  tubular  necrosis,  left  kidney.  3.  Medio- 
necrosis  of  the  aorta. 

There  was  mild,  diffuse  brain-swelling  without 
pressure  cones.  The  microscopic  findings  (spotty, 
diffuse  chromatolysis  of  cortical  neurons)  were 
consistent  with  anoxic  encephalopathy. 

Comment 

This  is  a dramatic  example  of  the  rare  but  ir- 
reversible central  nervous  system  concomitants  of 
major  surgery  when  accompanied  bv  shock  in  older 
individuals.  It  is  difficult  to  see  how  this  could  have 
been  prevented. 

Of  much  greater  statistical  importance  are  less 
dramatic,  but  nevertheless  disabling  organic  brain 
changes  following  general  anesthesia  in  elderly 
patients.  Bedford10  has  recently  summarized  his  ex- 
perience at  the  Oxford  Geriatic  Unit  where  he 
found  that  10%  of  patients  over  65  who  had  under- 
gone operations  under  general  anesthesia  developed 
varying  degrees  of  dementia.  His  suggestions  for 
avoiding  these  catastrophes  should  be  read  in  the 
original  by  every  surgeon  who  deals  with  this  group 
of  patients. 

Case  II 

Cerebral  Vascular  Malformation, 
IJnruptured  Congenital  Aneurysm, 
Telangiectasia  of  the  Pons 11 

This  fifty-five-year-old  man  was  admitted  on 
1/26/53  after  “collapsing”  at  work.  There  was  a 
history  of  non-focal  convulsions  16  and  two  years 
prior  to  admission.  Severe  recurrent  headaches  and 
a progressive  personality  change  had  developed 
over  a six-months’  period. 

Neurological  Examination : B.P.  142/100.  No 
evidence  of  facial  nevus  or  cutaneous  telangiec- 
tasia. The  findings  were  consistent  with  a right 
hemisphere  lesion. 

Spinal  Fluid : normal  pressure,  bloody  fluid  with 
a total  protein  of  270  milligrams  per  cent. 

Plospital  Course:  the  patient  had  one  “rotatory” 
(spinning)  and  several  generalized  seizures  and 
died  on  the  twelfth  hospital  day. 

Post-Mortem  Findings:  (Figure  I)  A large, 
hemorrhagic  wedge-shaped  vascular  malformation 
was  found  straddling  the  right  Sylvian  fissure. 
This  was  both  superficial  and  subcortical,  the  nar- 
row peak  of  the  wedge  “pointing”  to  the  superior 
lateral  margin  of  the  lateral  ventricle. 


FIGURE  I 

Coronal  section  of  brain  showing  large,  wedge-shaped 
vascular  malformation  with  rupture  into  lateral  ventricle 
(reproduced  by  permission.  Neurology  4:879  [Nov.} 
1954). 

In  addition,  an  unruptured  saccular  aneurysm 
was  found  on  the  anterior  communicating  artery 
and  a collection  of  telangiectatic  vessels  were  dis- 
covered on  sectioning  the  pons. 

Comment 

These  lesions  are  not  true  vascular  tumors 
(“angiomas”)  as  originally  described  by  Bailey  and 
Cushing  in  1938.  They  are  vascular  malformations 
(which  can  occur  alone  or  as  part  of  the  Osler- 
Weber-Rendu  or  Sturge-Weber  syndromes) 
which  vary  in  size  from  a few  millimeters  to  huge 
tangles  of  thin-walled  vessels  which  seem  to  oc- 
cupy much  of  a hemisphere.  They  are  found  also 
in  the  posterior  fossa  (Logue12)  where  they  may 
produce  brain-stem  or  cerebellar  syndromes  simu- 
lating tumor,  multiple  sclerosis  or  infarction. 

The  cerebral  variety18  is  an  uncommon  cause  of 
subarachnoid  hemorrhage,  hut  should  be  thought  of 
in  young  individuals  with  “vascular"  headaches, 
focal  seizures,  hemianopia  or  aphasia  even  when 
a bruit  is  not  heard. 

Aggressive  neurosurgery  under  controlled  hypo- 
tension by  McKissock,14  Olivecrona15  and  others  is 
the  best  way  to  deal  with  these  lesions  when  they 
are  located  in  a favorable  area  for  resection. 

Case  III 

Post-Partum  Cerebral  Venous  Thrombosis 

A twenty-six-year-old  woman  (para  II  I.  grav  III) 
was  delivered  of  a normal  infant  on  4/1/57.  Her 
immediate  post-partum  course  was  complicated  by 
painful  swelling  and  tenderness  of  the  left  calf. 
She  was  started  on  anticoagulants,  the  phlebitis 
became  quiescent,  and  the  anticoagulants  were 
stopped  on  4/4/57. 

From  4/5  to  4/15/57,  she  developed  the  follow- 
ing : 
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1.  severe,  throbbing  left  temporal  headaches  : 

2.  Jacksonian  (focal)  motor  seizures  affecting 
the  right  side ; 

3.  right  temporal  headaches  ; 

4.  left-sided  focal  motor  seizures  ; 

5.  total  paralysis  of  the  right  side ; 

6.  papilledema  (moderate). 

She  never  lost  consciousness  and  did  not  develop 
hemianopia,  hemisensory  defect  or  hypertension. 

Spinal  Fluid:  increased  pressure,  xanthochro- 
mia. 30  WBC/mm3,  780  RBC/mm3,  mostly  cre- 
nated;  protein  110  mgm.  per  cent;  sugar  normal; 
smear,  culture  negative. 

Course:  the  patient  responded  well  to  anti- 
convulsant therapy  with  intravenous  dilantin  and 
intramuscular  phenobarbital.  Anticoagulants  were 
withheld  at  first,  but  with  clearing  of  the  cerebro- 
spinal fluid,  I-V  heparin  was  started  and  continued 
for  five  days.  She  was  discharged  in  four  weeks  on 
dilantin  and  dicumarol.  A remarkable  degree  of 
recovery  of  her  right  side  had  occurred  and  the 
papilledema  and  seizures  disappeared. 

Comment 

This  entity,  erroneously  called  “post-partum 
eclampsia,”  seems  to  be  more  familiar  to  internists 
and  neurologists  than  to  obstetricians.  It  character- 
istically involves  the  superficial  cerebral  ( Rolan- 
dic  ) veins  and  may — as  it  did  here — extend  to  the 
longitudinal  sinus.  Recovery,  when  it  occurs,  is 
more  complete  than  after  the  usual  “stroke”  since 
the  pathology  is  due  to  venous  infarction. 

Sinclair16  reported  on  eighteen  cases  of  “puer- 
peral aphasia”  over  fifty  years  ago.  Stevens17  has 
recently  added  eight  cases  of  puerperal  hemiplegia 
due  to  this  process  to  the  literature,  all  of  which 
recovered  to  varying  degrees  in  from  three  weeks 
to  a year  without  anticoagulants. 

Case  IV 

Carotid  Stenosis  Syndrome 

This  fifty-four-year-old  laborer  was  seen  for  the 
first  time  on  3/11/57  complaining  of  weakness  and 
numbness  of  the  left  arm  and  leg  of  six  years 
duration  without  other  neurological  symptoms. 

Neurological  Examination:  B.P.  136/84  (RA)  ; 
128/86  (LA).  The  right  internal  carotid  pulsation 
was  reduced.  With  the  patient  reclining,  carotid 
compression  on  the  right  for  ten  seconds  causes 
brief  unconsciousness  with  prompt  recovery  upon 
releasing  pressure.  The  same  thing  happened  with 
left-sided  compression  without  change  in  pulse  or 
B.P. 

The  rest  of  the  examination  was  normal  except 
for  reduced  two-point  discrimination,  especially  in 
the  left  hand.  The  patient  declined  to  permit  ar- 
teriography. 

Impression  : Probable  right  carotid  stenosis  with 
bilateral  insufficient  collateral  circulation. 
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Comment 

Although  this  clinical  entity  was  known  over 
forty  years  ago,  it  is  only  in  the  last  two  decades, 
with  the  development  of  arteriography  by  Egas 
Moniz  in  1937,  that  it  has  become  firmly  established 
as  an  important  and  frequent  type  of  cerebral  vas- 
cular disease.  In  1951,  Johnson  and  Walker18  were 
able  to  review  over  100  reported  cases.  This  study 
emphasized  the  fact  that  several  clinical  syndromes 
may  be  the  result  of  stenosis  or  occlusion  of  the 
(cervical  or  cranial)  internal  carotid  artery.  These 
are  the  following: 

1 . blindness  with  optic  atrophy  and  contralateral 
hemiparesis ; 

2.  repeated  episodes  of  transient  unilateral 
weakness,  numbness  or  both  ; 

3.  progressive  dementia,  headache,  convulsions 
simulating  brain  tumor. 

Accurate  diagnosis  depends  on  a high  degree  of 
suspicion,  recognition  of  the  frequency  of  this  syn- 
drome, palpation  and  cautious  compression  of  the 
cervical  portion  of  the  involved  and  contralateral 
carotid  (never  more  than  30  seconds),  ausculta- 
tion for  cervical  bruits,  the  use  of  an  ophthalmo- 
dynamometer,16 tilt  - table  electro  - encephalogra- 
phy,20 and,  of  course,  carotid  arteriography. 

At  the  Boston  City  and  Massachusetts  Memorial 
Hospitals,  my  colleagues  and  I21  have  treated  about 
fifty  of  these  patients  in  the  past  two  years,  five  by 
surgical  correction  of  the  arterial  obstruction. 
Without  treatment  about  15%  improved  spontane- 
ously. the  remainder  became  worse,  and  1 :3  died 
during  the  period  of  observation.  Of  those  treated, 
either  medically  or  surgically,  approximately  75% 
were  considered  to  have  improved  appreciably. 
Each  patient  must  be  carefully  studied  by  the  tech- 
niques mentioned  above  before  surgery  is  decided 
upon,  but  we  feel  that  with  more  prompt  recogni- 
tion, the  use  of  hypotension  and  hypothermia,  and 
improved  surgical  techniques  (e.g..  Edwards-Tapp 
nylon  shunt  between  the  subclavian  and  internal 
carotid  arteries  above  the  obstruction),  more  of 
these  patients  could  be  operated  on  with  benefit. 

Long-term  anticoagulant  therapy22-23  is  also 
under  study  for  this  group.  Preliminary  impres- 
sions are  that,  properly  supervised,  these  drugs  are 
of  definite  help  in  preventing  repeated  episodes  of 
ischemic  infarction  although  the  mechanism  of 
their  action  is  far  from  clear. 

SUMMARY 

This  has  been  an  attempt  at  a selective  account 
of  several  aspects  of  cerebral  vascular  diseases  not 
commonly  emphasized  despite  their  significance. 
Many  important  topics  (“hypertensive  encephalo- 
pathy,” subarachnoid  hemorrhage  from  ruptured 
aneurysms,  temporal  arteritis,  rehabilitation  tech- 
niques, dietary  and  hormonal  approaches  to  the 
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RED  BLOOD  CELL  DISORDERS* 

Jane  Desforges,  m.d. 


The  Author.  Jane  Desforges,  M.D.,  of  Boston,  Massa- 
chusetts. Assistant  Professor  of  Medicine,  Tufts  Uni- 
versity Medical  School;  Assistant  Director,  T lifts 
Medical  Sendee,  the  Hematology  Unit,  and  Physician- 
in-charge,  Rli  Laboratory,  Boston  City  Hospital. 


IN  discussing  some  problems  in  anemia  we  will 
approach  them  from  a study  of  iron  metabolism 
and  iron  turnover  to  determine  the  mechanisms  of 
production  of  the  anemias  in  the  patients  presented. 

To  study  internal  iron  metabolism,  we  must  first 
review  briefly  together  the  normal  pathways  of 
iron  metabolism. 

Iron  is  introduced  into  the  gastrointestinal  tract 
organically  bound  in  food  as  a ferric  complex.  Be- 
fore being  absorbed,  it  must  be  in  a reduced  form. 
When  we  administer  it  as  medicinal  iron,  of  course, 
we  administer  it  as  a reduced  ion,  as  ferrous 
sulfate. 

To  get  across  the  cell  membrane,  it  is  in  this 
reduced  form.  Once  in  the  cell,  which  in  this  case  is 
a duodenal  mucosal  cell,  it  may  be  oxidized  and 
stored  in  the  form  of  ferritin,  and  eventually  is 
passed  on,  and  out  the  other  side,  probably  again 
in  reduced  form. 

In  the  circulating  blood  it  is  immediately  bound 
to  a plasma  iron  binding  protein.  If  the  capacity  of 
protein  is  suddenly  exceeded  by  an  overdose  the 
serious  symptoms  of  iron  intoxication  appear,  due 
to  the  presence  of  free  ionic  iron  in  the  circulation. 

The  pool  in  which  we  are  interested  now  is  the 
transport  iron.  This  iron  in  the  plasma  goes  to  dif- 
ferent areas  in  various  disease  states.  Normally, 
most  of  the  iron,  80  to  100  per  cent  of  all  the  iron 
entering  the  plasma,  goes  into  the  bone  marrow 
and  returns  to  the  circulating  blood  in  red  cells  in 
the  form  of  hemoglobin.  This  is  a closed  cycle, 
barring  hemorrhage.  No  iron  is  lost ; it  recirculates 
from  plasma  to  hemoglobin  to  plasma.  There  are 
other  minor,  but  important  pathways  through 
which  iron  also  circulates  in  tissues. 

A very  minute  amount  is  excreted,  and  I think 
for  all  practical  purposes,  it  is  of  medical  impor- 
tance to  consider  this  as  negligible.  In  other  words, 
if  we  see  iron  deficiency  anemia  in  an  adult,  we 
must  assume  that  the  patient  has  lost  blood.  He 
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never  loses  enough  by  excretion  to  become  anemic. 

What  is  left  over  after  the  bone  marrow  lias 
been  satisfied  goes  into  storage  areas  in  the  liver 
and  r-e  system.  In  the  storage  area,  the  iron  goes 
from  the  plasma  protein  into  the  liver  cell  and  is 
stored  as  ferritin.  As  more  and  more  iron  is  de- 
posited, hemosiderin  is  also  formed. 

Iron  storage  gradually  increases  during  life. 
Day  after  day.  most  of  the  iron  is  being  used  by 
the  marrow,  but  there  is  a little  bit  extra  that  is 
gradually  building  up,  mainly  in  the  liver,  as  a 
storage  depot.  In  the  first  year  of  life,  then,  we 
may  at  times  see  iron  deficiency  anemia,  due  to 
nutritional  causes,  because  there  is  no  extra  stor- 
age. However,  as  time  goes  on,  more  is  being  ab- 
sorbed, thus  allowing  more  leeway  for  increased 
demands.  Therefore,  again,  we  should  emphasize 
that  in  the  adult,  when  we  find  evidence  of  iron 
deficiency,  we  must  assume  that  iron  has  been  ex- 
creted and  in  the  human  it  is  only  excreted  in  the 
form  of  hemoglobin,  and  therefore,  as  hemorrhage. 

We  have  been  interested  in  studying  mechanisms 
in  various  anemias,  using  radioactive  iron  as  a 
tracer.  By  this  means  we  have  been  able  to  evaluate 
and  localize  the  iron  pathways  and  depots  in  the 
pathogenesis  of  these  syndromes.  One  does  this  by: 
tagging  the  iron  binding  protein  with  radioactive: 
iron  and  putting  it  in  plasma.  Then,  by  following' 
tbe  radioactivity,  one  can  observe  the  rate  of  dis- : 
appearance  from  plasma  and  the  reappearance  in; 
the  red  cells. 

In  the  meantime,  by  placing  the  radioactivity 
monitors  over  organs,  one  may  observe  sites  of  iron; 
deposition,  red  cell  production  and  red  cell  destruc- 
tion. Normally,  the  peak  of  activity  over  the  mar-' 
row  is  on  the  second  and  third  days,  and  then  this: 
activity  gradually  disappears  as  radioactivity  ap-: 
pears  in  the  circulating  red  cells.  The  normal  values' 
for  the  rate  of  disappearance,  for  the  rate  of  uptake, 
and  release  from  the  bone  marrow,  and  for  the 
amount  incorporated  may  be  compared  to  those  in 
various  states. 

Patients  with  aplastic  anemia  do  not  make  blood  ; 
since  the  bone  marrow  isn’t  drawing  it  from  the 
plasma,  the  disappearance  of  the  radioactive  iron 
is  slow.  On  the  other  hand,  in  patients  with  poly- 
cythemia, the  bone  marrow  is  hyperactive,  more 
red  cells  are  being  made  and  tbe  blood  iron  dis-' 
appearance  is  rapid.  In  patients  with  iron  defi- 
ciency, the  bone  marrow  is  very  avid  for  the  iron  ; 

concluded  on  next  page 


570 

therefore,  the  disappearance,  again  is  very  rapid. 
In  patients  with  hemolytic  anemia,  we  again  see  the 
rapid  disappearance  of  the  radioactive  iron  reflect- 
ing active  erythropoiesis. 

We  have  found,  confirming  these  observations 
of  others,  that  the  injected  iron  disappears  at  a 
fairly  rapid  rate  from  the  plasma.  Since,  as  the 
radioactive  iron  disappears,  the  serum  iron  is  as- 
sumed to  remain  the  same,  one  is  actually  measur- 
ing iron  turnover  by  following  the  rate  of  decline 
of  the  radioactivity.  This  is  plotted  on  a log  scale, 
and  normally  within  one  or  two  hours,  half  of  the 
radioactive  need  has  disappeared  from  normal.  In 
patients  not  making  blood,  the  decline  is  much 
more  leisurely. 

It  is  sometimes  very  helpful  to  us  in  evaluating 
the  mechanism  of  the  anemia  and  possibly  the 
therapy  of  it  to  monitor  surface  areas  of  patients. 
We  occasionally  have  cases  which  may  be  compli- 
cated by  extramedullary  hematopoiesis,  such  as, 
polycythemia,  with  splenomegaly,  and  in  these  pa- 
tients external  monitoring  demonstrates  the  site  of 
erythropoiesis.  Cases  may  also  be  demonstrated 
where  such  studies  demonstrate  absence  of  erythro- 
poiesis in  marrow,  sites  of  hemolysis,  or  sites  of 
storage  by  surface  counting  of  the  Fe59. 

We  might  take  up  two  interesting  cases  in  order 
to  demonstrate  what  use  we  can  make  of  these 
studies  in  helping  to  decide  therapy.  The  first  is  a 
man  who  came  to  us  with  pancytopenia,  whose 
marrow  aspiration  revealed  almost  no  normal  mar- 


THE  MASTER  WORD 

With  the  magic  word  in  your  heart  all  things  are 
possible,  and  without  it  all  study  is  vanity  and 
vexation.  The  miracles  of  life  are  with  it;  the  blind 
see  by  touch,  the  deaf  hear  with  eyes,  the  dumb 
speak  with  fingers.  To  the  youth  it  brings  hope,  to 
the  middle-aged  confidence,  to  the  aged  repose. 
True  balm  of  hurt  minds,  in  its  presence  the  heart 
of  the  sorrowful  is  lightened  and  consoled.  It  is 
directly  responsible  for  all  advances  in  medicine 
during  the  past  twenty-five  centuries.  Laying  hold 
upon  it,  Hippocrates  made  observation  and  science 
the  warp  and  woof  of  our  art.  Galen  so  read  its 
meaning  that  fifteen  centuries  stopped  thinking, 
and  slept  until  awakened  by  the  De  Fabrica  of 
Vesalius,  which  is  the  very  incarnation  of  the 
master-word.  With  its  inspiration  Harvey  gave  an 
impulse  to  a larger  circulation  than  he  wot  of,  an 
impulse  which  we  feel  to-day.  Hunter  sounded  all 
its  heights  and  depths,  and  stands  out  in  our  his- 
tory as  one  of  the  great  examplars  of  its  virtues. 
With  it  Virchow  smote  the  rock  and  the  waters  of 
progress  gushed  out;  while  in  the  hands  of  Pasteur 
it  proved  a very  talisman  to  open  to  us  a new 
heaven  in  medicine  and  a new  earth  in  surgery. 
Not  only  has  it  been  the  touch-stone  of  progress, 
but  it  is  the  measure  of  success  in  everyday  life. 
Not  a man  before  you  but  is  beholden  to  it  for  his 
position  here,  while  he  who  addresses  you  has  that 
honour  directly  in  consequence  of  having  had  it 
graven  on  his  heart  when  he  was  as  you  are  today. 
And  the  Master-Word  is  Work,  a little  one,  as  I 
have  said,  but  fraught  with  momentous  conse- 
quences if  you  can  but  write  it  on  the  tables  of 
your  heart,  and  bind  it  upon  your  forehead. 

Sir  William  Osler  (1849-1919) 
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row  cells,  and  in  whom  we  gave  radioactive  iron  to 
try  to  evaluate  his  hone  marrow  function. 

The  iron  disappearance  in  this  patient  was  slow, 
thus  demonstrating  the  hone  marrow  function  was 
sub-normal. 

Surface  scanning  demonstrated  that  instead  of 
going  to  the  bone  marrow,  the  Fe59  went  to  the 
liver  and  stayed  there.  This  reflects  iron  storage 
and  demonstrates  the  fact  that  this  patient  was 
producing  almost  no  blood  in  this  marrow. 

If  he  were  making  blood  normally,  the  blood 
would  be  tagged  with  the  iron  so  that  by  the  end 
of  the  week,  we  should  have  found  anywhere  from 
80  to  100  per  cent  of  the  Fe59  in  red  cells.  Instead, 
his  uptake  curve  was  almost  zero.  Thus  the  patient’s 
red  cell  production  was  just  about  nil.  It  is  a 
straight-forward  case  of  aplastic  anemia  due  to 
lack  of  marrow  function. 

The  second  case  was  a similar  patient  with  pan- 
cytopenia, in  whom  the  only  difference  was  the 
presence  of  a palpable  spleen.  This  is  a patient  in 
whom  we  were  interested  in  deciding  whether  there 
were  two  mechanisms,  whether  hemolysis  was  play- 
ing a significant  role  in  this  anemia. 

We  gave  her  radioactive  iron.  The  iron  dis- 
appearance was  slow,  and  consistent  with  the  fact 
that  the  bone  marrow  function  was  probably  sub- 
normal. 

Surface  monitoring,  however,  revealed  some 
evidence  of  uptake  in  the  sacrum,  with  some  grad- 
ual discharge,  but  most  of  it  was  backing  up  into 
the  liver,  as  in  the  first  case. 

There  was  one  major  difference,  however,  in  this 
patient.  She  was  able  to  take  up  some  iron  in  her 
marrow  and  to  make  blood,  and  this  is  of  great 
importance.  The  uptake  curve  demonstrated  that 
this  patient  was  making  blood  at  a significant  rate 
in  spite  of  the  fact  that  in  the  marrow  aspiration, 
we  found  almost  no  erythroid  cells.  Measurement  of 
total  red  cell  production  revealed  hypofunctioning 
marrow. 

This  patient  did  have  a big  spleen,  and  the  possi- 
bility  of  a hemolytic  component  was  investigated 
by  observing  the  life  span  of  the  tagged  cells  and 
by  calculating  the  amount  of  red  cell  iron  turned 
over  daily  to  maintain  equilibrium.  The  results 
demonstrated  evidence  of  brisk  hemolysis,  and 
with  this  information  at  hand,  splenectomy  was 
done. 

Postoperatively  the  patient  has  demonstrated 
less  hemolysis  and  has  been  able  to  maintain  her 
hemoglobin. 

Thus  a knowledge  of  iron  turnover  in  an  in- 
dividual patient  can  sometimes  be  of  great  help  in 
determining  therapy.  A knowledge  of  iron  metaho- 
lism in  general  has  also  led  us  to  an  important 
conclusion  in  dealing  with  adults  with  iron  de- 
ficiency. That  conclusion  is  that  such  a deficiency 
demands  investigation  into  the  source  of  blood  loss. 
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The  Author.  Julian  Johnson,  M.D.,  of  Philadelphia, 
Pennsylvania,  Professor  of  Surgery,  School  of  Medi- 
cine and  Graduate  School  of  Medicine,  University  of 
Pennsylvania. 

Ever  since  cardiac  surgery  came  into  being,  it 
has  been  the  objective  of  the  cardiac  surgeon 
to  be  able  to  open  the  heart  and  repair  defects  in- 
side the  heart  with  the  same  care  and  precision 
with  which  he  is  now  able  to  work  on  other  internal 
viscera.  In  lecturing  to  our  medical  students  in 
1941  and  1942,  I predicted  that  within  five  years 
this  feat  would  he  accomplished,  because  at  that 
time,  working  in  the  laboratory  at  the  University 
of  Pennsylvania  School  of  Medicine,  Gibbon1  had 
already  developed  a machine  with  which  he  was 
able  to  bypass  the  heart  and  lungs  of  the  cat  for 
thirty  minutes.  However,  the  war  came  and  a great 
number  of  technical  problems  arose  in  the  heart 
lung  machine,  so  that  instead  of  five  years,  fifteen 
years  have  passed  and  we  have  just  now  come  to 
the  stage  of  being  able  to  use  the  heart  lung  ma- 
chine in  clinical  surgery  with  considerable  confi- 
dence. Although  there  unquestionably  are  many 
ways  in  which  the  present  machines  may  he  im- 
proved and  many  refinements  will  he  developed, 
nevertheless,  at  the  present  time,  the  cardiac  sur- 
geon is  faced  more  with  the  problem  of  which 
patients  to  operate  upon  on  the  heart  lung  machine 
and  exactly  what  to  do  once  the  heart  is  opened, 
than  whether  or  not  a satisfactory  machine  is 
available. 

V entricular  Septal  Defect 
The  ventricular  septal  defect  is  one  lesion  in  the 
repair  of  which  the  heart  lung  machine  is  essential. 
Efforts  to  repair  the  defects  blindly  or  under  hypo- 
thermia have  not  met  with  great  success.  We  be- 
lieve that  the  time  will  come  when  a patient  with  a 
ventricular  septal  defect  will  he  operated  upon  as 
an  elective  procedure  very  much  in  the  same  man- 
ner as  we  now  operate  upon  a coarctation  of  the 
aorta  or  an  indirect  inguinal  hernia.  At  the  present 
time,  however,  we  are  postponing  operations  upon 
patients  who  are  perfectly  asymptomatic  with  nor- 
mal pulmonary  artery  pressure.  On  the  other  hand, 
if  the  pulmonary  artery  pressure  has  already 
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reached  the  stage  approaching  that  of  the  systemic 
circulation,  we  are  hesitant  to  operate  upon  such 
patients,  feeling  that  the  chances  of  success  are 
very  low.  The  patients  in  whom  we  are  advocating 
operation  at  the  present  time  are  those  with  some 
elevation  of  the  pulmonary  artery  pressure,  hut  not 
yet  approaching  that  of  the  systemic  circulation.  A 
pressure  in  the  neighborhood  of  50  millimeters  of 
mercury  is  our  choice  at  the  present  time,  our  feel- 
ing being  that  those  with  a normal  pulmonary  ar- 
tery pressure  will  probably  not  get  into  trouble  in 
the  immediate  future  and  that  technics  may  im- 
prove by  the  time  they  should  be  done  as  elective 
procedures. 

Once  the  patient  is  placed  on  the  pump  oxygena- 
tor and  the  heart  and  lungs  are  bypassed,  the  ven- 
tricular septal  defect  is  approached  through  a right 
ventriculotomy  incision.  There  are  three  methods 
which  have  been  used  in  closing  ventricular  septal 
defects.  If  the  defect  is  small,  direct  suture  of  the 
defect  has  been  commonly  used.  When  the  defect 
is  a little  larger,  the  sutures  have  been  placed  in  the 
defect  and  tied  down  over  a pledget  of  ivalon 
sponge,  thus  allowing  less  tension  on  the  sutures 
and  less  likelihood  of  their  being  pulled  out.  When 
the  defect  is  sufficiently  large,  a patch  of  ivalon 
sponge  is  sutured  in  place,  with  no  tension  whatever 
on  the  suture  line,  except  for  that  brought  about 
by  cardiac  action. 

Atrial  Septic  Defect 

We  have  found  closure  of  atrial  septal  defects 
under  direct  vision,  using  hypothermia,2  to  he  so 
satisfactory  that  we  have  reserved  the  use  of  the 
heart  lung  machine  for  those  patients  in  whom  we 
suspect  some  unusual  situation.  We  feel  that  an 
atrial  septal  defect  can  now  he  repaired  as  an  elec- 
tive procedure  in  the  same  manner  as  a patent  ductus 
arteriosus  or  a coarctation  of  the  aorta,  and  are 
willing  to  advise  operation  in  children  from  five  to 
ten  years  of  age,  even  though  they  are  asympto- 
matic. 1 he  operation  is  easily  done  at  this  age  and, 
we  believe,  with  very  little  risk.  We  believe  that 
there  are  a number  of  factors  which  have  reduced 
the  risk  of  this  operation. 

Except  in  adults  or  children  with  very  large 
hearts,  we  find  that  adequate  exposure  can  he  ob- 
tained through  a fourth  interspace  incision  on  the 
right  side,  carrying  it  entirely  around  to  the  ster- 
num. \\  e have  been  going  across  the  sternum  only 
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in  unusual  patients.  This  cuts  down  the  magnitude 
of  the  procedure  and  the  postoperative  pain,  so  that 
these  children  now  get  along  just  about  like  a child 
with  a patent  ductus  arteriosus.  The  pericardium 
is  opened  and  the  superior  vena  cava,  inferior  vena 
cava  and  right-sided  pulmonary  veins  are  freed 
widely  as  a preliminary  procedure.  This  is  done  so 
that  when  the  sutures  are  placed  in  the  septal  de- 
fect tension  upon  the  septum  will  he  reduced  to  a 
minimum.  The  aorta  is  also  freed  preparatory  to 
circulatory  occlusion.  The  temperature  is  taken 
down  only  to  90  degrees  and  we  feel  that  this  is 
very  important  in  the  avoidance  of  ventricular 
fibrillation.  It  is  often  difficult  to  arrive  at  exactly 
the  temperature  desired  at  the  time  of  circulatory 
occlusion  and,  as  a matter  of  fact,  we  feel  perfectly 
happy  if  the  temperature  is  somewhere  between  86 
and  92.  hut  prefer  it  not  to  go  below  90  degrees  F. 
This,  of  course,  limits  the  time  that  circulatory 
occlusion  may  be  utilized,  and  we  have  adopted  the 
rule  that  if  it  appears  at  the  end  of  four  minutes  of 
circulatory  occlusion,  the  suture  cannot  he  completed 
within  an  additional  minute,  to  clamp  the  auricle  and 
allow  the  circulation  to  return  to  normal  for  about 
a ten-minute  period.  At  that  time,  a second  period 
of  circulatory  occlusion  may  he  utilized.  In  this 
fashion,  we  have  used  as  many  as  four  different 
periods  of  four  minutes  each,  for  a total  of  sixteen 
minutes.  As  a matter  of  fact,  it  is  only  the  occasional 
patient  who  requires  more  than  one  period  of  four 
or  five  minutes.  Under  this  regime,  ventricular 
fibrillation  has  virtually  disappeared  except  in  the 
very  desperate  risk  patient  with  pulmonary  hyper- 
tension. 

This  technic  has  become  so  simple  in  our  hands 
that  we  feel  there  is  no  real  reason  for  pursuing 
the  closed  technic  for  the  suture  of  atrial  septal 
defects  and  we  believe  that  the  chances  of  getting- 
complete  closure  under  direct  vision  are  consider- 
ably better  than  by  the  closed  technics. 

Pulmonary  Stenosis 

The  patient  who  has  pulmonary  stenosis  without 
a ventricular  septal  defect  may  be  operated  upon  by 
a variety  of  methods.  The  use  of  a knife  through 
the  right  ventricular  wall  as  developed  by  Brock3 
and  by  Potts4  greatly  improved  these  patients  but 
did  not  always  bring  the  right  ventricular  pressure 
down  to  normal.  When  one  can  be  certain  that  the 
pulmonary  stenosis  is  valvular  in  type,  it  can  be 
satisfactorily  handled  under  direct  vision  through 
the  pulmonary  artery,  using  hypothermia.  We  have 
felt,  however,  that  with  valvular  stenosis,  the 
guillotine-type  knife  from  below  gives  about  as 
satisfactory  results  as  direct  vision  from  above. 

The  real  problem  in  this  disease,  however,  is  our 
ability  to  make  an  exact  preoperative  diagnosis  of 
pure  valvular  stenosis  as  opposed  to  a high  in- 
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fundibular-type  stenosis.  If  there  is  an  infundibu- 
lar pulmonary  stenosis,  it  seems  to  us  that  none  of 
the  blind  procedures  is  entirely  satisfactory  and 
that  the  use  of  hypothermia,  although  it  has  been 
successful  on  many  occasions,  is  by  no  means  ideal. 
We  feel,  therefore,  that  when  infundibular  stenosis 
is  suspected  or,  in  fact,  if  one  cannot  be  entirely 
sure  that  it  is  not  present,  such  a patient  should  be 
operated  upon  by  means  of  a pump  oxygenator. 
The  only  preoperative  finding  at  present  which  we 
feel  to  give  absolute  evidence  of  valvular  stenosis 
alone  is  a characteristic  curve  on  cardiac  cathe- 
terization. When  the  decrease  in  pressure  is  ob- 
tained immediately  beyond  the  valve,  by  the  Ven- 
turi effect,  we  so  far  have  not  been  fooled  on  its 
being  a valvular  stenosis.  In  the  absence  of  this 
finding,  we  are  hesitant  to  assume  that  the  stenosis 
is  only  valvular  and  that  no  infundibular  stenosis 
is  present.  When  the  patient  is  operated  upon  on 
the  heart  lung  machine,  we  have  approached  it 
through  a right  ventriculotomy  and  the  procedure, 
of  course,  is  exceedingly  simple,  and  the  time  on 
the  machine  is  usually  fifteen  minutes  or  less.  If  an 
infundibular  stenosis  is  present,  it  can  be  removed 
easily  under  these  circumstances.  The  result  for 
this  lesion  should  he  excellent. 

Tetralogy  of  Fallot 

We  agree,  at  least  on  a theoretic  basis,  that  pa- 
tients with  the  tetralogy  of  Fallot  should  be  oper- 
ated upon  under  direct  vision  by  means  of  the  heart 
lung  machine,5  and  yet  we  are  not  doing  that  on  all 
of  our  patients  at  the  present  time.  We  believe  that 
it  should  he  used,  however,  on  the  child  who  can 
survive  perhaps  to  its  fourth  year  and  attain  suffi- 
cient size  so  that  the  operation  can  be  carried  out 
without  too  much  difficulty.  A good  many  things 
need  to  he  learned,  we  feel,  as  far  as  the  technical 
problems  involved  in  the  repair  of  the  tetralogy  of 
Fallot  are  concerned  and,  at  the  present  time  at 
least,  we  believe  that  an  ivalon  patch  will  he  neces- 
sary in  a great  many  of  these  patients  because  of 
the  size  of  the  defect.  We  agree,  however,  that  as 
soon  as  surgeons  throughout  the  country  obtain  the 
technical  know-hozv  to  correct  this  complicated 
anomaly,  this  is  the  method  of  choice. 

At  the  present  time,  however,  we  are  still  using 
the  shunt  procedure  on  children  under  three  or  four 
years  of  age  and  it  may  well  be  that  this  practice 
will  continue  for  some  time.  It  would  certainly  seem 
that  there  is  an  occasional  patient  in  whom  it  will 
not  be  possible  to  re-establish  pulmonary  flow  suf- 
ficiently from  the  outflow  tract  of  the  right  ven- 
tricle so  that  the  shunt  procedure,  either  by  the 
Blalock  or  Potts  method,  may  continue  to  be 
necessary. 

It  has  been  our  practice  in  the  past,  to  use  the 
Potts  operation  on  infants  in  the  neighborhood  of 
ten  pounds  or  so.  When  the  child  attains  the  size 
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of  twenty  pounds,  we  have  used  the  Blalock  pro- 
cedure. Our  experience  with  the  Potts  procedure  is 
that  we  have  apparently  made  the  anastomosis  too 
large  in  a good  many  infants  and  the  hearts  have 
become  larger  than  we  should  like. 

Tricuspid  Atresia 

The  blue  baby  upon  whom  a diagnosis  of  tri- 
cuspid atresia  has  been  made  is  subjected  to  the 
shunt-type  procedure.  We  are  not  familiar  with 
any  technic,  at  present,  which  would  allow  the  cor- 
rection of  this  lesion  by  the  direct  approach.  There 
is  some  concern  at  the  present  time  as  to  whether 
something  more  than  the  simple  shunt  procedure 
may  be  required  in  some  patients.  Blalock6  has  sug- 
gested that  the  atrial  septal  defect  be  made  larger 
in  some  patients,  for  fear  that  the  flap-like  valve  on 
the  foramen  ovale  may  be  closed  by  the  increased 
pulmonary  flow  to  the  left  auricle  by  the  shunt 
procedure.  Whether  the  right  heart  failure  which 
occasionally  occurs  following  the  shunt  can  be  cor- 
rected by  increasing  the  size  of  the  atrial  defect  is 
uncertain  at  this  time. 

T ransposition  of  the  Great  V essels 

It  would  seem  that  transposition  of  the  great 
vessels  by  use  of  tbe  pump  oxygenator  could  be 
accomplished  satisfactorily.  To  date,  however,  this 
has  not  proved  to  be  the  case.  One  of  the  difficulties 
about  using  the  heart  lung  machine  is  that  these 
patients  are  usually  operated  upon  in  infancy  and 
the  problems  involved  are  many.  Unfortunately,  it 
is  not  possible  simply  to  transplant  the  pulmonary 
artery  and  aorta  to  correct  this  condition  because 
tbe  coronary  arteries  would  continue  to  arise  from 
the  venous  side  of  the  circulation  so  that  the  cor- 
rective procedure  must  involve  the  transplantation 
of  the  carotid  arteries  as  well.  Many  attempts, 
therefore,  have  been  directed  toward  tbe  transplan- 
tation of  the  great  veins,  as  opposed  to  the  arteries, 
and  it  may  well  be  that  that  will  be  the  more  fruitful 
method  of  persistent  efforts.  The  procedures  which 
have  been  most  successful  to  date,  have  been  the 
production  of  a large  atrial  defect,  as  suggested  by 
Blalock,  to  allow  better  mixing  between  the  two 
sides,  or  the  transplantation  of  a portion  of  the 
venous  circulation  as  suggested  by  Baffes  and 
others. 

Coarctation  of  the  Aorta 
Operations  for  coarctation  of  the  aorta  have  now 
become  quite  standardized  and  there  would  seem 
to  be  no  place  for  the  heart  lung  machine  in  the 
handling  of  this  condition  at  the  present  time,  with 
the  possible  exception  of  the  infantile  type  of  the 
disease.  '1  his  is  a fairly  uncommon  lesion  and  has 
proved  to  be  very  difficult  surgically.  It  should  he 
correctable  by  means  of  the  machine,  if  the  prob- 
lems of  working  on  such  small  infants  can  he  over- 
come with  the  machine. 


We  feel  very  strongly  that  the  child  with  coarcta- 
tion of  the  aorta  should  he  operated  upon  before  he 
reaches  his  teens  and  that  the  ages  of  four  to  ten 
are  ideal.  We  believe  that  the  vessels  are  more  elas- 
tic at  this  time  and  it  will  seldom,  if  ever,  be  neces- 
sary to  use  a graft  in  such  patients.  So  far,  we  have 
never  used  a graft  in  a child,  although  we  have 
resorted  to  various  types  of  plastic  procedures  on 
the  arteries  in  order  to  overcome  the  defect.  The 
risk  of  the  operation  in  a child  is  minimal. 

The  adult  with  coarctation  should  not  he  oper- 
ated upon  without  some  type  of  prosthesis  being 
available  in  the  way  of  a homograft  or  plastic  pros- 
thesis, in  the  event  that  it  should  be  needed.  \\  here- 
as  we  formerly  regarded  age  as  a contraindication 
to  operation,  we  now  feel  that  age  is  not  a contra- 
indication, the  oldest  patient  we  have  operated  upon 
having  been  fifty-five  years  of  age.  We  feel  that  all 
patients  with  coarctation  of  the  aorta  should  he 
operated  upon  and  that  the  risk  of  operation  in  all 
groups  should  he  less  than  5 per  cent. 

Patent  Ductus  Arteriosus 

The  operation  for  patent  ductus  arteriosus  is 
now  well  standardized.  We  feel  that  triple  ligation 
with  silk  is  satisfactory  in  the  vast  majority  of 
patients,  and  in  more  than  200  such  operations  we 
are  not  aware  of  a single  recannulization  of  the 
ductus.  On  the  other  hand,  when  the  ductus  ap- 
pears to  be  short  and  wide,  we  routinely  divide  it 
and  suture  the  two  ends.  We  feel  that  the  risk  of 
operation  upon  the  patient  with  a patent  ductus 
arteriosus  should  be  no  greater  than  1 per  cent  and 
that  all  patients  with  the  lesion  should  he  operated 
upon  as  a matter  of  election.  The  oldest  patient 
upon  whom  we  have  performed  the  operation  was 
forty-seven  years  of  age. 

It  is  our  custom,  at  the  present  time,  to  operate 
upon  these  patients  whenever  the  diagnosis  is  made, 
if  it  is  convenient  to  do  so  at  that  time.  It  is  only 
the  occasional  patient  on  whom  the  operation  is 
done  as  a semi-emergency  procedure,  within  the 
first  few  months  of  life,  because  of  a tremendous 
left  to  right  shunt  and  increase  in  cardiac  size. 

The  only  real  problem,  at  the  present  time,  in 
patients  with  patent  ductus  arteriosus,  is  the  ques- 
tion of  pulmonary  hypertension.  In  the  presence  of 
severe  pulmonary  hypertension,  the  diagnosis 
usually  has  to  be  made  on  the  basis  of  cardiac  cathe- 
terization or  aortography  because  tbe  continuous 
murmur  is  no  longer  present.  At  the  present  time, 
it  seems  to  be  the  consensus  of  opinion  in  the  surgi- 
cal literature  that  if,  when  the  ductus  is  occluded 
at  the  time  of  operation,  the  pressure  does  not  in- 
crease in  the  pulmonary  artery,  the  ductus  should 
be  closed.  If  the  pressure  in  the  pulmonary  artery 
increases,  then  the  temporary  occlusion  should  be 
removed  and  the  ductus  allowed  to  remain  open. 
It  is  reported  that  most  patients  with  patent  ductus 
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CORONARIES  AND  CORN  OIL 


The  relationship  between  atherosclerosis  and 
dietary  habits  has  long  been  a matter  of  specula- 
tion. That  it  is  a metabolic  disease  is  self-evident. 
From  time  to  time  dietary  regimens  have  been  pro- 
posed or  prescribed  in  an  effort  to  control  the 
onslaught  of  the  pathological  process  which  is  the 
quintessence  of  aging.  Current  preoccupation  with 
coronary  artery  disease  has  rekindled  this  interest. 
The  latest  wrinkle  to  stir  the  public  imagination  is 
the  business  of  unsaturated  fatty  acids.  The  matter 
has  been  spread  far  and  wide  in  the  public  press 
and  popular  magazines.  It  is  rumored  that  some  of 
our  more  impressionable  colleagues  have  suc- 
cumbed to  the  extent  of  altering  their  own  culinary 
customs.  The  public  is  entitled  to  an  intelligent 
appraisal  of  this  new  fountain  of  youth. 

Some  years  ago  it  was  observed  in  a study  of 
post-mortem  material  in  Kenya  colony  that  a Negro 
tribe  in  that  locality  had  a very  low  incidence  of 
atheroma.  It  was  believed  at  the  time  that  this  was 
due  to  a high  protein  intake.  A more  recent  survey 
in  multi-racial  Capetown,  South  Africa,  elicited  the 
information  that  there  was  a widely  differing  inter- 
racial incidence  of  coronary  heart  disease,  and 
furthermore  that  this  difference  was  associated 
with  a parallel  alteration  in  the  mean  serum  choles- 
terol. Further  probing  led  to  the  significant  obser- 


vation that  within  each  racial  group  the  serum 
cholesterol  level  was  highest  in  those  living  at  the 
top  economic  level  and  bore  a direct  relationship 
to  the  intake  of  foods  rich  in  fats  of  animal  origin. 
No  such  correlation  could  be  detected  with  respect 
to  the  intake  of  vegetable  fat.  It  was  the  conclusion 
of  the  investigators  that  animal  fats  and  hydro- 
genated vegetable  fats  behaved  differently  from 
vegetable  and  marine  fish  and  mammal  oils.  The 
most  likely  common  difference,  they  felt,  between 
these  fats  and  oils  is  the  proportion  of  unsaturated 
and  saturated  fatty  acids  in  the  fats  and  oils  con- 
cerned. This  could  lead  to  an  interesting  explana- 
tion of  the  low  incidence  of  the  disease  among 
Eskimos. 

Keys  in  1952  reported  that  the  cholesterol  con- 
centration in  the  serum  of  man  is  substantially 
independent  of  the  dietary  cholesterol  intake  over 
the  whole  range  of  possible  human  diets.  He  did 
find,  however,  that  the  serum  cholesterol  of  men 
habitually  on  diets  characteristic  of  the  United 
States  was  altered  directly  with  changes  in  the 
total  fat  content  of  the  diet.  He  further  observed 
that  a lowering  of  the  serum  cholesterol  followed 
very  promptly  in  a matter  of  a few  days  after  a 
reduction  in  the  fat  intake.  He  detected  no  differ- 
ence in  this  response  in  the  case  of  animal  or  vege- 
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table  fats. 

Ahrens,  however,  who  had  noticed  a reduction 
in  lipid  levels  following  the  feeding  of  plant  fats, 
observed  that  this  reduction  was  dependent  upon 
the  specific  fat  fed.  A group  of  Swedish  workers 
then  embarked  upon  a series  of  long-term  feeding 
experiments  using  various  saturated  and  unsatu- 
rated fatty  acids.  A major  technical  problem  re- 
volved about  making  corn  oil  in  foods  palatable 
over  a sufficiently  protracted  period.  This  they 
apparently  succeeded  in  doing.  As  a result  of  these 
studies  they  concluded  that  the  cholesterol  depress- 
ing efifect  of  certain  fats  is  related  to  their  content 
of  polyunsaturated  fatty  acids. 

It  is  perhaps  not  unnatural  to  accept  these 
deceptively  lucid  experiments  as  constituting 
definitive  proof.  So  far.  however,  all  conclusions 
must  he  considered  tentative  and  subject  to  further 
confirmation.  There  are  also  many  variables  in- 
volved, the  influence  of  which  may  not  have  been 
adequately  appraised. 

Recently,  words  of  caution  have  emanated  from 
a number  of  sources  warning  against  prescribing 
difficult  diets  without  adequate  proof  of  their  effi- 


cacy. The  Journal  of  the  American  Medical 
Association  has  commented  as  follows:  “Unfor- 
tunately many  premature  uncritical,  and  even 
erroneous  statements  have  appeared  in  numerous 
non-scientific  publications  which  are  widely  read. 
The  general  public  needs  guidance  from  the  medical 
profession  in  interpreting  such  articles.”  In  the 
exhaustive  symposium  which  followed,  there  ap- 
peared the  following  statement : “The  hypothesis 
that  dietary  fats  affect  atherogenesis,  however 
plausible  and  appealing,  remains  unproved.”  Else- 
where in  the  Journal  can  be  found  the  following: 
“The  diet  has  been  implicated  in  tbe  genesis  of 
atherosclerosis.  . . . There  is  no  present  evidence 
which  calls  forth  a recommendation  for  drastic 
changes  in  the  present  dietary  regimen  to  combat 
atherosclerosis.” 

An  extensive  report  rendered  jointly  to  the 
American  Heart  Association  and  to  the  American 
Society  for  the  Study  of  Arteriosclerosis  reaches 
virtually  the  same  conclusion. 

It  behooves  us  to  keep  a balanced  view  in  this 
matter,  and  not  sway  to  every  experimental  breeze 
that  blows  our  way. 


MR.  FORAND  PROPOSES 


In  this  issue  tbe  report  of  the  Washington  Office 
of  the  American  Medical  Association  is  pub- 
lished, summarizing  all  action  taken  on  health 
measures  up  to  the  time  of  the  adjournment  of 
Congress  on  August  30. 

Commenting  on  the  work  of  the  Congress  during 
the  recent  session.  Doctor  Thomas  Alphin,  direc- 
tor of  the  A.M.A.  Washington  Office,  notes  that 
“the  small  number  of  health-medical  bills  enacted 
this  year  might  be  regarded  as  deceptive.  Actually 
441  of  these  bills  were  introduced — a record  total 
even  for  a first  session.  Congress  deferred  action 
on  most  of  them  for  a variety  of  reasons — a desire 
for  more  extensive  hearings,  economy,  and,  pos- 
sibly, an  inclination  to  save  some  popular  appeal 
bills  for  next  year.  Experience  has  shown  that  the 
second  session,  always  an  election  year,  is  a crucial 
one.  when  forces  line  up  for  final  decisions  on  the 
big  controversial  medical  bills. 

“For  example,  no  action  was  taken  this  year  on 
such  important  measures  as  United  States  aid  to 
medical  schools  and  health  insurance  for  federal 
civilian  workers,  nor  on  a growing  list  of  ideas  for 
government-paid  hospitalization  of  Old  Age  and 
Survivors  Insurance  beneficiaries,  a proposal  that 
would  have  an  obvious  impact  on  the  practice  of 
medicine.  . . .” 

Rhode  Island  has  a particular  interest  in  the 
revival  of  proposals  for  hospitalization  for  OASI 
recipients,  for  the  most  generous  of  the  give-away 
proposals  this  year  was  introduced  by  Aime  J. 


Forand,  Congressman  from  the  first  district  of  this 
state.  Congressman  Forand — in  spite  of  the  fact 
that  the  Blue  Cross  in  his  home  state  has  led  the 
nation  in  the  enrollment  of  the  eligible  population 
that  can  be  covered,  and  in  spite  of  the  fact  that  our 
Physicians  Service  has  the  second  highest  per 
capita  coverage  for  surgical  benefits  for  one  of  the 
most  liberal  of  tbe  voluntary  programs  in  tbe  na- 
tion— wants  to  change  the  pattern  now  and  tax  the 
citizens  of  Rhode  Island  to  give  120  days  of  hos- 
pital or  nursing  home  care  to  every  person  receiv- 
ing old  age  and  survivors  insurance  retirement 
benefits,  plus  payment  for  surgical  services  certi- 
fied as  necessary  by  the  physician. 

In  addition,  Mr.  Forand  would  like  to  have  every 
OSAI  beneficiary  receive  an  increase  from  the 
present  range  of  $50  to  $200  per  month  to  a range 
of  $55  to  $305  per  month  for  retirement  or  dis- 
ability benefits.  The  money  to  pay  for  this  added 
program  would  presumably  come  from  tbe  people 
still  willing  to  work,  who  would  pay  an  extra  one- 
half  per  cent,  together  with  an  extra  one-half  per 
cent  from  the  employer,  on  income  up  to  a new 
ceiling  of  $6,000  (present  limit  $4,200). 

Mr.  Forand  has  expressed  gratification  that  Mr. 
George  Meany,  president  of  the  AFL-CIO,  has 
endorsed  his  proposal  as  being  necessary.  Does  Mr. 
Meany  speak  for  tbe  taxpayers  of  Rhode  Island, 
and  the  United  States?  Or,  does  Mr.  Meany  speak 
for  his  organizations’  chieftains  who  consider  any- 
thing necessary  that  improves  their  status  at  the 
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expense  of  the  general  public? 

Mr.  Forand  has  stated  that  “other  important 
groups  and  many  individuals  have  also  indicated 
their  interest  in  higher  cash  benefits  and  in  insur- 
ance provisions  to  cover  hospital  costs  and  other 
health  benefits  for  OASI  beneficiaries.”  He  doesn’t 
indicate  who  the  important  groups  are,  and  until  he 
does  such  generalizations  freely  asserted  may  be 
as  freely  denied. 

\\  hat  Mr.  Forand  cannot  deny,  however,  is  that 
65.6%  of  his  Rhode  Island  people  have  indicated 
their  interest  in  a voluntary  system  of  surgical 
care,  and  78%  have  Blue  Cross  coverage.  These 
are  important  groups  that  Mr.  Forand  might  well 
consider  when  he  makes  his  plea  for  federal  taxa- 
tion to  pay  hospital  and  surgical  costs.  The  fact  that 
he  did  not  consult  Blue  Cross  or  Physicians  Service 
officials  in  Rhode  Island  is  clear  evidence  that  Mr. 
Forand  is  not  interested  in  the  voluntary  system 
that  the  American  public  has  approved  to  meet 
health  costs,  and  it  is  clearer  evidence  that  Mr. 
Forand  is  not  representing  Rhode  Island. 

In  proposing  this  new  phase  of  federal  socialism 
for  an  initial  12  to  13  million  persons  in  the  first 
year,  Mr.  Forand  apparently  has  taken  the  De- 
pendents’ Medical  Care  Act  passed  last  year  and 
has  added  to  it  some  of  the  administrative  regula- 
tions that  the  medical  profession  in  Ohio,  and 
Rhode  Island  in  particular,  have  found  most  ob- 
jectionable. 

For  example,  Mr.  Forand  makes  the  hospitaliza- 
tion a service-indemnity  proposition  with  the  pa- 
tient free  to  take  better  than  semi-private  accom- 
modations, and  the  hospital  free  to  charge  the  pa- 
tient in  such  case,  but  when  it  comes  to  the  doctor 
of  medicine  the  fee  must  be  negotiated  with  the 
federal  department  of  Health,  Education  and  Wel- 
fare on  a full  payment  basis.  As  all  the  states  have 
learned  in  their  negotiations  with  federal  depart- 
ments and  bureaus,  you  match  what  they  think  is 
best  for  your  area,  not  what  you  think  is  fair  and 
equitable. 

Mr.  Forand  even  goes  a step  further  than  anyone 
heretofore  in  his  surgical  service  program.  Free 
choice  of  surgeon  would  he  allowed,  provided  the 
surgeon  is  certified  by  the  American  Board  of 
Surgery  or  is  a member  of  the  American  College 
of  Surgeons.  Mr.  Forand  did  not  get  this  idea  from 
the  Rhode  Island  Medical  Society  nor  the  Ameri- 
can Medical  Association  which  represents  all  the 
physicians  and  surgeons  of  America.  But,  as  noted 
above,  neither  did  he  get  any  advice  from  the  out- 
standing voluntary  insurance  organizations  of  this 
state,  nor  presumably  in  the  nation  at  large. 

Mr.  Forand,  as  a politician,  is  free  to  propose 
what  he  wishes  to  the  Congress  of  the  United 
States,  and  he  is  entitled  to  his  own  thoughts, 
which  in  this  instance  may  he  influenced  strongly 
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by  the  fact  that  1958  is  an  election  year.  As  a legis- 
lator he  has  been  derelict  in  his  obligation  to  the 
people  of  Rhode  Island  who  elected  him  as  their 
representative  when  he  failed  to  consult  the  major 
organizations  in  the  health  fields  here,  such  as  the 
Hospital  Association,  the  Blue  Cross,  Physicians 
Service,  or  the  Rhode  Island  Medical  Societv. 

Both  industry  and  the  general  public  of  Rhode 
Island,  who  have  given  this  state  one  of  the  finest 
records  in  the  nation  for  the  support  of  a most 
liberal  voluntary  health  insurance  program,  and 
who  would  hear  the  burden  of  taxation  for  any 
such  scheme  as  Mr.  Forand  proposes,  deserve  a 
much  better  explanation  than  the  Congressman 
from  the  first  district  has  given  to-date. 

TO  A GRACIOUS  LADY 

A YEAR  AGO, 
Rhode  Island  Hos- 
pital lost  one  of  its 
most  devoted  and 
loyal  supporters  — 
Estelle  Perkins, 
R.N.,  Director  of 
Peters  House  and 
“mother”  to  all  the 
interns  and  resi- 
dents who  have  been 
there  since  its  open- 
ing in  1931.  In  the 
midst  of  our  busy 
program,  let  us 
pause  for  a moment 
to  pay  loving  tribute  to  her  memory. 

She  was  more  than  Director  of  Peters  House. 
She  had  a rare  gift  for  understanding  people,  and 
gave  of  herself  freely  in  creating  a home  for  the 
young  doctors.  No  effort  was  too  great  if  it  would 
provide  comfort  for  her  boys;  no  program  too 
difficult,  if  it  would  add  to  their  happiness.  She 
loved  them,  she  scolded  them,  and  always  defended 
them.  She  was  their  friend  and  champion  in  time 
of  trouble,  and  one  of  the  first  to  rejoice  in  their 
successes.  She  was  not  blind  to  faults,  but  her 
deeper  insight  enabled  her  to  overlook  lesser  fail- 
ings and  emphasize  basic  good  qualities  that  she 
knew  were  present.  Never  would  she  believe  that 
her  faith  and  patience  were  not  justified. 

She  was  entrusted  with  many  confidences,  and 
more  than  one  perplexed  intern  benefited  from  her 
wise  counseling.  She  was  good  company,  and  mem- 
bers of  the  visiting  staff  often  dropped  in  for  a 
chat  with  her.  To  those  who  needed  it.  she  gave 
encouragement;  in  bereavements,  tactful  sym- 
pathy ; and  she  took  a lively  interest  in  love  affairs. 
Usually,  she  was  the  first  to  know  when  the  “right 
girl"  had  been  found.  Nor  did  this  friendship  cease 
when  her  boys  went  away.  At  Christmas  time,  she 
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"TOLERANCE...  WAS  EXCELLENT."* 


Rolicton' 

“appears  to  be  the  drug  of  choice 
in  the  treatment  of  long-standing  edema.”* 


Demonstrated  effectiveness  and  a low 
incidence  of  side  reactions  indicate  a 
high  order  of  usefulness  for  Rolicton 
(brand  of  amisometradine),  the  new 
orally  effective  diuretic  agent. 

Relatively  infrequent  and  benign  side 
effects  make  the  benefits  of  effective 
diuresis  available  to  many  patients  who 
are  intolerant  to  mercurials,  sulfona- 
mides and  other  diuretics. 

Of  thirty-six  patients  studied  by 
Settel*  most  had  ceased  to  take  or  were 
taking  only  sporadically  “various  types 
of  mercurial  and  nonmercurial  diu- 
retics orally”  because  of  intolerance  or 
ineffectiveness.  Uninterrupted  adminis- 
tration of  Rolicton,  on  the  other  hand, 
was  well  tolerated.  Urinary  output  in- 
creased an  estimated  40  to  1 00  per  cent. 
Patients  lost  from  2 to  9 pounds  of 
weight  during  the  first  five  days  of 
treatment. 

Nonmercurial,  nonxanthine  and  non- 
sulfonamide, Rolicton  avoids  the  saw- 
tooth diuresis,  the  dangers  of  toxicity 
inherent  in  mercurial  compounds,  the 
relative  ineffectiveness  of  xanthine 
derivatives,  the  undependable  action, 
the  disturbance  to  acid-base  equilibrium 
and  the  possible  hazard  of  sulfonamide 
agents  in  the  presence  of  renal  and 
hepatic  disorders. 

One  tablet  of  Rolicton  b.i.d.  (after 
the  first  day’s  dosage  of  four  tablets)  is 
sufficient  to  maintain  most  patients 
free  of  edema.  G.  D.  Searle  & Co., 
Chicago  80,  Illinois.  Research  in  the 
Service  of  Medicine. 


*Settel,  E.:  Rolicton®  (Aminoisometradine),  a New,  Nonmercurial 
Diuretic,  Postgrad.  Med.  21. • 1 86  (Feb.)  1957. 
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ATTENTION:  CONGRESSMAN 
FORAND 

Nine  out  of  ten  people  in  Rhode  Island  have 
some  form  of  prepaid  hospital  care,  and  eight  out 
of  ten  have  surgical  care,  statistics  released  by  the 
Health  Insurance  Council  indicates. 

Figures  prepared  by  the  Blue  Cross  on  the  basis 
of  information  supplied  by  the  Council  show  that 
79.01%  of  the  state’s  population  are  members  of 
Blue  Cross;  9.43%  are  members  of  other  plans 
offering  prepaid  hospital  care;  and  an  estimated 
1.86%  have  protection  extended  through  Medicare, 
the  government  health-care  program  designed  for 
dependents  of  servicemen. 

Stanley  H.  Saunders,  executive  director  of  Blue 
Cross  and  of  the  R.  I.  Medical  Society  Physicians 
Service,  states  that  a total  of  718,000  in  the  State 
have  hospital  care  protection.  He  added  that 
639,800  have  surgical  protection,  with  Physicians 
Service  extending  protection  to  63.1 6%  of  the 
state’s  population,  1.86%  under  Medicare,  and 
15.36%  having  coverage  in  other  plans.  He  said 
that  647,800  in  Rhode  Island  have  medical  pre- 
payment plans  with  Physicians  Service  having  en- 
rolled 63.16%  of  the  state’s  population,  an  esti- 
mated 1.86%  under  Medicare  and  16.36%  having 
other  coverage. 

Rhode  Island,  with  90.3%  enjoying  some  form 
of  prepaid  health  care,  leads  all  other  states  in 
total  percentage  of  population  protected.  The 
Health  Insurance  Council,  which  is  a federation 
of  8 insurance  associations  representing  over  90% 
of  the  accident  and  health  insurance  business 
handled  by  insurance  companies,  reported  that 
over  70%  of  the  U.  S.  civilian  population  had 
some  form  of  health  insurance. 


(/Memorial  Sanitarium 


Located  on  Rt.  1 


South  Attleboro,  Massachusetts 

A modern  non-profit  hospital  for  the  care  and  treatment  of 
nervous  and  emotional  disorders  as  well  as  long  term  geriatric 
problems. 

Physical,  neurological,  psychiatric  and  psychological  exam- 
inations. 

Modern  recognized  psychiatric  therapies. 

A pleasant  homelike  atmosphere  in  a beautiful  and  conveni- 
ently located  institution. 

L.  A.  Senseman,  M.D.,  F.A.P.A.,  Medical  Director 
Edwin  Dunlop,  M.D.  Michael  G.  Touloumtzis,  M.A. 

Oliver  S.  Lindberg,  M.D.  William  H.  Dunn,  M.S.W. 

Referred  patients  are  seen  daily  (except  Saturdays)  9-12  A.M., 
and  by  appointment. 

R.  I.  Blue  Cross  Benefits  Tel.  Southgate  1-8500 

Special  Rates  for  Long-Term  Care 
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kept  in  touch  with  doctors  all  over  the  world,  still 
showing  the  same  kindly  concern  for  their  families 
and  welfare  that  she  had  when  they  were  at  Peters 
House.  She  kept  all  the  pictures  that  they  sent  her 
.of  their  numerous  offspring,  and  she  often  spoke 
with  great  pride  of  her  many  “grandchildren.” 

There  were  other  talents,  too.  She  could  do  up 
a beautiful  gift  package  for  a sweetheart,  and  knew 
just  what  to  say  to  visiting  relatives.  She  raised 
African  violets  that  were  a joy  to  behold,  and  had 
a windowbox  full  of  them  in  her  office.  She  loved 
music,  especially  symphony  and  opera,  and  often 
spent  a happy  week  end  in  Boston  or  New  York 
seeing  a new  play. 

But  perhaps  those  who  knew  her  well  like  best 
to  remember  those  wonderful  dances  that  she  used 
to  give  at  Peters  House.  She  had  a flair  for  decora- 
tion and  atmosphere.  With  a few  magic  touches, 
she  could  transform  a formal  lounge  into  a make- 
believe  Casbah  or  Parisian  cabaret  for  a gay  party. 
And  she  herself  would  always  attend,  in  a lovely 
gown,  her  hair  beautifully  waved,  and  wearing  the 
orchid  that  the  boys  would  always  send  her.  She 
made  a delightful  hostess,  and  was  as  gay  as  any 
of  her  light-hearted  guests.  As  one  doctor  put  it. 
“She  always  manages  to  add  a touch  of  glamour 
to  everything  she  does,  and  sparkle  to  even  the 
simplest  occasion.”  The  highlight  of  her  evening 
was  always  a waltz,  reserved  for  her  by  one  of  the 
best  dancers.  This  she  enjoyed  tremendously — and 
so  did  the  doctor.  When  it  was  over,  she  would  sav 
rapturously,  “That  was  a great  thrill,”  then  (under 
her  breath  ) “Oh,  how  my  feet  hurt !” 

Yes,  she  was  more  than  the  “director"  of  Peters 
House.  She  created  it.  To  those  of  us  who  were 
privileged  to  know  her  she  will  live  on  in  memory 
as  a truly  gracious  lady. 

Doris  E.  Johnson 


PATRONIZE  JOURNAL  ADVERTISERS 


E.  P.  Anthony,  Inc. 

jb'uuzailii 


Wilbur  E.  Johnston 


Raymond  E.  Johnston 


178  ANGELL  STREET 
PROVIDENCE,  R.  I. 
GAspee  1-2512 


OCTOBER,  1957 


579 


for  a spastic  gut 


* 


4 Spastic  conditions  of  abdominal 
viscera  can  be  promptly  relaxed  with  Trasentine®-Phenobarbi tal . 
It  acts  both  on  smooth  muscle  and  parasympathetic  nerves;  it  has 
a direct  anesthetic  effect  on  gastrointestinal  mucosa;  it  calms  the 
patient  as  a whole.  You  can  prescribe  Trasentine-Phenobarbital  to 
alleviate  pain  and  spasm  in  ulcers,  colitis,  cholecystitis,  pyloro- 
spasm,  ureteral  colic  or  dysmenorrhea.  Tablets  (yellow,  coated), 
each  containing  50  mg.  Trasentine®  hydrochloride  (adiphenine 
hydrochloride  CIBA)  and  20  mg.  phenobarbital . C I B A Summit,  N.  J. 
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NON-HOSPITALIZED  TUBERCULOSIS  PATIENTS 
IN  RHODE  ISLAND 

Report  of  Plans  for  a Statewide  Study 


All  of  Rhode  Island’s  physicians  and  public 
health  nurses  have  been  enlisted  in  support  of 
a study  just  getting  under  way  to  define  the  status 
of  non-hospitalized  tuberculosis  patients. 

The  study,  which  has  been  endorsed  bv  the 
Rhode  Island  Medical  Society,  is  jointly  sponsored 
by  the  Division  of  Tuberculosis  Control.  State  De- 
partment of  Health,  and  the  Rhode  Island  Tuber- 
culosis and  Health  Association,  through  the  latter’s 
1956  Christmas  Seal  sale.  Cooperating  are  medical 
and  nursing  consultants  and  statisticians  of  the 
Public  Health  Service.  Department  of  Health. 
Education  and  Welfare. 

Following  an  extensive  survey  of  all  tuberculosis 
facilities  and  services  undertaken  last  spring  by  the 
association,  both  sponsoring  agencies  became 
acutely  aware  of  the  non-hospitalized  patient.  The 
study  suggested  that  information  could  be  broad- 
ened or  brought  up  to  date  in  perhaps  half  the 
state’s  known  cases. 

As  set  forth  in  a schedule  outlined  for  all  co- 
operating workers,  the  purpose  is  to  learn  “more 
about  the  clinical  status,  medical  supervision,  and 
work  recommendations  of  the  non-hospitalized  tu- 
berculosis patients  as  well  as  all  nursing  and  social 
services  being  utilized  by  them.  This  information 
will  serve  as  a basis  for  determining  how  existing 
facilities  and  services  can  be  better  utilized,  and 
what,  if  anv,  additional  treatment  and  rehabilitation 
facilities  are  needed.” 

Doctor  F.  G.  Ruest,  director  of  the  Division  of 
Tuberculosis  Control,  has  written  to  all  physicians 
in  the  state  asking  for  their  cooperation  in  reaching 
the  objective,  which  is  "to  determine  the  present 
status  of  the  non-hospitalized  patient,  the  current 
stage  of  activity  of  his  disease  according  to  most 
recent  chest  X-ray  and  bacteriological  studies,  as 
well  as  current  recommendations  for  treatment.” 

He  also  asked  the  cooperation  of  the  medical 
profession  in  the  event  its  members  received  calls 
from  a public  health  nurse  engaged  in  gathering 
information.  He  suggested  that  any  tuberculous 
patients  in  their  care  not  yet  reported  to  the  Divi- 
sion be  so  at  that  time,  so  the  nurse  can  be  of  aid  in 
determining  whether  or  not  patients  are  following 
all  recommendations. 

Cases  for  study  fall  into  the  following  catego- 
ries : 

1.  Active. 

2.  Activity  undetermined,  but  probably  active. 

3.  Inactive  with  chemotherapy  prescribed. 


It  is  also  hoped  that  more  can  he  learned  about 
unreported  cases  diagnosed  prior  to  October  1 
(study  date  opening ) . or  of  other  cases  not  initially 
selected  hut  qualifying  for  the  study.  Such  ex- 
amples the  schedule  cites  as  the  following : 

1.  Cases  known  to  have  been  discharged  from 
the  hospital  hut  now  eligible  for  study. 

2.  Significant  cases  who  are  relocated  in  the 
course  of  the  study. 

3.  Cases  with  activity  undetermined  or  not  stated 
as  of  October  1 found  to  meet  study  criteria. 

4.  Cases  not  considered  significant  for  intensive 
public  health  supervision  as  of  October  1 hut  sub- 
sequently found  with  disease  reactivated. 

5.  Patients  with  inactive  disease  with  drug  ther- 
apy recommendations  discovered  on  inquiry,  for 
whom  therapy  prescriptions  were  not  previously 
known. 

6.  Cases  not  known  to  Health  Department  on 
October  1 but  revealed  through  study  investiga- 
tions. 

Pointing  up  the  importance  of  the  state  study 
was  a recent  nation-wide  one  conducted  by  the 
Tuberculosis  Program  of  the  Public  Health  Serv- 
ice, which  found  23%  of  all  active  and  probably 
active  cases  under  no  medical  supervision.  (See 
The  Unhospitalised  Tuberculosis  Patient: A Com- 
munity Responsibility,  Rhode  Island  Medical 
Journal,  August,  1957,  p.  454.) 

Both  sponsoring  agencies  in  Rhode  Island  know 
the  importance  to  the  patient  of  social  aspects  of 
his  life.  The  complete  record  will  consider  social 
problems  which  are  of  sufficient  importance  to  in- 
terfere with  the  care  of  the  patient  or  the  health  of 
his  family  or  the  public,  such  as  income,  housing, 
vocational  needs,  marital  or  family  conflict,  alcohol- 
ism. mental  illness,  and  religious,  language  or  edu- 
cational differences. 

Major  work  in  compiling  the  records  will  fall  on 
the  Visiting  Nurse  Associations  and  Public  Health 
nursing  groups,  who  have  already  held  orientation 
meetings  and  received  copies  of  the  schedules  to  be 
filled  out.  Doctor  Ruest  has  detached  Miss  Cather- 
ine Sullivan,  the  Division’s  nursing  consultant,  as 
adviser  to  the  researchers  until  the  study  is  finished. 

Collection  of  all  required  information  will  be 
completed  by  December  20.  Editing,  coding  and 
tabulating  data  are  scheduled  for  completion  by 
February,  and  the  study  will  be  concluded  with 
analysis  of  the  information  and  program  planning 
based  on  the  needs  the  study  may  reveal. 
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your  patients  with  generalized  gastrointestinal 
complaints  need  the  comprehensive  benefits  of 


LAKESIDE 


Tridal 

(DACTIL®  + PIPTALW-in  one  tablet) 

rapid,  prolonged  relief  throughout  the  G.I.  tract 
with  unusual  freedom  from  antispasmodic 
and  anticholinergic  side  effects 

One  tablet  two  or  three  times  a day  and  one  at  bedtime.  Each  tridal  tablet 
contains  50  mg.  of  Dactil,  the  only  brand  of  N-ethyl-3-piperidyl 
diphenylacetate  hydrochloride,  and  5 mg.  of  Piptal.  the  only  brand 
of  N-ethyl-3-piperidyl-benzilate  methobromide. 
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PRESENT  STATUS  OF  CARDIAC  SURGERY 
continued  from  page  573 

arteriosus  and  pulmonary  hypertension,  who  have 
their  ductus  closed  successfully,  will  have  a gradual 
fall  in  the  pulmonary  pressure  toward  normal,  over 
a period  of  months  or  years.  \\  e have  had,  how- 
ever, two  exceptions  to  this,  one  patient  who  con- 
tinued with  apparent  pulmonary  hypertension  and 
died  a year  or  more  after  operation,  and  the  second 
who  had  a cardiac  catheterization  a year  following- 
operation  which  indicated  that  the  hypertension  was 
slightly  higher  than  it  was  at  the  time  of  operation. 

Mitral  Stenosis 

The  operation  for  mitral  stenosis  has  become 
fairly  well  standardized  over  the  years,  and  yet 
every  surgeon  who  operates  upon  this  condition 
feels  that  new  technics  and  improvements  in  tech- 
nics are  needed.  The  approach  through  the  left 
auricular  appendage  is  still  the  standard  approach, 
although  the  right-sided  approach  through  the  inter- 
atrial groove  is  used  more  and  more,  particularly 
for  recurrent  operations.  The  greatest  cause  of 
death  following  mitral  stenosis  is  probably  em- 
bolism, either  from  blood  clots  knocked  off  at  the 
time  of  operation  or  subsequently,  or  from  calcific 
emboli  knocked  off  calcific  valves  as  the  valves  are 
opened. 

The  question  of  the  method  of  opening  the  valve 
is  always  of  interest  to  the  surgeon  and  each  sur- 
geon has  his  own  method  hy  which  he  feels  he  can 
do  best.  We  feel  that  we  can  open  the  majority  of 
valves  by  finger  fracture  but  that  the  use  of  the 
knife,  particularly  on  the  anterior  commissure,  is 
often  necessary.  The  question  of  refusion  of  the 
valve  is  one  which  is  facing  us  constantly.  It  is  a 
question  about  which  it  will  be  very  difficult  indeed 
to  come  to  a definitive  conclusion.  Since  the  opera- 
tion is  done  as  a blind  procedure,  it  is  difficult  to  be 
exactly  certain  how  much  of  the  valve  was  opened 
in  the  first  place  and  therefore  how  much  has 
refused. 

The  risk  of  mitral  commissurotomy  is  certainly 
very  low  in  the  so-called  good  risk  patient  and  is 
comprised  almost  entirely  of  the  danger  of  embolic 
phenomena.  Certainly  the  risk  in  the  so-called  good 
risk  patient  is  less  than  5 per  cent.  The  over-all  risk, 
of  course,  will  depend  upon  the  type  of  patient  being 
operated  upon  and  might  well  run  to  10  per  cent  or 
more,  if  desperate  type  patients  are  accepted  for 
operation. 

The  surgeon,  on  many  occasions,  finds  the  mitral 
valve  so  badly  calcified  that  there  would  seem  to  be 
no  obvious  solution  for  the  condition  other  than 
the  removal  of  the  valve  and  the  insertion  of  a new 
one.  It  may  well  he  that  this  objective  can  be  ac- 
complished by  the  use  of  the  heart  lung  machine 
some  time  in  the  future.  It  is  difficult  to  believe  that 
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it  will  ever  he  common  practice  to  operate  upon  all 
patients  with  mitral  stenosis  under  direct  vision  on 
the  heart  lung  machine.  At  the  present  time,  how- 
ever, it  would  seem  to  us  that  the  only  condition  of 
the  mitral  valve  which  justifies  operation  under 
direct  vision  on  the  heart  lung  machine  is  that  of 
mitral  regurgitation.  At  present  we  feel  there  is  no 
really  entirely  satisfactory  operation  for  mitral  re- 
gurgitation and  that  all  of  the  methods  being  used 
should  be  considered  as  experimental.  It  would 
seem  desirable  to  carry  out  some  of  these  proce- 
dures under  direct  vision  and  we  are  hopeful  that 
this  technic  may  he  further  advanced  in  the  not  too 
distant  future. 

Aortic  Stenosis 

The  present  operations  for  aortic  stenosis,  while 
very  helpful,  are  not  quite  so  good  as  those  for 
mitral  stenosis.  This  may  he  partially  due  to  the 
difference  in  the  history  of  the  two  diseases.  If  a 
patient  has  pure  aortic  stenosis,  lie  is  usually  con- 
scious of  his  disease  but  suffers  very  little  in- 
capacity from  it  until  his  left  ventricle  suddenly 
begins  to  fail.  His  life  expectancy  at  that  time 
may  he  very  short,  so  that  the  patient  who  feels 
that  he  has  enough  in  the  way  of  symptoms  from 
his  disease  to  undergo  an  operation,  is  much  closer 
to  the  end  of  his  rope  when  he  has  pure  aortic- 
stenosis  than  when  he  has  mitral  stenosis.  Likewise, 
the  amount  of  disease  in  the  aortic  valve  can  be 
much  more  severe  than  that  in  the  mitral  and  the 
left  ventricle  is  still  able  to  force  the  blood  through 
it  in  the  aortic  location,  whereas  the  left  auricle 
cannot  force  it  through  in  the  mitral  location. 

There  are  several  methods  of  approach  to  aortic- 
stenosis  being  used  at  the  present  time.  One  is  by 
the  insertion  of  a dilating  instrument  through  the 
left  ventricular  wall  and  dilating  the  aortic  opening 
blindly.  A second  method  is  hy  the  use  of  an  arti- 
ficial tunnel  on  the  side  of  the  aorta  for  insertion 
of  the  finger  to  open  the  aortic  valve  by  finger  frac- 
ture. The  third  is  by  means  of  direct  vision  through 
the  aortic  approach  bv  means  of  hypothermia  or 
the  heart  lung  machine.  We  have  used  all  three  of 
these  methods  and  at  the  present  time  have  gone 
hack  to  the  transventricular  approach.  We  feel  that 
it  is  important  to  use  a relatively  small  instrument 
so  that  the  opening  in  the  ventricular  wall  can  be 
made  in  an  oblique  manner  to  decrease  the  injury 
to  the  ventricular  wall  and  decrease  the  amount  of 
bleeding  that  occurs  from  it.  We  think  that  it  i.s 
also  important  not  to  dilate  the  calcified  aortic  valve 
too  severely  for  fear  of  causing  irreparable  damage 
to  the  surrounding  tissues.  We  believe  that  by 
means  of  using  a small  dilator  rather  than  the  much 
larger  one  used  previously,  our  mortality  has  been 
greatly  reduced.  The  dilator  which  we  are  currently 
using  is  the  one  suggested  by  Mr.  Brock  for  the 
pulmonary  valve  and  the  blades  open  for  only  one 


OCTOBER,  1957 


583 


and  a quarter  inches. 

W hen  aortic  stenosis  is  associated  with  mitral 
stenosis,  it  has  been  our  experience  that  both  valves 
may  be  opened  with  no  more  risk  than  the  mitral 
alone,  as  judged  by  the  preoperative  condition  of 
the  patient.  In  other  words,  the  left  ventricle  ap- 
parently is  protected  from  tremendous  hyper- 
trophy by  the  mitral  stenosis  and  the  complications 
involved  with  that  condition  are  not  present. 

It  would  seem  to  us  that  the  replacement  of  an 
aortic  valve  is  likely  to  be  done  satisfactorily  at  a 
much  earlier  date  than  that  of  the  replacement  of 
the  mitral  valve.  This  is  primarily  because  the 
annulus  of  the  mitral  changes  so  much  more  in  size 
than  the  annulus  of  the  aortic  during  systole  and 
diastole.  Replacement  of  the  aortic  valve  is  badly 
needed,  particularly  for  aortic  regurgitation.  The 
Hufnagel  valve  has  met  with  certain  success  but  we 
have  not  been  entirely  happy  with  its  use  and,  as 
far  as  we  are  aware,  all  methods  used  in  the  treat- 
ment of  aortic  regurgitation  at  the  present  time 
must  be  considered  in  the  experimental  stage. 

Coronary  Insufficiency 

There  are  a number  of  surgical  procedures  which 
are  being  used  for  coronary  insufficiency.  Beck7 
has  worked  longer  in  this  field  perhaps  than  any 
other  surgeon  and  he  feels  very  strongly  that  pa- 
tients with  coronary  insufficiency  are  improved  by 
the  Beck  I operation  which  essential  is  scarification 
of  the  epicardium  and  the  inside  of  the  pericardium, 
with  the  introduction  of  an  irritant  such  as  asbestos 
and  the  partial  occlusion  of  the  coronary  sinus.  A 
number  of  types  of  procedures  have  been  carried 
out.  Harkin  has  suggested  the  use  of  90%  phenol 
for  the  scarifying  agent  and  has  not  used  a foreign 
material.  In  our  hands,  this  has  the  advantage  of 
not  drying  the  heart  at  the  time  of  introduction  and 
decreasing  the  likelihood  of  immediate  postopera- 
tive hypotension. 

The  greatest  difficulty  in  judging  the  value  of 
these  operations  is  the  problem  of  satisfactorily 
evaluating  the  patients.  I think  that  I can  truthfully 
say  that,  with  few  exceptions,  the  patients  whom  I 
have  operated  upon  for  this  condition  have  felt  that 
they  have  been  improved  by  the  operation  and  said 
that  they  were  glad  they  had  it  done.  On  the  other 
hand,  1 am  sure  that  it  takes  a pretty  stout  individ- 
ual to  have  such  an  operation  performed  and  then 
admit  that  he  wasn’t  improved.  One  of  the  great 
difficulties,  of  course,  is  that  many  patients  with 
coronary  insufficiency  improve  as  they  develop 
their  own  collateral  circulation,  so  that  it  has  been 
difficult  over  the  years  to  evaluate  properly  this 
procedure.  As  far  as  I can  make  out,  however,  from 
the  factual  data  which  have  been  arrived  at,  I am 
convinced  that  the  blood  flow  to  the  myocardium  is 
increased  by  these  various  procedures  and  that,  in 
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a good  many  patients,  the  amount  of  increase  is 
sufficient  to  improve  their  state  of  well-being.  Time 
alone  and  a great  deal  of  effort  in  the  evaluation  of 
postoperative  patients,  as  opposed  to  patients  who 
have  not  been  operated  upon,  must  tell  us  whether 
the  difference  is  sufficiently  great  to  justify  opera- 
tion on  all  such  patients. 

SUMMARY 

The  present  status  of  surgery  as  it  involves  cer- 
tain cardiac  lesions  has  been  discussed.  \\  e are  now 
in  the  early  phases  of  the  clinical  use  of  the  heart 
lung  machine  and  the  real  problems  now  facing  the 
surgeon,  as  well  as  the  clinician,  are  primarily, 
which  lesions  can  he  corrected  without  the  use  of 
the  machine  and  which  lesions  require  the  use  of 
the  machine  for  satisfactory  correction.  The  sur- 
geon must  still  perfect  certain  technics  for  the 
correction  of  intracardiac  lesions  and  we  must  look 
forward  to  further  development  of  machines  and 
prostheses  in  order  to  correct  the  many  defects 
which  occur  in  both  congenital  and  acquired  car- 
diac disease. 
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control  of  atherosclerosis)  have  been  omitted  de- 
liberately for  lack  of  time.  Most  of  these  receive 
adequate  attention  in  three  recent  monographs. 

24,  25,  26 

It  is  safe  to  say  that  a more  dynamic  approach  to 
the  diversified  clinical,  social,  and  economic  prob- 
lems presented  by  cerebrovascular  disease  is  al- 
ready proving  its  worth.  Only  a multifactorial  ap- 
proach can  be  expected  to  lead  to  more  rational  and 
successful  therapy. 
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THE  WASHINGTON  SCENE 

A summary  prepared  by  the  Washington  Office  of  the  American  Medical  Association  of 
the  Congressional  scene,  with  Health  Legislation  enacted,  and  that  upon  which  hearings 

have  been  held,  but  no  further  action  taken 


In  the  last  few  years  interest  has  built  up  in  the 
problems  of  the  older  people — how  they  are  to 
get  their  bills  paid,  how  to  spend  their  time  con- 
structively, what  chronic  medical  conditions  are 
causing  them  the  most  trouble.  Innumerable  na- 
tional and  local  conferences  have  searched  for  ways 
to  make  life  more  satisfying  and  healthy  for  people 
entering  old  age,  and  committees  are  at  work  on 
the  problem  in  thousands  of  communities. 

In  this  favorable  climate,  when  every  device  that 
might  help  the  older  citizens  is  being  examined, 
there  is  being  revived  a scheme  that  met  with  no 
success  at  all  when  first  proposed  more  than  six 
years  ago. 

It  is  a plan  for  government-paid  hospitalization 
under  the  Old  Age  and  Survivors’  Insurance 
system. 

Here  is  the  argument  that  is  made  for  it : 

People  in  old  age  generally  have  less  income  than 
when  they  were  younger,  but  at  the  same  time  they 
require  more  medical  attention  and  hospital  care. 
Neither  voluntary  nor  commercial  health  insurance 
has  been  able  to  offer  these  people  the  protection 
they  need.  The  only  solution,  sponsors  of  the  plan 
say,  is  to  get  the  federal  government  into  the 
picture. 

Opponents  of  the  idea  agree  that  older  people 
are  sick  more  often  and  generally  don’t  have  much 
money,  but  they  disagree  violently  with  the  other 
arguments.  They  point  out  that  slowly  but  surely 
insurance  coverage  is  being  extended  to  older  peo- 
ple at  a price  they  can  afford  to  pay.  Most  impor- 
tant, hospitalization-at-65  critics  maintain  that  a 
system  like  this  is  in  effect  national  compulsory 
health  insurance  under  Social  Security. 

Early  this  year  Reps.  Emanuel  Celler  (D..N.Y.) 
and  John  Dingell  (D.,Mich.)  introduced  bill  s on 
this  subject.  1 hey  would  allow  60  days  a year  free 
hospitalization  for  OASI-covered  men  65  and  over 
and  women  62  and  over.  Rep.  Kenneth  A.  Roberts 
(D.,Ala.)  offered  a similar  bill. 

Just  before  the  session  ended  two  developments 
occurred  that  are  evidence  the  proponents  of  this 
system  of  hospitalization  are  getting  ready  to  make 
a real  fight  for  it  next  year. 

I irst,  Rep.  Aime  J . Forand  (D..R.I.)  presented 


a bill  that  would  make  extensive  liberalizations  in 
the  social  security  program,  including  creation  of 
a hospitalization  plan  that  would  give  free  surgical 
service  to  the  aged  program.  Some  national  labor 
leaders  immediately  pledged  their  support  to  this 
bill,  a not  unexpected  move  as  the  AFL-CIO  is 
officially  behind  the  general  idea. 

Then  Senator  Richard  L.  Neuberger  (D., Ore- 
gon) made  it  plain  he,  too,  wanted  the  old  people 
to  have  free  in-hospital  medical  care.  The  senator 
said  he  hadn’t  finned  up  his  thoughts,  but  that  he 
believed  the  best  approach  would  be  something  like 
the  Military  Dependent  Medical  Care  program 
(Medicare),  making  use  of  Blue  Cross  or  other 
nonprofit  groups.  He  estimates  that  a 1%  increase 
in  payroll  taxes  for  both  employer  and  employee 
would  meet  the  extra  costs. 

Mr.  Forand,  on  the  other  hand,  is  specific.  He 
would  make  all  persons  receiving  OASI  retirement 
benefits  eligible  and  also  surviving  widows  and 
children,  but  would  not  include  persons  receiving 
OASI  disability  payments.  He  would  broaden  the 
time  period  by  allowing  120  days  of  hospital  or 
nursing  home  care  each  year,  with  hospital  stays 
limited  to  60  days. 

The  Forand  measure  also  has  a provision,  not 
contained  in  most  earlier  bills,  for  OASI  also  to 
pay  for  in-hospital  surgical  services  certified  as 
necessary  by  the  physician. 

Mr.  Forand  would  take  no  chance  of  running 
out  of  money.  He  would  levy  social  security  payroll 
taxes  on  all  income  up  to  $6,000  (present  limit 
$4,200),  and  also  increase  the  tax  rate  a half  per 
cent  for  employer  and  employee  alike,  and  three- 
quarters  of  one  per  cent  for  the  self-employed. 

It  is  almost  certain  that  these  and  other  similar 
suggestions  will  receive  serious  consideration  by 
Congress  next  year,  with  passage  of  a hill  much 
more  likely  than  in  1951  when  President  Truman 
and  Oscar  Ewing  first  proposed  the  idea. 

Interim  Report  on  Health  and  Medical 
Legislation 

Below  is  an  interim  report  on  health  and  medical 
legislation  in  the  85th  Congress.  It  summarizes  all 
action  taken  on  health  measures  up  to  the  time  of 
adjournment  on  August  30  and  lists  all  significant 
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and  high  effectiveness  in  the  treatment  of  many  G.I.  disorders. 

Dosage:  1 tablet  t.i.d.  at  mealtime.  2 tablets  at  bedtime.  Supplied:  Bottles  of  100,  1,000. 


^Trademark  ® Registered  Trademark  for  Tridihexethyl  Iodide  Lederle 

LEDERLE  LABORATORIES  DIVISION,  AMERICAN  CYANAMID  COMPANY,  PEARL  RIVER,  NEW  YORK 
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hills  that  will  he  awaiting  decision  in  the  second 
session  starting  January  7,  1958. 

Health  Legislation  Enacted 

Doctor  Draft  Extension  ( P.L . 85-62) — Because 
the  doctor  draft  was  set  to  expire  July  1,  this  was 
one  of  the  first  health  measures  passed  by  the  85th 
Congress.  It  gives  Selective  Service  authority  until 
July  1,  1959  (when  both  this  amendment  and  the 
regular  draft  expire)  to  call  certain  physicians  up 
to  age  35  for  military  service.  Only  those  under  age 
35  with  obligations  under  the  regular  draft  and 
who  have  been  deferred  for  any  reason  may  he 
called.  Defense  Department,  meanwhile,  says  it  is 
getting  enough  medical  schools  graduates  as  re- 
servists to  preclude  use  of  the  new  law  at  this  time. 

Medical  Research  {P.L.  85-67) — -Another  early 
enactment  was  the  fiscal  1958  budget  for  the  De- 
partment of  Health,  Education,  and  Welfare.  Con- 
gress voted  $2,503,130,381  for  all  HEW  programs, 
including  record  high  totals  for  medical  research 
through  the  National  Institutes  of  Health.  Con- 
gress can — and  in  all  likelihood  wall — receive  re- 
quests from  the  administration  for  additional 
money  during  the  current  fiscal  year  through  a 
deficiency  appropriation. 

Vendor  Medical  Payments  {P.L.  85-110  ) — This 
law  is  intended  to  resolve  some  problems  arising 
out  of  the  social  security  amendments  of  1956  with 
particular  reference  to  vendor  medical  payments 
for  public  assistance  recipients.  Under  P.L.  110. 
states  are  given  the  choice  of  either  (a)  using  fed- 
eral funds  for  vendor  medical  payments  within  the 
$60  a month  per  recipient  maximum  or  (h)  estab- 
lishing a single  medical  vendor  payment  financed 
hy  federal  funds  which  were  set  hy  a 1956  law  at 
one-half  of  $6  a month  per  adult  and  one-half  of 
$3  per  child,  to  he  matched  hy  states.  States  also 
can  continue  to  make  direct  payments  to  recipients 
for  medical  and  subsistence  expenses. 

Disability  Freese  Extension  {P.L.  85-109)  — 
Under  this  law,  a new  deadline  of  July  1,  1958  is 
established  for  disabled  persons  covered  under  so- 
cial security  to  apply  for  full  retroactivity  under 
the  disability  freeze  passed  in  1954.  Applications 
filed  by  next  July  will  allow  workers  to  count  the 
full  period  of  disability  provided  they  wrere  eligible 
for  disability  benefits  at  the  time  the  disability  was 
incurred.  After  next  July  1.  any  period  of  disability 
established  for  a worker  cannot  begin  earlier  than 
one  year  before  the  application  is  filed. 

Indian  and  Non-Indian  Hospitals  {P.L.  85-151  ) 
— At  the  urging  of  some  Western  members  of  Con- 
gress, P.L.  151  was  enacted  to  authorize  federal 
funds  to  help  build  non-profit  or  public  hospitals 
and  diagnostic  or  treatment  centers  on  or  near  In- 
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dian  reservations ; the  extent  of  federal  contribu- 
tion will  be  determined  by  the  percentage  of  care 
given  eligible  Indians.  The  facilities  have  to  agree 
to  care  for  both  Indians  and  non-Indians. 

Vocational  Rehab  Traineeships  ( P.L . 85-198  ) — 
This  measure  extends  from  two  to  three  years  the 
maximum  period  of  time  over  which  the  federal 
government  can  pay  for  partial  financing  of  trainee- 
ships  in  physical  medicine  and  rehabilitation.  It 
amends  the  Vocational  Rehabilitation  Act  which 
was  expanded  in  the  84th  Congress. 

Vocational  Rehab  Planning  (P.L.  85-213) — 
This  amends  the  Vocational  Rehab  Act  by  extend- 
ing the  time  federal  funds  may  he  used  for  plan- 
ning, preparing  and  initiating  expansion  of  pro- 
grams in  the  states.  Congress  was  asked  to  act  when 
the  July  1 deadline  approached  with  considerable 
unexpended  funds  on  hand. 

Codification  Veterans  Lazos  (P.L.  85-56 ) — 
Without  making  any  substantative  changes  in  ex- 
isting law,  this  Congress  brought  into  a single  code 
all  veterans  benefit  laws,  including  those  providing 
for  hospital  and  medical  care.  Some  of  the  laws 
date  back  30  years. 

Poultry  Inspection  (P.L.  85-172) — Under  this 
law,  federal  inspection  of  poultry  moved  in  inter- 
state commerce  becomes  compulsory. 

Military  Nurses  Incentives  (P.L.  85-155) — In 
line  with  earlier  efforts  to  make  careers  in  the  mili- 
tary more  attractive,  Congress  passed  this  law  im- 
proving career  prospects  for  military  nurses  by 
making  more  and  higher  ranks  available. 

Bills  That  Passed  One  Branch  of  Congress 

Pulmonary  Tuberculosis  (H.R.  1264) — The  bill 
declaring  veterans  suffering  from  active  pulmonary 
tuberculosis  to  be  permanently  and  totally  disabled 
for  pension  purposes  while  hospitalized  passed  the 
House,  hut  is  pending  in  the  Senate  Finance  Com- 
mittee. 

Hearings  Held  But  No  Further  Action  Taken 

Brickcr  Amendment  (S.J.Res.  3) — The  long- 
standing proposed  amendment  to  the  Constitution 
by  Senator  Bricker  (R.,Ohio)  limiting  the  domes- 
tic effect  of  treaties  and  other  international  agree- 
ments. 

Civil  Aviation  Medicine  (S.  1045) — Would 
establish  in  the  Civil  Aeronautics  Administration 
an  Office  of  Civil  Aviation  Medicine  along  with  a 
Medical  Research  Institute. 

Welfare-Pension  Plans  Registration  (S.  1122, 
S.  2888) — Provide  for  registration,  reporting  and 
disclosure  of  employee  welfare  and  pension  benefit 
plans.  Both  House  and  Senate  Committee  hearings 
held  and  some  action  expected  next  session. 

Highway  Safety  (S.  1292) — Hearings  in  House 
but  not  on  any  specific  bills.  Proposals  include  com- 
pulsory installation  of  safety  belts. 

continued  on  next  page 
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OVR  Pilot  Center  (S.  2068 ) — Would  give  the 
Office  of  Vocational  Rehabilitation  authority  to  use 
federal  funds  for  construction  of  facilities  for  a 
pilot  rehab  center  in  the  Washington  area. 

Non-service-connected  Care  ( H.R.58 ) — Would 
impose  added  requirements  on  veterans  with  non- 
-service-connected  disabilities  seeking  hospitaliza- 
tion or  domiciliary  care  in  VA  facilities. 

Barbiturates  Control  ( H.R . 502  and  others)  — 
Regulate  the  manufacture,  distribution  and  posses- 
sion of  habit-forming  barbiturate  and  amphetamine 
drugs,  and  provides  for  registration  and  record- 
keeping, hut  with  doctors  exempted. 

Department  of  Civil  Defense  (H.R.  2125  and 
others) — Establish  a new  executive  Department  of 
Civil  Defense  which  would  have  supremacy  over 
the  military  in  times  of  disaster  in  certain  defense 
areas. 

Salary  Rise  for  VA  Doctors  (H.R.  6719 ) — In- 
creases salaries  of  medical  personnel  in  VA,  and 
also  raises  optometrists  to  the  level  of  physicians 
for  purposes  of  pay. 

Chemical  Additives  (H.R.  6747  and  others)  — 
Require  pre-testing  of  many  chemical  additives  to 
he  used  in  food  processing  and  marketing.  The 
House  has  held  extensive  hearings  on  this  subject. 

Grants-in-Aid-Study  (H.  Res.  212) — Provides 
for  a Select  Committee  of  the  House  to  study  fed- 
eral grants-in-aid  to  state  and  local  governments, 
and  other  groups.  It  got  as  far  as  House  Rules 
Committee  approval. 

Advisory  Group  for  Blind  (H.R.  8427 ) — Estab- 
lishes a temporary  National  Advisory  Committee 
for  the  Blind. 

Bills  Still  in  Committee;  No  Hearings  Held 

Hospitalization  for  Aged  (H.R.  9467 , 9448  and 
others) — Various  hills  provide  through  different 
approaches  a certain  number  of  days  of  free  hos- 
pitalization each  year  for  Old  Age  and  Survivors 
Insurance  recipients  and  beneficiaries,  some  hills 
also  would  pay  in-hospital  surgical  and  medical  care 
costs. 

Compulsory  Health  Insurance  (S.  844.  H.R. 
2764  ) — A 1957  version  of  the  old  and  rejected  na- 
tional compulsory  health  insurance  measures  of 
1948,  the  sponsors  being  Senator  Murray  ( D., 
Mont.)  and  Rep.  John  Dingell,  Jr.  (D.,Mich.) 

Liberalizing  OASI  Coverage  (S.  172  and  oth- 
ers ) — These  measures  would  liberalize  the  age  and 
coverage  requirements  in  the  OASI  disability 
program. 

OASI  Coverage  for  Doctors  (H.R.  8882)- — 
Physicians  would  he  brought  under  Social  Security 
on  a compulsory  basis. 

Jenkins-Keogli  Plan  (H.R.  9 and  10) — Defer 
federal  income  taxes  on  portions  of  earnings  of  the 
self-employed  for  the  purchase  of  retirement  plans. 


It's  whole  milk  processed  so  that  the  fat  particles 
(butter-fat)  in  the  cream  are  broken  up  and  evenly 
distributed  throughout  the  milk.  Enjoy  its  smooth, 
delicious  flavor  . . . creamy-rich  to  the  last  drop! 

CALL  GE  8-4450  today  for  home  delivery. 

A.  B.  MUNROE  DAIRY  INC. 
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jBfry  EAST  PROVIDENCE,  R.  I. 
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OASI  Tax  Increase  ( H.R . 7669) — Increases 
the  wage  base  from  the  present  $4,200  to  $6,000  in 
computing  the  OASI  tax. 

Federal  Workers  Health  Insurance  (S.  2339 
and  others ) — Provide  for  a voluntary,  contribu- 
tory health  insurance  program  for  federal  em- 
ployees and  their  dependents,  both  basic  and  major 
medical  coverage. 

Overseas  Federal  Medical  Care  (H.R.  6141  ) — 
Provides  health  and  medical  services  for  U.  S. 
civilians  overseas  who  are  employed  in  government 
jobs,  and  also  would  cover  their  dependents. 

Federal  Medical  School  Aid  (H.R.  6874 ) — 
Authorizes  federal  grants  to  medical  schools  and 
research  facilities  for  construction  of  classrooms 
and  laboratories  for  teaching. 

National  Radiation  Institute  (S.  1228  and  H.R. 
4820) — Establish  a National  Radiation  Health  In- 
stitute within  the  National  Institutes  of  Health. 

Lobbying  Amendments  (S.  2191 ) — Would  re- 
write regulations  covering  lobbyists  and  lobbying 
in  Congress. 

Federal  Loans  to  Hospitals  (H.R.  1979  ) — For 
those  hospitals  interested  in  construction  loans 
rather  than  Hill-Burton  grants,  these  bills  would 
authorize  long-term  government  loans. 

Reinsurance  (S.  1750  and  H.R.  6506) — Permit 
pooling  by  various  insurance  companies  without 
regard  to  the  anti-trust  laws  for  purpose  of  encour- 
aging new  experiments  in  health  insurance  cov- 
erage. 

Aid  for  the  Aged  (H.R.  383  and  others)  — 
Authorize  grants  for  studies  and  projects  for  the 
aged. 

Federal  Advisory  Health  Council  (H.R.  2435 
and  others) — Establish  a Federal  Advisory  Coun- 
cil on  Health,  as  recommended  by  the  Hoover 
Commission. 

Longshoremen’s  Act  (H.R.  7303  and S.  2400) — 
Amend  the  Longshoremen’s  and  Harbor  Workers 
Compensation  Act  so  that  injured  workers  can 
select  their  own  physician  and  hospital. 

Labeling  for  Household  Use  (H.R.  7388  and 
others  ) — Regulate  the  labeling  of  hazardous  sub- 
stances intended  for  household  use. 


WOMAN’S  AUXILIARY  MEETING 
Sheraton-Biltmore  Hotel 
November  13 
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BOOK  REVIEWS 


SURGEONS  ALL  by  Harvey  Graham,  M.D. 
Philosophical  Library.  N.Y.,  N.Y.  1957.  $10.00 

This  volume  was  First  published  in  1939  as  The 
Story  of  Surgery.  An  extra  chapter  has  been 
added  to  bring  it  up  to  date.  Its  value  lies  in  being 
a highly  readable  account  of  the  history  of  surgery 
from  the  earliest  known  archeologic  evidence  until 
the  present.  The  advances  of  various  individuals 
and  groups  are  recorded  together  with  abundant 
material  about  the  social  and  economic  background 
in  which  they  labored. 

The  book  is  written  for  the  general  public  as 
well  as  the  medical  profession,  necessitating  occa- 
sional definitions  (“goitre — the  enlargement  and 
over-action  of  the  thyroid  gland  in  the  neck").  In 
general,  this  is  well  handled. 

Any  survey  volume  such  as  this  should  be  al- 
lowed a few  errors  of  fact.  In  the  chapter  on  Am- 
brose Pare,  the  only  one  which  the  reviewer  is  com- 
petent to  judge  in  detail,  the  old  error  is  repeated 
that  Pare,  during  his  training  in  about  1530,  as- 
sisted Colot,  the  great  lithotomist.  It  is  well  estab- 
lished that  Colot  did  not  learn  this  operation  until 
after  1543.  when  Pare  was  already  an  established 
barber-surgeon.  A few  remarks  on  Pare’s  role  on 
St.  Bartholomew’s  Eve  are  given  as  fact  rather 
than  as  probability  as  they  should  be.  These  are 
minor  points,  and  for  anyone  wishing  to  study  the 
origins  of  surgery,  this  is  a good  volume  to  begin 
with. 

Thomas  Perry,  Jr.,  m.d. 

ROENTGEN  SIGNS  IN  CLINICAL  DIAG- 
NOSIS by  Isadore  Meschan,  M.A.,  M.D.,  with 
the  assistance  of  R.  M.  F.  Farrer-Meschan,  M.B., 
G.S.  W.  B.  Saunders  Company,  Philadelphia, 
1956.  $20.00 

In  this  text  which  may  be  considered  complemen- 
tary to  the  author’s  previously  written  and  well- 
received  Atlas  of  Normal  Radiographic  Anat- 
omy, Doctor  Meschan  has  set  out  to  present  the 
fundamentals  of  radiology  rearranged  on  a basis  of 
objective  signs  as  seen  in  roentgenograms.  The 
limitations  and  accuracy  in  roentgen  diagnoses  are 
considered  along  with  the  responsible  anatomic  and 
technical  factors.  The  work  is  intended  as  a teach- 
ing guide,  and  is  organized  to  give  the  student  the 


viewpoint  of  integrating  the  known  clinical  data 
with  the  aberration  from  the  normal  in  the  roent- 
genogram in  order  to  arrive  at  an  impression  or 
differential  diagnosis.  Doctor  Meschan’s  approach 
is  organized  in  keeping  with  modern  radiologic 
teaching  in  which  roentgen  findings  and  signs  are 
considered  only  in  conjunction  with  radiographic 
pathology  and  clinical  data.  The  text  is  divided  into 
31  chapters  and  deals  with  radiographic  equipment 
and  the  physical  foundations,  protection,  the  radi- 
ologist and  his  functions,  thence  onto  the  skeletal 
system,  the  chest  and  its  contents,  abdomen,  uri- 
nary tract,  gall  bladder,  gastro-intestinal  tract,  ob- 
stetrics and  gynecology.  The  author  discusses  the 
normal  anatomy  of  the  area  under  consideration, 
the  technical  aspects  of  the  appropriate  roentgen 
studies  and  the  radiographic  pathology.  General 
pathology  and  physiology  including  biochemical 
findings  are  often  discussed.  In  several  chapters 
general  medicine  and  radiologic  data  are  assembled 
and  used  in  the  form  of  differential  diagnostic 
possibilities  in  arriving  at  a correct  diagnosis. 

The  text  is  readable.  Since  it  was  not  the  object 
of  the  author  to  produce  a reference  book,  descrip- 
tions are  often  brief.  The  illustrations  and  repro- 
ductions are  numerous  and  excellent  line  drawings 
are  to  be  found  elucidating  characteristic  findings. 
The  author  has  included  a bibliography  with  ref- 
erences to  significant  articles. 

The  volume  is  recommended  for  radiology  resi- 
dents, serious  students  of  radiology  and  those  en- 
gaged in  the  teaching  of  this  subject. 

H.  P.  Lessei.baum,  m.d. 


PHYSIOLOGY 

Those  vain  trifling  chemists  were  certainly  in 
the  wrong,  who  have  pretended  by  their  art  alone 
to  explain  physiology  in  all  its  parts;  nor,  however, 
are  those  less  mistaken,  who  imagine  they  can  do 
this  without  chemistry.  Let  anatomy  faithfully  de- 
scribe the  parts  and  structure  of  the  body;  let  the 
mechanician  apply  his  particular  science  to  the 
solids;  let  hydrostatics  explain  the  laws  of  fluids  in 
general,  and  hydraulics  their  actions,  as  they  move 
through  given  canals;  and,  lastly,  let  the  chemist 
add  to  all  these,  whatever  his  art,  when  fairly  and 
carefully  applied,  has  been  able  to  discover;  and 
then,  if  I am  not  mistaken,  we  shall  have  a com- 
plete account  of  medical  physiology. 

Hermann  Boerhaave  ( 1668-1738) 
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THE  JOHN  F.  KENNEY  MEMORIAL  CLINIC  DAY 

of 

THE  MEMORIAL  HOSPITAL  INTERNS’  ALUMNI  ASSOCIATION 

at 

THE  MEMORIAL  HOSPITAL 

Pawtucket,  Rhode  Island 
on 

WEDNESDAY,  NOVEMBER  6,  1957 
LOCATION:  Auditorium,  Brewster  Street 


MORNING  SESSION  (10:00  A.M.,  to  12:30  P.M.) 
PRESIDING:  Henry  J.  Hanley,  m.d. 

1.  “REPEAT  CESAREAN  SECTION” 

Edward  Horan,  M.D. 

2.  “BARBITURATE  POISONING” 

Johannes  Virks,  M.D. 

3.  “POST-TONSILLECTOMY  DEAFNESS” 

Francis  B.  Sargent,  M.D. 

4.  “TRANSAMINASE” 

Gary  P.  Paparo,  M.D. 


BUFFET  LUNCHEON 


AFTERNOON  SESSION  (2:00  P.M.  to  5:00  P.M.) 
PRESIDING:  John  J.  Cunningham,  M.D.,  Chairman 
GREETINGS:  Herbert  LI.  Brooks,  President  of  the  Memorial  Hospital 


SUBJECT:  “MEDICAL  AND  SURGICAL  ASPECTS  OF  CARDIOVASCULAR  DISEASE” 

SPEAKERS:  Eiorindo  A.  Simeone,  M.D. 

Professor  of  Surgery 
Cleveland  City  Hospital 

And  his  group. 


594 


RHODE  ISLAND  MEDICAL  JOURNAL 


WET  DRESSINGS  IN  THE  MANAGEMENT  OF 

Seborrheic  Dermatitis 


In  a report  on  26  cases  of  seborrheic  dermatitis,  Niedelman 
and  Bleier1  used  wet  dressings  as  part  of  the  therapy. 

Tn  the  cases  they  observed  “the  dermatosis  involved  not  only 
the  scalp,  but  usually  the  intertriginous  areas  with  secondary 
infection.”  They  state  that  “cool  compresses  gave  relief  from 
the  pruritus,  infection,  and  exudation.  As  soon  as  the  areas  be- 
came dry  other  preparations  were  instituted.” 

BURO-SOL®  ANTISEPTIC  POWDER  “DOAK”  is  the 
ideal  product  to  use  in  preparing  wet  dressings.  When  dissolved 
in  water  it  combines  the  astringent  and  soothing  benefits  of 
Burow’s  Solution  with  the  antiseptic  and  deodorizing  properties 
of  Benzethonium  Chloride  N.N.R. 

BURO-SOL  ANTISEPTIC  POWDER  “DOAK"  is  sup- 
plied in  boxes  of  12  and  100  individual  packets.  One  packet  dis- 
solved in  a pint  of  water  prepares  a 1 : 1 5 Burow’s  Solution  U.S.P. 
fortified  with  a 1-5000  Solution  Benzethonium  Chloride  N.N.R. 

BURO-SOL  ANTISEPTIC  POWDER  “DOAK”  is  avail- 
able through  all  pharmacies. 

1Nicdelman,  M.  L.  and  Bleier,  A.: 

Med.  Times  83:238-248  (March)  1955. 


DOAK  PHARMACAL  (’().,  \K 

New  York  17,  N.  Y. 


jP.S.  .*  For  an  effective  soak  — 

prescribe  BURO-SOL®  “DOAK”. 
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RECENT  ADVANCES  IN  THE  UNDERSTANDING 
AND  MANAGEMENT  OF 
CEREBRAL  VASCULAR  DISEASE 

concluded  from  page  584 

Basilar  and  Carotid  Arteries  in  Man,  Neurology  6:455, 
1956. 

21Meyer,  J.  S. ; Kane,  C.  A.;  Reinmuth,  O.  L. ; and 
Wegner,  W. : Electroencephalographic  Evaluation  of 
Treatment  in  Obstructive  Disease  of  the  Basilar  and 
Carotid  Arteries.  In  press.  1957 
22Millikan,  C.  H.:  Siekert,  R.  G. ; and  Shick,  R.  M. : 
Studies  in  Cerebrovascular  Disease.  V.  The  Use  of 
Anticoagulant  Drugs  in  the  Treatment  of  Intermittent 
Insufficiency  of  the  Internal  Carotid  Arterial  System, 
Proc.  Staff  Meet.  (Mayo  Clinic)  30  :578,  1955 
23 Wright,  I.  S. ; and  McDevitt,  E. : Cerebral  Vascular 
Diseases.  Their  Significance,  Diagnosis,  and  Present 
Treatment,  Including  the  Selective  Use  of  Anticoagulant 
Substances.  Ann.  Int.  Med.  41  :682,  1954 
24Walton,  J.  N. : Subarachnoid  Hemorrhage.  Edinburgh. 
Livingstone.  1956.  350  pages 

25Wright,  I.  S. ; and  Luckey,  E.  H. : Cerebral  Vascular 
Diseases,  Transactions  of  Conference,  Princeton,  N.  J. 
(Jan.  1954),  Grune  and  Stratton,  1955,  167  pages 
2CMedical  Research:  A Midcentury  Survey  (Vol.  II)  pp. 
193-222,  Little,  Brown  and  Company,  Boston.  1955 


INTERIM  MEETING  . , . 


3:00  P.M.  on  November  13 
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INVESTIGATIONS  OF  OBSTETRICAL  FACTORS 
IN  SUBSEQUENT  NEUROPSYCHIATRIC 
DISORDERS  IN  CHILDREN 

concluded  from  page  564 

27Romney,  S.  L. ; Reid,  D.  E. ; Melcalfe,  J. ; Burwell,  C. 
S. : Oxygen  Utilization  by  the  Human  Fetus  in  Lffero. 
Am.  J.Obst.  & Gvnec.  70:  791,  1955 
28Schwartz,  P. : Die  T raumatischen  Schadigungen  des 
Zentral-Nerven  Systems  Durch  Die  Geburt.  Ztsch.  f. 
Ges.  Neurol.  & Psychiat.  90  : 263,  1924 
29Walker,  J.;  Turnbull,  E.  P.  N. : Hemoglobin  and  Red 
Cells  in  the  Human  Fetus.  Lancet.  2:  312,  1953 


THE  OPHTHALMOSCOPE 

I was  endeavouring  to  explain  to  my  pupils  the 
emission  of  reflected  light  from  the  eye,  a discovery 
made  by  Bruecke,  who  would  have  invented  the 
ophthalmoscope  had  he  only  asked  himself  how 
an  optical  image  is  formed  by  the  light  returning 
from  the  eye.  In  his  research  it  was  not  necessary 
to  ask  it  but  had  he  asked  it,  he  was  just  the  man 
to  answer  it  quickly  as  I did  and  to  invent  the  in- 
strument. I turned  the  problem  over  and  over  to 
ascertain  the  simplest  way  in  which  I could  demon- 
strate the  phenomenon  to  my  students.  It  was  also 
a reminiscence  of  my  days  of  medical  study  that 
ophthalmologists  had  great  trouble  in  dealing  with 
certain  cases  of  eye  disease,  then  known  as  black 
cataract.  The  first  model  was  constructed  of  paste- 
board, eye  lenses,  and  cover  glasses  used  in  the 
microscopic  work.  It  was  at  first  so  difficult  to  use 
that  I doubt  if  I should  have  persevered  unless  I 
had  felt  that  it  must  succeed;  but  in  eight  days  I had 
the  great  joy  of  being  the  first  who  saw  before  him 
the  human  living  retina. 

Hermann  von  Helmholtz  ( 1821-1894) 


when  anxiety  and  tension  "erupts”  in  the  G.  I.  tract... 


in  spastic 

and  irritable  colon 


PATHIBAMATE 

Meprobamate  with  PATHILON®  Lederle 

Combines  Meprobamate  {400  mg.)  the  most  widely  prescribed  tranquilizer...  helps  control  the 
“emotional  overlay”  of  SDastic  and  irritable  colon — without  fear  of  barbiturate  loginess,  hangover  or 
habituation  ...  with  PATHILON  {25  mg.)  the  anticholinergic  noted  for  its  extremely  low  toxicity 
and  high  effectiveness  in  the  treatment  of  many  G.I.  disorders. 

Dosage:  1 tablet  t.  i.d.  at  mealtime.  2 tablets  at  bedtime.  Supplied:  Bottles  of  100,  1,000. 

^Trademark  ® Registered  Trademark  for  Tridihexethyl  iodide  Lederle 


LEDERLE  LABORATORIES  DIVISION,  AMERICAN  CYANAMID  COMPANY,  PEARL  RIVER,  NEW  YORK 
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For  Speedy  Return  To  Normal  Nutrition 


in  the  congestive  phase 
of  cardiac  disease 

Meat  fits  well  into  the  moderate-protein,  restricted-sodium, 
acid-ash  diet  currently  recommended  for  many  patients  with 
congestive  cardiac  failure.1 

The  protein  of  meat — in  the  proportionate  arrangement 
of  its  essential  amino  acids — closely  approaches  the  quanti- 
tative proportions  needed  to  promote  human  tissue  synthesis 
and  repair.  For  this  reason  lean  meat  proves  important  in 
maintaining  positive  nitrogen  balance  without  excessive  pro- 
tein intake. 

The  sodium  content  of  meat  prepared  without  added 
salt  is  relatively  low.  Per  100  grams,  beef  muscle  meat  shows 
approximately  50  mg.  of  sodium,  lamb  90  mg.,  pork  60  mg., 
and  veal  50  mg.2 

The  acid  ash  of  meat  aids  in  the  promotion  of  diuresis. 

The  easy  digestibility  of  meat  is  a prime  requisite  of 
foods  specified  for  the  patient  with  congestive  cardiac  disease. 

In  addition  to  these  important  features,  meat  contrib- 
utes other  nutritional  factors  essential  in  any  convalescence 
— the  B vitamins  thiamine,  riboflavin,  niacin,  pantothenic 
acid,  B6,  and  B12,  and  the  minerals  iron,  phosphorus,  potas- 
sium, and  magnesium. 

1.  Odell,  W.  M.:  Nutrition  in  Cardiovascular  Disease,  in  Wohl,  M.  C.,  and  Goodhart,  R.  S.: 
Modern  Nutrition  in  Health  and  Disease,  Philadelphia,  Pea  & Febiger,  1955,  p.  699. 

2.  Bills,  C.  E.;  McDonald,  F.  G.;  Niedermeier,  W.,  and  Schwartz,  M.  C.:  Sodium  and  Potassium 
in  Foods  and  Waters,  J.  Am.  Dietet.  A.  25:304  (Apr.)  1949. 


The  nutritional  statements  made  in  this  advertisement 
have  been  reviewed  by  the  Council  on  Foods  and  Nutri- 
tion of  the  American  Medical  Association  and  found 
consistent  with  current  authoritative  medical  opinion. 


American  Meat  Institute 

Main  Office,  Chicago. ..Members  Throughout  the  United  States 


CLINICAL 


experience  in  the 
;reatment  of  respiratory  tract  infections  with 


LEANDOMYCIN  TETRACYCLINE-PHOSPHATE  BUFFERED 


'ute  pharyngitis 
teumonia 
eurisy 
itis  media 
■onchitis 
nusitis 
onchiectasis 
unsillitis 
ufluenza 

i onchopneumonia 
wnsinusitis 
laryngitis 
i icheitis 
timoiditis 

I -eptococcal  pharyngitis 
i sopharyngitis 
t icheobronchitis 


Icterial  pneumonia  due  to 
1| resistant  pneumococci, 

I ^staphylococci,  or  mixed  flora 
x alor  nonspecific 
i| meumonia  not  responsive 
ill  o other  therapy 
fag  abscess 
fllictdar  tonsillitis 


phryngitis  caused  by 
wresistant  staphylococci, 

|| 'Streptococcus  viridans, 

Ipr  hemolytic  Streptococcus 


Uar  pneumonia 
v al  URI 


and  with 


outstanding 
safety  an 
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patients  with 
respiratory 
infections 
treated  with 
Signemycinf1 


patients  showed 
an  excellent 
or  good  response 


patients  had 
fair  response 


patients  had  a 
poor  response 


patients  had 
no  side  effects 


/i  erences:  1.  Case  reports  in  the  Pfizer  Medical 
D artment  Files  from  fifty-three  clinicians,  and 
tl  following  published  reports:  Shubin,  H.: 
A ibiotic  Med.  & Clin.  Therapy  4:174  (March) 
P Carter,  C.  H.,  and  Maley,  M.  C. : Antibi- 
o i Annual  1956-1957,  New  York,  Medical  En- 
c;  opedia,  Inc.,  1957,  p.  51.  Winton,  S.  S.,  and 
G $row,  E.:  Ibid.,  p.  55.  LaCaille,  R.  A.,  and 
P rot.  A.:  Ibid.,  p.  19. 

* demark 

♦1  demark,  oleandomycin  tetracycline 


Increasing  use  of  Signemycin  V and  other  Signemycin  formulations  has  con- 
firmed the  value  of  this  agent  in  the  armamentarium  of  the  physician  treating 
antibiotic-susceptible  infections,  particularly  those  seen  at  home  or  in  office 
where  susceptibility  testing  may  not  be  practicable  and  where 
immediate  institution  of  the  most  broadly  effective  therapy  is 
necessary. 

World  leader  in  antibiotic  development  and  production 
Pfizer  Laboratories,  Division,  Chas.  Pfizer  & Co.,  Inc.,  Brooklyn  6,  N.  Y. 


Successful  appetite  control 
begins  in  the  supermarket 

If  your  overweight  patient  can  resist 
the  temptation  to  buy  high  calorie 
snacks,  he's  well  on  the  road  to  suc- 
cessful weight  reduction.  You  will 
find  that  one  Dexedrine*  Spansuiet 
sustained  release  capsule  taken  in 
the  morning  controls  appetite  all  day 
long— both  at  mealtimes  and  in  the 
supermarket. 


*T.M.  Reg.  U.S.  Pat.  Off.  for  dextro  amphetamine  sulfate. 
S.K.F.  +T.M  Reg.  U.S.  Pat.  Off. 
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FOR  PERSISTENT  INFECTIONS 


CHLOROMYCETIN 

COMBATS  MOST  CLINICALLY  IMPORTANT  PATHOGENS 


Acquired  resistance  seldom  imposes  restrictions  on 
antimicrobial  therapy  when  CHLOROMYCETIN  (chlor- 
amphenicol, Parke-Davis)  is  selected  to  combat  gram- 
negative pathogens  involving  enteric  and  adjacent 
structures  of  the  urinary  tract.  The  acknowledged  effec- 
tiveness with  which  CHLOROMYCETIN  suppresses  highly 
invasive  staphylococci1'9  extends  to  persistently  patho- 
genic coliforms.610'15  Experience  with  mixed  groups  of 
Proteus  species,  for  example,  . . shows  chloramphenicol 
to  be  the  drug  of  choice  against  these  bacilli...!’15 

CHLOROMYCETIN  is  a potent  therapeutic  agent  and,  because 
certain  blood  dyscrasias  have  been  associated  with  its  administra- 
tion, it  should  not  be  used  indiscriminately  or  for  minor  infections. 
Furthermore,  as  with  certain  other  drugs,  adequate  blood  studies 
should  be  made  when  the  patient  requires  prolonged  or  intermit- 
tent therapy. 


REFERENCES: 

(1)  Petersdorf,  R.  G.;  Bennett,  I.  L.,  Jr.,  & Rose,  M.  C. : Bull.  Johns  Hopkins 
Hosp.  100:1,  1957.  (2)  Yow,  E.  M.:  GP  15:102,  1957.  (3)  Altemeier,  W.  A., 
in  Welch,  H.,  and  Marti-Ibanez,  E,  ed.:  Antibiotics  Annual  1956-1957,  New 
York,  Medical  Encyclopedia,  Inc.,  1957,  p.  629.  (4)  Kempe,  C.  H.:  California 
Med.  84:242,  1956.  (5)  Spink,  W.  W.:  Ann.  New  York  Acad.  Sc.  65:175, 

1956.  (6)  Rantz,  L.  A..  & Rantz,  H.  H.:  Arch.  Int.  Med.  97:694,  1956. 

(7)  Wise,  R.  I.;  Cranny,  C„  & Spink,  W.  W.:  Am.  J.  Med.  20:176,  1956. 

(8)  Smith,  R.  T.;  Platou,  E.  S.,  & Good,  R.  A.:  Pediatrics  17:549,  1956. 

(9)  Royer,  A.:  Scientific  Exhibit,  89th  Ann.  Conv.  Canad.  M.  A.,  Quebec  City, 
Quebec,  June  11-15,  1956.  (10)  Bennett,  I.  L.,  Jr.:  West  Virginia  M.  J.  53:55, 

1957.  (11)  Altemeier,  W.  A.:  Postgrad.  Med.  20:319,  1956.  (12)  Felix,  N.  S.: 
Pcdiat.  Clin.  North  America  3:317,  1956.  (13)  Metzger,  W.  I.,  & Jenkins, 
C.J.,Jr.:  Pediatrics  18:929,1956.  ( 14)  Woolington,  S.  S.;  Adler,S.J.,&  Bower, 
A.  G.,  in  Welch,  H.,  and  Marti-Ibanez,  E,  ed.:  Antibiotics  Annual  1956-1957, 
New  York,  Medical  Encyclopedia,  Inc.,  1957,  p.  365.  (15)  Waisbren,  B.  A., 
& Strelitzer,  C.  L. : Arch.  Int.  Med.  99:744,  1957. 
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PARKE,  DAVIS  & COMPANY  • DETROIT  32,  MICHIGAN 


COMPARATIVE  SENSITIVITY  OF  MIXED  PROTEUS  SPECIES  TO  CHLOROMYCETIN 
AND  SIX  OTHER  WIDELY  USED  ANTIBIOTIC  AGENTS* 


90 


80 

CHLOROMYCETIN  78% 

70 


50 


ANTIBIOTIC  F 5% 


This  graph  is  adapted  from  Waisbren  and  Strelitzer.15  It  represents  in  vitro  data  obtained  with  clinical  material  isolated  between  the  years 
1951  and  1956.  Inhibitory  concentrations,  ranging  from  3 to  25  meg.  per  ml.,  were  selected  on  the  basis  of  usual  clinical  sensitivity. 
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HOOD  NONFAT  UNSALTED 
COTTAGE  CHEESE 

protein:  17.10% 

27.3  calories  per 
2 Vi  tablespoons  unsalted 


HOOD  CREAMED 
COTTAGE  CHEESE 

protein:  13.55% 
36.8  calories  per 
2'/j  tablespoons 


HOOD  COUNTRY  STYLE 
COTTAGE  CHEESE 

protein:  13.55% 

36.8  calories  per 
2'/i  tablespoons 


A concentrated  protein-per-calorie  food, 
Hood  Cottage  Cheese  is  ideally  suited  for 
weight-reducing  and  weight-stabilizing 
diets,  as  well  as  for  numerous  special 
diets  you  may  prescribe.  Painstaking 
Hood  processing,  exacting  laboratory- 
control,  makes  all  three  varieties  of  Hood 
Cottage  Cheese  a top  quality  food  worthy 
of  your  confidence  and  recommendation. 


Hood 


health 


business 


too 


is 


s 


COTTAGE  CHEESE 

Quality  Dairy  Products  Since  1846 
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'Z^OTa jwrt  V/a 


Wherever  you  go 
forget  your  telephone 
calls.  We'll  take  them 
for  you,  day  or  night. 


MEDICAL  BUREAU 

of  the 


Providence  Medical  Association 


when  anxiety  and  tension  "erupts”  in  the  G.  I.  tract. . . 

IN  GASTRIC  ULCER 


PATH  I BAM  ATE 

Meprobamate  with  PATHILON®  Lederle 


Combines  Meprobamate  (400  mg.)  the  most  widely  prescribed  tranquilizer  . . . helps  control 
the  “emotional  overlay”  of  gastric  ulcer  — without  fear  of  barbiturate  loginess,  hangover  or 
habituation  . . . with  PATHILON  (25  mg.)  the  anticholinergic  noted  for  its  extremely  low  toxicity 
and  high  effectiveness  in  the  treatment  of  many  G.I.  disorders. 

Dosage:  1 tablet  t.i.d.  at  mealtime.  2 tablets  at  bedtime.  Supplied:  Bottles  of  100,  1,000. 

’Trademark  ® Registered  Trademark  for  Tridihexethyl  Iodide  Ledprle 

LEDERLE  LABORATORIES  DIVISION,  AMERICAN  CYANAMID  COMPANY,  PEARL  RIVER,  NEW  YORK 
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T ablets 

Each  tablet  contains: 
Achromycin®  Tetracycline  125  mg. 


Phenacetin  120  mg. 

Caffeine  30  mg. 

Salicylamide  150  mg. 

Chlorothen  Citrate  25  mg. 


Syrup 


Each  teaspoonful  (5  cc.)  contains: 
Achromycin®  Tetracycline 


equivalent  to  tetracycline  HC1 

125 

mg. 

Phenacetin 

120 

mg. 

Salicylamide 

150 

mg. 

Ascorbic  Acid  (C) 

25 

mg. 

Pyrilamine  Maleate 

15 

mg. 

Methylparaben 

4 

mg. 

Propylparaben 

1 

mg. 

Available  on  prescription  only 


The  Achrocidin  formula  is  particularly  valuable  in  treating  acute  re- 
spiratory infections  during  epidemics  and  other  outbreaks. 

In  addition  to  rapid  symptomatic  improvement,  Achrocidin  offers 
prompt  control  of  the  bacterial  superinfection  frequently  responsible 
for  such  disabling  complications  as  pneumonia,  otitis  media,  sinusitis, 
bronchitis,  pneumonitis  to  which  the  patient  may  be  vulnerable. 

The  comprehensive  Achrocidin  formulation  includes  both  Achro- 
myc in  Tetracycline  — broad-spectrum  antibiotic  action  — and  analgesic 
components  recommended  for  rapid  relief  of  malaise,  headache,  mus- 
cular pain,  pharyngeal  and  nasal  discharge. 

Adult  dosage  for  Achrocidin  Tablets  and  new,  caffeine-free  Achro- 
cidin Syrup  is  two  tablets  or  teaspoonfuls  of  syrup  three  or  four  times 
daily.  Dosage  for  children  according  to  weight  and  age. 


ACHROCIDIN 


* 


TETRACYCLINE-ANTIHISTAMINE- AN  ALGESIC  COMPOUND 


LEDERLE  LABORATORIES  DIVISION.  AMERICAN  CYANAMID  COMPANY.  PEARL  RIVER.  NEW  YORK 

*T  rodemork 


PRINCIPLES  OF  MEDICAL  ETHICS 
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PRINCIPLES  OF  MEDICAL  ETHICS 


As  Adopted  by  the  American  Medical  Association 


Preamble.  These  principles  are  intended  to  aid 
physicians  individually  and  collectively  in 
maintaining  a high  level  of  ethical  conduct.  They 
are  not  laws,  but  standards  by  which  a physician 
may  determine  the  propriety  of  his  conduct  in  his 
relationship  with  patients,  with  colleagues,  with 
members  of  allied  professions  and  with  the  public. 

* % % 

Section  1.  The  principal  objective  of  the  med- 
ical profession  is  to  render  service  to  humanity  with 
full  respect  for  the  dignity  of  man.  Physicians 
should  merit  the  confidence  of  patients  entrusted  to 
their  care,  rendering  to  each  a full  measure  of  serv- 
ice and  devotion. 

Section  2.  Physicians  should  strive-continually 
to  improve  medical  knowledge  and  skill,  and  should 
make  available  to  their  patients  and  colleagues  the 
benefits  of  their  professional  attainments. 

Section  3.  A physician  should  practice  a 
method  of  healing  founded  on  a scientific  basis ; 
and  he  should  not  voluntarily  associate  profession- 
ally with  anyone  who  violates  this  principle. 

Section  4.  The  medical  profession  should  safe- 
guard the  public  and  itself  against  physicians  de- 
ficient in  moral  character  or  professional  compe- 
tence. Physicians  should  observe  all  laws,  uphold 
the  dignity  and  honor  of  the  profession  and  accept 
its  self-imposed  disciplines.  They  should  expose, 
without  hesitation,  illegal  or  unethical  conduct  of 
fellow  members  of  the  profession. 

Section  5.  A physician  may  choose  whom  he 
will  serve.  In  an  emergency,  however,  he  should 
render  service  to  the  best  of  his  ability.  Having 
undertaken  the  care  of  a patient,  he  may  not  neglect 
him ; and  unless  he  has  been  discharged  he  mav 
discontinue  his  services  only  after  giving  adequate 
notice.  He  should  not  solicit  patients. 

Section  6.  A physician  should  not  dispose  of 
his  services  under  terms  or  conditions  which  tend 
to  interfere  with  or  impair  the  free  and  complete 
exercise  of  his  medical  judgment  and  skill,  or  tend 
to  cause  a deterioration  of  the  quality  of  medical 
care. 

Section  7.  In  the  practice  of  medicine  a physi- 
cian  should  limit  the  source  of  his  professional  in- 
come to  medical  services  actually  rendered  by  him, 


or  under  his  supervision,  to  his  patients.  His  fee 
should  be  commensurate  with  the  services  rendered 
and  the  patient’s  ability  to  pay.  He  should  neither 
pay  nor  receive  a commission  for  referral  of  pa- 
tients. Drugs,  remedies  or  appliances  may  be  dis- 
pensed or  supplied  by  the  physician  provided  it  is  in 
the  best  interests  of  the  patient. 

Section  8.  A physician  should  seek  consulta- 
tion upon  request : in  doubtful  or  difficult  cases ; or 
whenever  it  appears  that  the  quality  of  medical 
service  may  be  enhanced  thereby. 

Section  9.  A physician  may  not  reveal  the  con- 
fidences entrusted  to  him  in  the  course  of  medical 
attendance,  or  the  deficiencies  he  may  observe  in 
the  character  of  patients,  unless  he  is  required  to  do 
so  by  law  or  unless  it  becomes  necessary  in  order 
to  protect  the  welfare  of  the  individual  or  of  the 
community. 

Section  10.  The  honored  ideals  of  the  medical 
profession  imply  that  the  responsibilities  of  the 
physician  extend  not  only  to  the  individual  but  also 
to  society  where  these  responsibilities  deserve  his 
interest  and  participation  in  activities  which  have 
the  purpose  of  improving  both  the  health  and  well 
being  of  the  individual  and  the  community. 


MAGAZINE  SUBSCRIPTIONS 

Subscriptions  for  all  types  of  magazines 
including  medical  journals,  also  renewals 
of  subscriptions,  arranged  for  your  borne 
and  office. 

RICHARD  K.  WHIPPLE,  M.D. 

25  Algonquin  Rd.  Rumford  16,  R.  I. 
Tel.  EAst  Providence  1-2505 
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anti-diaper  rash 

because 


DESITIN 


OINTMENT 


desitin  ointment  is  effectively  impervious  to  urine, 
excrement,  perspiration  and  secretions  — and  so 
it  is  effectively  anti-irritant.  One  soothing, 
protective,  healing  application  acts  for  hours 
in  helping  to  prevent  and  clear  up  . . . 


DIAPER  RASH 


irritation,  chafing 


excoriation 


desitin  ointment — rich  in  cod  liver  oil  (with  its  un- 
saturated fatty  acids  and  natural  vitamins  A and  D) 
— is  the  most  widely  used  ethical  specialty  for  the 
over-all  care  of  the  infant’s  skin. 

Tubes  of  1 oz.,  2 oz.,  4 oz.,  and  1 lb.  jars 

May  we  send  SAMPLES  and  literature? 

DESITIN  CHEMICAL  COMPANY 

812  Branch  Ave.,  Providence  4,  R.  I. 


one  of  the  many  overwhelmingly 
documented  benefits  in  asthma'  * 


The  greater  relief— more  complete  and  more  prolonged  — achieved  for  your 
asthmatics  with  Meticorten  lessens  the  requirements  for  epinephrine  and 
aminophylline  injections  and  accessory  medications. 

Since  Meticorten  does  not  produce  electrolyte  disturbances  at  average 
therapeutic  dosages,  it  usually  obviates  dietary  restrictions  and  also  may  be 
given  more  safely  to  asthmatic  patients  with  cardiorenal  insufficiency. 

(1)  Feinberg,  A.  R.,  and  Feinberg,  S.  M.:  J.A.M.A.  760:264,  1956.  (2)  Schwartz, 
E.:  J.  Allergy  26:206,  1955.  (3)  Skaggs,  J.  T.;  Bernstein,  J.,  and  Cooke,  R.  A.:  J. 
Allergy  26:201,  1955.  (4)  Barach,  A.  L.;  Bickerman,  H.  A.,  and  Beck,  G.  J.:  Dis.  Chest 
27:515,  1955. 

Meticorten,  1, 2.5,  and  5 mg.  white  tablets. 


METICORTEN* 

(prednisone) 

relieve  more  asthmatics 

with  fewer  injections . . . 


MC-J-457 
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in  acne 


“ results  were  uniformly  enconrag^ng,,1 


® 

Sudsing, 

nonalkaline 

antibacterial 

detergent — 

nonirritating, 

hypoallergenic. 


The  acne  skin  that  is  “surgically 
clean”  is  the  one  most  likely  to  clear 
completely.  Hodges1  found  that 
standard  acne  treatment  usually  re- 
sults in  “mediocre  success”  for  most 
patients.  The  addition  of  pHisoHex ® 
washings  to  standard  treatment  pro- 
duced results  that  far  excel  any  ob- 
tained previously. 

pHisoHex,  a powerful  antibacterial 
skin  cleanser  containing  hexachloro- 
phene,  removes  oil  and  virtually  all 
the  bacteria  from  the  skin  surface. 

For  best  results  prescribe  from  four 
to  six  pHisoHex  washings  of  the 
acne  area  daily. 

1.  Hodges.  F.  T.:  GP,  14:86.  Nov.,  1956. 

pHisoHex,  trademark  reg.  U.  S.  Pat.  Off. 


LABORATORIES 
New  York  18,  N.Y. 
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The 

Upjohn  Company 
announces 
a major 
corticosteroid 
improvement 


minor 
chemical 
changes 
can  mean 
major 
therapeutic 
improvements 


Medrof 

The  most 
efficient  of  all 
anti-inflammatory 
steroids 

Supplied:  Tablets  of  4 mg.,  in  bottles 
of  30  and  100. 


1949  cortisone 


1951  hydrocortisone 


1955  prednisolone 


CH3  Medrol 


Lower  dosage 
(Vi  lower  dosage 
than 

prednisolone) 

Better  tolerated 

(less  sodium 
retention,  less 
gastric  irritation) 

For 

complete  information , consult 
your  Upjohn  representative, 
or  write  the  Medical  Department, 

The  Upjohn  Company, 

Kalamazoo,  Michigan. 

Upjohn 
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Why  Physicians  Service 
is  best  for 
your  patients  . . . 
and  for  you! 

PHYSICIANS  SERVICE  is  the  one  and  only  medical  care 
program  that  acts  under  the  supervision  of  the  State 
Medical  Society  to  promote  doctor  bill  coverage  for  all  the 
communities  of  the  State. 

Here  are  a few  practical  reasons  why  Physicians  Service 
is  the  best  plan  for  yonr  patients  . . . the  best  plan  for  you, 
their  doctor. 

• Enrolls  groups  as  small  as  ten  — 
not  just  large,  “select  risk*’  groups. 

• Enrolls  individuals  under  65  not 
eligible  for  group  membership. 

• Has  never  cancelled  because  of  age, 
retirement,  unemployment,  or  fre- 
quency of  use. 

• Helps  you  retain  your  independ 
ence  in  your  practice  of  medicine. 


• Provides  the  same  coverage  for  all 
enrolled  members  of  the  family  plus 
maternity  care  for  the  wife. 

• Assures  your  patients  free  choice 
of  doctor. 

• Assures  simplicity  and  promptness 
of  payment. 


Many  Rhode  Islanders  still  do  not  belong  to  Physicians 
Service  — you’ll  be  doing  them  — and  yourself  — a favor 
when  you  recommend  that  they  enroll. 


RHODE  ISLAND  MEDICAL  SOCIETY 
PHYSICIANS  SERVICE 


TABLE  OF  CONTENTS 
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By  proper  planning,  the  fortunes  of  men  can  by-pass 
chance,  outlast  the  vagaries  of  time  and  endure  for  generations 


While  he  guards  his  patients’  health 
his  unwatched  securities  may  waste  away 

Changes  in  market  conditions  can  be  swift  and 
unpredictable.  Many  times,  golden  opportunities  to 
rearrange  investment  portfolios  to  advantage  require 
prompt  action.  Constant  supervision  by  men  who 
make  investments  their  life  work  is  necessary.  This 
job  should  never  be  relegated  to  the  position  of  a 
hobby  — for  leisure-time  attention. 

That’s  why  many  doctors  all  over  this  state  take 
advantage  of  Hospital  Trust’s  Supervisory  Agency 
Service.  It  frees  them  from  the  task  of  supervising 
and  managing  their  own  investments.  It  allows  them 
additional  after-office  time  for  leisure  activities. 

By  utilizing  the  services  of  our  full-time  staff  of 
skilled  investment  analysts,  you  are  relieved  of  all 
investment  duties  and  responsibilities.  In  your  stead, 
we  study  market  changes  and  financial  reports,  watch 

New  England's  Oldest  Trust  Company 
Founded  in  1867 

OFFICES  IN  PROVIDENCE  • CRANSTON  • EAST  GREENWICH  • EAST  PROVIDENCE  • NEWPORT  • PAWTUCKET  • WOONSOCKET 

Member  Federal  Reserve  System  • Federal  Deposit  Insurance  Cor poralion 


for  called  securities,  collect  dividends  and  interest 
and  remit  income  to  your  account.  Moreover,  you're 
advised  of  any  important  facts  which  might  affect 
your  investments. 

Why  not  investigate  these  benefits  now?  Contact 
any  trust  department  officer  at  15  Westminster  Street, 
Providence  or  the  manager  of  the  Hospital  Trust 
office  nearest  you.  He'll  be  glad  to  arrange  a meeting 
at  a time  and  place  of  your  choosing. 


Rhode  Island 

HOSPITAL  TRUST 
II  COMPANY 
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your  patients  with  generalized  gastrointestinal 
complaints  need  the  comprehensive  benefits  of 


LAKESIDE 


Tridal 

(DACTIL®  + PIPTAL®— in  one  tablet) 
rapid,  prolonged  relief  throughout  the  G.I.  tract 
with  unusual  freedom  from  antispasmodic 
and  anticholinergic  side  effects 

One  tablet  two  or  three  times  a day  and  one  at  bedtime.  Each  TRIDAL  tablet 
contains  50  mg.  of  Dactil,  the  only  brand  of  N-ethyl-3-piperidyl 
diphenylacetate  hydrochloride,  and  5 mg.  of  Piptal.  the  only  brand 
of  N-ethyl-3-piperidyl-benzilate  methobromide. 


14357 
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for  certain  disorders  of  menstruation  and  pregnancy 


TRULY  EFFECTIVE  PROGESTATIONAL  THERAPY 


BY  MOUTH 


oral  progestogen 

with 

unexcelled  potency 

and 

unsurpassed  efficacy 


Now,  with  small  oral  closes  of  this  new  and  dis- 
tinctive progestogen,  you  can  produce  the 
clinical  efFects  of  injected  progesterone.  In 
amenorrheic  women  for  example,  “As  little  as 
50  mg.  of  [NORLUTIN]  administered  in  divided 
doses  over  a five-day  period  was  sufficient  to 
induce  withdrawal  bleeding.”1 
CASE  SUMMARY2 

Amenorrhea  of  4 years’  duration  in  a 
24-year-old  married  woman.  A course  of  10  mg. 
NORLUTIN  twice  daily  for  5 days  was  followed 
after  3 days  by  menses  lasting  about  5 days. 
Since  no  spontaneous  menstruation  occurred 
during  the  following  35  days,  she  was  given 
another  course  of  treatment  with  NORLUTIN, 
10  mg.  twice  daily  for  5 days.  This  was  followed 
by  menses. 

When  this  patient  was  given  ethisterone,  40  mg. 
twice  daily  for  5 days,  no  bleeding  had  ensued 
when  she  was  seen  41  days  later. 

indications  for  NORLUTIN:  conditions  involving 
deficiency  of  progestogen  such  as  primary  and  second- 
ary amenorrhea,  menstrual  irregularity,  functional 
uterine  bleeding,  endocrine  infertility,  habitual  abor- 
tion, threatened  abortion,  premenstrual  tension,  and 
dysmenorrhea. 

packaging:  5-mg.  scored  tablets  (C.  T.  No.  882), 
bottles  of  30. 

REFERENCES:  (1)  Greenblatt,  R.  B.:  ].  Clin.  Endocrinol. 
16:869,  1956.  (2)  Hertz,  R.;  Waite.  J.  H„  & Thomas,  L.  B.: 
Proc.  S oc.  Expcr.  Biol,  ir  Med.  91:418,  1956. 


PARKE,  DAVIS  & COMPANY 
DETROIT  3 2,  MICHIGAN 
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BOOK  REVIEWS 


A MANUAL  OF  PHARMACOLOGY  and  Its 
Applications  to  Therapeutics  and  Toxicology  by 
Torald  Sollmann,  M.D.  W.  B.  Saunders  Co., 
Phil.,  1957.  8th  ed.  $20.00 

Within  this  1.535-page  reference  text,  both  gen- 
eral and  specific  information  about  standard,  pro- 
prietary, and  experimental  drugs  is  found.  The 
first  60  pages  are  devoted  to  a review  of  basic 
pharmacologic  principles,  objectives  of  treatment, 
drug  incompatibilities,  general  toxicology,  and  the 
essential  constituents  of  foods.  The  remainder  of 
the  book  deals  with  an  orderly  presentation  of  allied 
drugs  together  with  a resume  of  their  history,  de- 
velopment. distribution  in  nature,  chemical  struc- 
ture, standardization,  and  metabolic  fate. 

Each  topic  is  discussed  adequately  but  in  no  way 
exhaustively.  For  those  who  desire  more  detailed 
information,  ample  references  are  listed  in  the  155- 
page  appendix-bibliography. 

A simplified  index  greatly  facilitates  the  selec- 
tion of  all  major  topics  which  are  not  only  skillfully 
subdivided,  but  also  graphically  depicted  in  bold 
print.  Italicized  words  and  key  phrases  further 
assist  in  the  visual  selection  of  essential  facts  and 
in  the  eventual  retention  of  basic  knowledge. 

Since  this  edition  of  A Manual  of  Pharma- 
cology contains  most  of  the  important  pharmacol- 
ogic and  therapeutic  additions  to  the  literature  from 
1940  to  1956,  it  should  grace  the  reference  shelves 
of  all  complete  libraries. 

Albert  F.  Tetreault.  m.d. 

PSYCHOSOMATIC  MEDICINE.  A Clinical 
Study  of  Psychophysiologic  Reactions  by  Ed- 
ward Weiss,  M.D.  and  O.  Spurgeon  English, 
M.D.  W.  B.  Saunders  Co.,  Phil.,  1957.  3rd  ed. 
$10.50 

This  third  edition  contains  much  new  clinical 
material.  The  motto  of  this  book  is  Plato’s  quota- 
tion : “For  this  is  the  great  error  of  our  day  . . . 
that  the  physicians  separate  the  soul  from  the 
body.  ’ Although  widely  accepted  in  medical  edu- 
cation today,  this  concept  is  not  yet  thoroughly 
integrated.  It  has  been  found  that,  roughly  one 
third  of  patients  in  general  practice  have  no  definite 
physical  illness.  Another  third  have  symptoms  in 
part  dependent  on  emotional  factors,  even  though 
organic  factors  are  present.  The  third  group  in- 


cludes the  so-called  psychophysiologic  stress  symp- 
toms. A physician  should  be  trained  so  as  to  know 
how  to  manage  the  many  emotional  problems  seen 
in  daily  practice. 

From  another  point  of  view.  Psychosomatic 
Medicine  presents  an  extension  of  our  knowledge 
of  neuroses  and  psychoses  in  the  psychopathology 
of  conditions  previously  thought  to  be  in  the  realm 
of  purely  physical  medicine.  For  instance,  informa- 
tion that  10%  of  patients  with  cancer  of  the  pan- 
creas suffer  from  depression,  anxiety  and  insomnia 
may  be  helpful  to  the  psychiatrist  as  well  as  to  the 
medical  man.  The  study  of  effects  of  anxiety  upon 
the  normal  heart,  diseased  heart  and  hypertension 
should  be  useful  to  the  internist.  The  importance  of 
psychiatric  consultation  prior  to  heart  surgery  (be- 
cause of  “premorbid”  personality  of  the  patient) 
is  stressed. 

The  authors  feel  that  no  work  on  psychosomatics 
could  have  been  attempted  without  the  biologically 
oriented  psychology  of  Freud  in  its  fundamental 
application  to  this  new  synthesis  in  medicine.  Fol- 
lowing his  discovery  Ferenczi,  Abraham,  Jones, 
Jelliffe,  Felix  Deutsch,  Wittkower,  Menninger, 
Alexander.  Flanders  Dunbar  and  their  associates 
have  added  much  to  our  knowledge  in  this  field. 
The  future  books  in  medicine  will  have  to  embody 
this  approach. 

Part  One  of  this  book  deals  with  the  general 
aspects  of  psychosomatic  medicine.  It  describes 
minor  and  major  psychotherapy.  Part  Two  deals 
with  special  applications  to  general  medicine  and 
the  specialties.  Beside  chapters  on  Cardiovascular 
System.  Gastrointestinal  System,  Respiratory  Sys- 
tem. Skin  Disorders  and  Allergies,  there  are  others 
on  Surgery.  Arthritis,  Genitourinary  System, 
Pediatrics,  Orthopedics,  Disorders  of  the  Ear  and 
Eye,  etc.  Numerous  illustrations  by  individual  case 
histories  make  for  fascinating  and  easy  reading. 

The  authors  recommend  that  busy  practitioners 
and  specialists  read  the  first  two  chapters  to  get  a 
general  idea  and  then  the  chapters  which  are  of 
particular  interest  to  them.  This  book  gives  one 
practical  advice:  “If  we  listened  as  carefully  to 
what  the  patients  say,  as  to  the  noises  produced  by 
their  organs,  we  might  learn  a great  deal  more 
about  their  illnesses.” 

Catherine  Zouraboff.  m.d. 

concluded  on  page  66 0 


INTRAVENOUS  Compatible  with  common 
IvTluids . Stable  for  24  hours  in 
solution  at  room  temperature.  Aver- 
age IV  dose  is  500  mg.  given  at  12 
hour  intervals.  Vials  of  100  mg., 

250  mg. , 500  mg. 


THERAPEUTIC  BLOOD  LEVELS  ACHIEVED 


Many  physicians  advantageously  use 
the  parenteral  forms  of  ACHROMYCIN 
in  establishing  immediate,  effective 
antibiotic  concentrations.  With 
ACHROMYCIN  you  can  expect  prompt 


NTRAMUSCULAi^  Used  to  start  a pa- 
tient'TJfl "'RTs  regimen  immediately, 
or  for  patients  unable  to  take  oral 
medication.  Convenient,  easy-to-use, 
ideally  suited  for  administration 
in  office  or  patient's  home.  Supplied 
in  single  dose  vials  of  100  mg.,  (no 
refrigeration  required) . 


TeUacycUne  H<- 


IN  MINUTES  — SUSTAINED  FOR  HOURS 

. 

control,  with  minimal  side  effects, 
over  a wide  variety  of  infections  - 
reasons  why  ACHROMYCIN  is  one  of  to- 
day's foremost  antibiotics. 


LEDERLE  LABORATORIES  DIVISION.  AMERICAN  CYANAMID  COMPANY.  PEARL  RIVER.  NEW  YORK 

*Reg.  U.S.  Pot.  Oil. 
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standardized  calibration 


The  reliability  of  a blood  pressure  determination 
depends  upon  the  standardized  calibration  of  the 
sphygmomanometer.  Similarly,  the  reliability  of 
urine-sugar  testing  depends  upon  the  standardi- 
zation of  the  testing  method. 


STANDARDIZED  READING:  full  color  calibration... blue-to- 
orange  spectrum  long  familiar  to  patients  and  physicians... clear-cut 
color  reactions... unvarying,  laboratory-controlled  color  scale. 


STANDARDIZED  “PLUS”  SYSTEM:  established  “plus”  sys- 
tem... covers  entire  critical  range— does  not  omit  %%  (++)  and 
1%  (+  + +). 


STANDARDIZED  SENSITIVITY:  Clinitest  is  adjusted  to 

optimal  sensitivity... avoids  confusing  “trace”  reactions. 

Clinitest  is  a copper-reduction  test  — a 15-year  standard  for  urine-sugar 

testing  “...which  is  easier  than  Benedict’s... and  more  accurate ”1  “The 

simplicity,  speed  and  accuracy  of  the  Clinitest  tablet  reagent  make  it  a 
desirable  procedure  for  quantitation  of  urinary  sugar.”2 


references:  1.  Came,  S.:  Brit.  M.  J.  2: 827  (Oct.  6)  1956. 

2.  Giordano,  A.  S.;  Pope,  J.  L..  and  Hagan,  B.:  Am.  J.  M.  Technol. 

22: 29.  1956. 

AMES  COMPANY.  INC  • ELKHART,  INDIANA  • Ames  Company  of  Canada,  Ltd..  Toronto 
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developed  specifically 

for  appetite  suppression 


Chemically  different  from  the  amphetamines. 

Prelupin  provides  potent  appetite  suppression  with  little 
or  no  central  stimulation. 


rarely  causes  loss  of  sleep'— may  be  given  late  enough 
in  the  day  to  curtail  after-dinner  "nibbling,"  yet  not  hinder  sleep. 

avoids  nervous  tension  and  "jitters"1 — simultaneous 
sedation  is  not  required.3 


"...in  clinical  use  the  side-effects  of  nervousness, 
hyperexcitability,  euphoria,  and  insomnia  are  much  less  than 
with  the  amphetamine  compounds  and  rarely  cause  difficulty."* 


References:  (1)  Gelvin,  E.  P;  McGavock,  T.  H.,  and  Kenigsberg,  S.:  Am.  J.  Digest. 
Dis.  7 : 1 55,  1956.  (2)  Holt,  J.  O.  S.,  Jr.:  Dallas  M.  J.  42:497,  1956. 

(3)  Natenshon,  A.  L.:  Am.  Pract.  & Digest  Treat.  7:1456,  1956.  (4)  Council  on 
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Chemotherapy 


ARALEN 


MO 


RHEUMATOID 


ARTHRITIS 


Extensive  studies  of  rheumatoid  arthritis  and  related 
collagen  diseases— in  this  country  and  abroad- 

have  shown  the  antimalarial  Aralen  phosphate  to  be  highly  effective 
and  well  tolerated  in  a large  percentage  of  patients. 


Clinical  Results  with  Aralen 
in  Rheumatoid  Arthritis 


ANALGESICS  AND  STEROIDS: 


• Requirements  usually  reduced  or 
eliminated 


Author 

No.  of 
Cases 

Major 

Improvement 

Minor 

improvement 

No  Effect 

Haydul 

28 

22 

5 

1 

Rinehart? 

25 

12 

4 

9 

Freedman? 

50 

43 

3 

4 

Bagnall4 

108 

77 

12 

19 

Bruckner5 

36 

32 

0 

4 

Cohen  and  Calkins^ 

22 

17 

3 

2 

Scherbel  et  al 7 

25 

9 

8 n 

8 

Total 

294 

212  (72%) 

35  (12%) 

47  (16%) 

• Success  dependent  upon  persistent  treatment 

• Often  of  benefit  where  other  agents  have  failed 


JOINT  EFFECTS: 


• Pain  and  tenderness  relieved 

• Mobility  increases 

• Swellings  diminish  or  disappear 

• Muscle  strength  improves 

• Rheumatic  nodules  may  disappear 

• Even  severe  or  advanced  deformity 
may  improve 

• Active  inflammatory  process  usually 
subsides 


• Remissions  on  therapy  well  maintained 

• Remission  of  3 to  12  months  possible  even  if 
treatment  is  interrupted 

• Tachyphylaxis  not  evident 


GENERAL  EFFECTS: 


• Patient  feels  better 

• Patient  looks  better 

• Exercise  tolerance  increases 

• Walking  speed  and  hand  grip  improves 


LABORATORY  EFFECTS: 


• E.  S.  R.  may  fall  slowly 

• Hemoglobin  level  may  gradually  rise 


• Joint  effusion  may  diminish 


DOSAGE: 


Aralen  is  cumulative  in  action  and 
requires  four  to  twelve  weeks  of 
administration  before  therapeutic  effects 
become  apparent. 

Latest  information  indicates  that  an  initial  daily 
dose  of  250  mg.  of  Aralen  phosphate  is  preferabh 
to  the  higher  doses  sometimes  recommended. 
However,  if  side  effects  appear,  withdraw 
Aralen  for  several  days  until  they 
subside.  Reinstate  treatment  with  125  mg. 
daily  and,  if  well  tolerated,  increase  to  250  mg. 
The  usual  maintenance  dose  is  250  mg.  daily. 


fJeuj  Chemotherapy 


TIONS: 

Rheumatoid  arthritis,  acute  or  chronic 
—with  or  without  adjunctive  therapy, 
flitis 

itis  associated  with  lupus 
thematosus  or  psoriasis 


THEORY  OF  ACTION: 


Aralen  appears  to  suppress  or 
induce  remission  of  rheumatoid 
inflammatory  processes  by  inhibiting 
adenosinetriphosphatase. 


HOW  SUPPLIED: 


Aralen  phosphate:  250  mg.  tablets  in  bottles  of  100  and  1000. 
125  mg.  tablets  in  bottles  of  100. 


Tolerance ; 


Caution 


is  usually  well  tolerated.  Toxic  effects  are 
ly  mild  and  to  date  have  been  transitory  in 
e,  disappearing  completely  either  on  con- 
ance  or  cessation  of  therapy  or  on  reduction  in 
“ge. 


Gastrointestinal  disturbances  (e.g.  nausea, 
ely  vomiting,  diarrhea,  abdominal  cramps, 
rexia)  are  frequent  manifestations  of  intoler- 
Temporary  blurring  of  vision  (due  to  inter- 
nee with  accommodation)  is  also  relatively 
uent. 


Aralen  is  known  to  concentrate  in  the  liver  and, 
although  hepatic  damage  has  never  been  reported, 
the  drug  should  be  used  with  caution  in  the  pres- 
ence of  liver  disease.  In  the  presence  of  severe 
gastrointestinal,  neurological,  or  blood  disorders, 
the  drug  should  be  used  with  caution  or  not  at  all. 
If  such  disorders  occur  during  the  course  of  ther- 
apy, the  drug  should  be  discontinued.  Concomitant 
use  of  gold  or  phenylbutazone  with  Aralen  should 
be  avoided  because  of  the  tendency  of  these  agents 
to  produce  drug  dermatitis. 


Clinical  Comments : 


Pleomorphic  skin  eruptions  (e.g.  lichenoid, 
ulopapular, purpuric)  .although  generally  mild, 
y preclude  the  use  of  an  optimum  dosage 
iule.  If  a skin  reaction  persists  on  a reduced 
■ge  schedule,  or  recurs  after  reinstitution  of 
atment  with  gradually  increasing  doses,  discon- 
e Aralen  till  the  lesion  again  disappears  and 
nsider  resuming  treatment  with  Plaquenil® 
nd  of  hydroxychloroquine). 


Of  fifty  patients  receiving  Aralen  therapy,  “43 
have  become  really  well;  that  is,  they  have  no  stiff- 
ness, and  any  pain  that  occurs  can  reasonably  be 
attributed  to  use  of  joints  affected  by  secondary 
degenerative  changes.  They  have  no  evidence  of 
joint  inflammation,  but  may  have  a raised  erythro- 
cyte sedimentation  rate.  They  have  little  or  no  need 
for  analgesics.”  Freedman1 2  3 


Less  frequently  transitory  vertigo,  headache, 
itude,  or  neurological  disturbances,  such  as 
rvousness,  irritability,  emotional  change,  and 
htmares  have  been  reported.  Instances  of  unex- 
ined  slight  gradual  weight  loss  as  the  patient’s 
eral  health  and  arthritic  condition  improved 
ve  been  mentioned.  Occasional  instances  of 
hing  (depigmentation)  of  the  hair  have  been 
ibed. 


“One  hundred  and  twenty-five  private  patients 
have  been  carefully  followed  clinically  and  haema- 
tologically  while  receiving  well  over  200  patient- 
years  of  chloroquine  [Aralen]  therapy.  The  results 
are  considered  good  in  70%,  one-half  of  these  cases 
being  in  remission.  Improved  work  performance, 
sedimentation  rate,  and  hemoglobin  levels  para- 
lleled the  major  objective  gain  in  this  70%.  90%  of 
them  remained  on  chloroquine  [Aralen]  therapy, 
half  for  more  than  two  years.  Classical  peripheral 
rheumatoid  arthritis,  spondylitis,  arthritis  of 
juvenile  onset,  and  rheumatoid  disease  with 
psoriasis,  all  appeared  to  respond  about  equally 
well. 


Although  an  occasional  instance  of  leukopenia, 
*th  normal  differential  count,  has  been  reported 
BC  about  3000) , it  has  not  proved  troublesome 
use  it  has  always  been  reversible  on  discontinu- 
, or  diminution  of  the  dose.  Even  spontaneous 
1 may  occur  while  full  dosage  is  maintained. 


“It  is  suggested  that  chloroquine  comes  closer  to 
the  ideal  for  long-term,  safe,  control  of  rheumatoid 
disease  than  any  other  agent  now  available.” 

Bagnall 4 5 6 7 

“Out  of  the  36  rheumatoid  arthritis  cases  we 
treated  . . . favorable  results  were  obtained  in  32 

Bruckner  et  al .* 


cases. 
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For  the  CONVENIENCE  of  our  CUSTOMERS... 


A.  B.  Munroe  Dairy  offers  cus- 
tomers the  choice  of  milk  in: 

(1)  conventional  straight  neck 
bottle, 

(2)  distinctive  two  compartment 
bottle  for  easy  separation  of 
cream  from  the  fat-free  milk. 
Separators  furnished  free 
upon  request. 

The  two  compartment  bottle  is 
a money-saver  for  families 
occasionally  requiring  small 
amounts  of  skim  (fat-free)  milk 
for  special  diets  or  top  cream 
for  coffee,  cooking  and  other 
needs. 

Call  EA  1-2091  today 
for  home  delivery. 

A.  B.  MUNROE  DAIRY 
INC. 


151  BROW  ST.,  EAST  PROVIDENCE,  R.  I. 


when  anxiety  and  tension  "erupts”  in  the  G.  I.  tract... 

IN  DUODENAL  ULCER 


PATHIBAMATE 

Meprobamate  with  PATHILON0  Lederle 


* 


Combines  Meprobamate  {400  mg .)  the  most  widely  prescribed  tranquilizer  . . . helps  control 
the  “emotional  overlay”  of  duodenal  ulcer  — without  fear  of  barbiturate  loginess,  hangover  or 
habituation  . . .with  PATHILON  (25  mg.)  the  anticholinergic  noted  for  its  extremely  low  toxicity 
and  high  effectiveness  in  the  treatment  of  many  G.I.  disorders. 

Dosage:  1 tablet  t.i.d.  at  mealtime.  2 tablets  at  bedtime.  Supplied:  Bottles  of  100,  1,000. 

’Trademark  ® Registered  Trademark  for  Tridihexethyl  Iodide  Ledprle 

LEDERLE  LABORATORIES  DIVISION,  AMERICAN  CYANAMID  COMPANY,  PEARL  RIVER,  NEW  YORK 
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RECURRENCE  OF  CONVULSIVE  SEIZURES 
COMPLICATING  STEROID  THERAPY 

A.  A.  Savastano,  m.d. 


The  Author.  A.  A.  Savastano,  M.D.,  of  Providence, 
Rhode  Island.  Senior  Orthopedic  Surgeon,  Miriam 
Hospital;  Consulting  Orthopedic  Surgeon,  Westerly 
and  South  County  hospitals. 


During  the  past  few  years  several  reports 
have  appeared  in  the  literature  stating  that 
cortisone  and  ACTH  exert  definite  influence  on  the 
electrical  activity  of  the  brain.  H.  L.  Wayne  reports 
her  findings  on  forty-three  patients  who  had  no 
previous  obvious  emotional  endocrine  or  metabolic 
disorders  on  whom  serial  electroencephalograms 
were  done  before,  during  and  after  ACTH  and 
cortisone  therapy.  Wayne  further  goes  on  to  show 
that  the  more  normal  the  electroencephalogram  is 
prior  to  the  institution  of  ACTH  or  cortisone  ther- 
apy, the  less  the  effect  of  these  two  drugs  on  the 
waves  of  the  electroencephalograms.  Conversely, 
however,  those  patients  who  showed  previous  mod- 
erate or  gross  pathological  wave  patterns  usually 
showed  an  increase  in  the  defect  of  the  waves  dur- 
ing therapy  with  ACTH  or  cortisone.  She  reported 
that  four  of  her  forty-three  patients  developed 
convulsive  seizures  either  during  or  shortly  after 
treatment  when  cortisone  or  ACTH  had  been 
instituted. 

Dorfman  and  his  co-workers  observed  three 
cases  of  status  epilepticus  during  the  use  of  ACTH. 
Softer,  Baehr  and  their  co-workers  reported  con- 
vulsions in  four  out  of  seventeen  patients  with 
lupus  erythematosus  early  during  their  course  of 
treatment  with  ACTH. 

The  side  effects  produced  by  the  administration 
of  ACTH  and  cortisone  are  numerous.  The  prin- 
cipal ones  recorded  by  E.  J.  Wayne  in  their  order 
of  frequency  of  occurrences  rather  than  their  dan- 
ger are  as  follows : 

A.  Gain  in  weight  — This  is  generally  charac- 
terized by  rounding  of  the  face  which  is  commonly 
known  as  "moonface.”  The  localized  deposit  of  fat 
over  the  lower  cervical  spine  is  not  an  uncommon 
complication  and  is  commonly  known  as  “buffalo 


hump.”  The  gain  in  weight  in  these  cases  is  gen- 
erally due  to  fluid  retention. 

B.  Psychological  changes  — People  may  be- 
come euphoric  because  of  the  relief  of  pain ; how- 
ever, some  patients  actually  develop  a psychosis. 

C.  Electrolyte  disturbances  — Sodium  reten- 
tion and  potassium  loss  have  been  proven  to  take 
place  time  and  again.  In  these  cases,  the  patient 
may  develop  muscular  weakness  and  a low  blood 
pressure. 

D.  Altered  tissue  reactions  in  injury  — It  is  re- 
ported that  cortical  hormones  may  interfere  with 
granulation  tissue  formation  and  also  may  delav 
the  healing  of  wounds.  Surgery  should  be  post- 
poned whenever  possible  on  patients  who  have  been 
receiving  or  are  receiving  hormone  treatment. 

E.  Gastrointestinal  effects  — These  hormones 
may  increase  gastric  acidity  and,  therefore,  produce 
or  aggravate  pre-existing  peptic  ulcers. 

F.  Carbohydrate  metabolism — These  hormones 
may  produce  a hyperglycemia  or  glycosuria  or  both. 
Some  cases  of  frank  diabetes  mellitus  are  on  record 
as  having  developed  from  this  type  of  hormone 
therapy. 

G.  Protein  metabolism  — These  hormones  may 
increase  catabolism  which  explains  why  at  times 
patients  who  are  on  this  form  of  therapy  are  given 
high  protein  diets. 

H.  Cardiovascular  system  — These  hormones 
are  apt  to  cause  a rise  in  blood  pressure  which  is  of 
consequence  only  if  the  patient  had  a pre-existing 
hypertension. 

I.  Effect  on  blood  coagulation  — People  receiv- 
ing ACTH  or  cortisone  are  more  apt  to  develop 
thromboembolic  complications. 

J.  Neurological  disturbances  — Convulsions 
have  been  recorded  as  having  occurred  any  number 
of  times  during  the  administration  of  cortisone. 

Although  cortisone  and  corticotrophin  therapy 
may,  among  others,  cause  such  complications  or 
side  reactions  as  electrolyte  disturbances,  altered 
tissue  reactions,  gain  in  weight,  gastrointestinal 

continued  on  next  page 
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disturbances,  neurological  and  psychological 
changes,  carbohydrate  and  protein  metabolism, 
blood  coagulation  and  cardiovascular  system 
changes,  the  remainder  of  this  paper  will  concern 
itself  chiefly  with  neurological  disturbances. 

Woodbury  and  Sayres  observed  that  the  admin- 
istration of  2 mg.  of  cortisone  daily  to  rats  in- 
creased the  excitability  of  the  brain  as  indicated  by 
the  lowering  of  the  threshold  for  induction  of  seiz- 
ures by  electroschock.  These  same  authors  report 
having  observed  a variety  of  psychic  reactions  in- 
cluding sleeplessness,  euphoria,  manic  behavior, 
depression  and  even  frank  psychosis.  A.  Dorfman, 
et  al..  report  that  while  investigating  the  therapeutic 
effects  of  the  hormones  on  some  children  they  ob- 
served status  epilepticus  in  three  patients  lasting 
from  five  to  seven  hours.  In  these  cases  the  spinal 
fluid  protein  was  temporarily  elevated. 

I wish  to  report  two  cases  which  developed  con- 
vulsive seizures  after  the  administration  of  meti- 
corten.  One  of  these  cases  was  an  established  epi- 
leptic who  had  not  had  a single  seizure  for  two 
years  prior  to  the  seizure  which  developel  after  she 
received  one  single  dose  of  10  mg.  of  meticorten. 
The  second  case  represents  a post-operative  brain 
tumor  patient  who  developed  seizures  after  several 
doses  of  meticorten,  but  who  had  not  had  any  seiz- 
ures for  thirteen  months  prior  to  the  administra- 
tion of  the  meticorten. 

Case  No.  1,  P.G.  — A forty-six-year-old  white 
female  entered  the  Miriam  Hospital  on  9/2/56 
with  a diagnosis  of  probable  ruptured  interverte- 
bral disc.  The  patient  was  a known  and  established 
epileptic  and  who  had  been  taking  daily  dilantin. 
She  had  not  had  a single  epileptic  seizure  for  two 
years  prior  to  her  admission  to  the  hospital.  In 
addition  to  being  a ruptured  disc  suspect,  the  pa- 
tient also  had  signs  and  symptoms  consistent  with 
fibrositis.  Because  of  this,  on  9/6/56,  meticorten 
was  ordered  for  her.  She  developed  definite  con- 
vulsions two  hours  and  fifteen  minutes  after  re- 
ceiving 10  mg.  of  meticorten.  In  spite  of  her  re- 
ceiving intramuscular  sodium  luminal,  intramuscu- 
lar magnesium  sulphate,  etc.,  she  had  numerous 
convulsions  of  varying  magnitude  until  9:00  p.m. 
of  the  same  day.  Meticorten  was  thereafter  omitted 
and  the  patient  has  not  had  any  further  convulsions 
to  date. 

Case  No.  2,  U.C.  — A fifty-four-year-old  white 
tailor  was  originally  admitted  to  Rhode  Island  Hos- 
pital on  4/  1 52  with  the  complaint  of  headache 
and  weakness  of  the  right  leg  of  nine  days’  dura- 
tion. Prior  to  his  admission  to  the  Rhode  Island 
Hospital,  he  was  at  the  Chapin  Hospital  where  he 
developed  convulsions.  While  at  the  Rhode  Island 
Hospital,  he  was  thoroughly  studied  and  these 
studies  included  an  angiogram,  an  EEC  and  a ven- 
triculogram. The  final  impression  was  that  the  pa- 
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tient  was  suffering  from  a space-occupying  lesion 
of  his  brain  which  was  placed  in  the  left  leg  area. 
Accordingly,  a craniotomy  was  done  on  4/5  52  at 
which  time  the  surgeon  found  what  he  considered 
to  be  a meningioma  below  the  cortex  off  the  falx 
and  which  he  described  as  being  5 x 4 cm.  and  firm. 
The  lesion  was  not  removed,  as  the  operating 
neurosurgeon  felt  that  removal  of  the  lesion  would 
certainly  paralyze  the  patient’s  right  leg  and  prob- 
ably his  right  arm  and  also  run  the  risk  of  produc- 
ing aphasia.  Accordingly,  only  a subtotal  decom- 
pression was  done.  Post-operatively  the  patient  did 
not  develop  aphasia  but  did  develop  a marked  weak- 
ness of  the  right  leg  and  arm.  Eventually,  he  re- 
gained almost  complete  power  in  his  right  arm  ; but 
although  his  right  lower  extremity  has  improved, 
it  has  remained  weak.  He  was  discharged  from  the 
hospital  on  4/23/52.  Thereafter  the  patient  re- 
mained under  the  care  of  the  neurosurgeon  who 
had  performed  his  operation,  whom  he  saw  period- 
ically. 

The  patient  eventually  developed  pain  and  swell- 
ing in  the  interphalangeal  joints  of  both  hands, 
right  shoulder,  both  knees  and  both  ankles.  He  also 
complained  of  pain  in  his  neck,  with  aggravation 
of  the  pain  on  motions  of  the  neck.  The  pain  in  the 
various  joints  became  aggravated  during  damp  or 
rainy  weather.  Because  of  these  various  complaints, 
he  was  referred  to  my  care,  at  which  time  a diag- 
nosis of  poly-rheumatoid  arthritis  was  made.  The 
patient  was  put  on  meticorten  therapy  which  con- 
sisted of  5 mg.  three  times  daily  after  meals.  He 
was  seen  two  weeks  later,  when  he  stated  that  he 
did  not  feel  very  much  better  ; consequently,  it  was 
deemed  advisable  to  continue  him  on  this  form  of 
treatment.  He  was  continued  on  this  form  of  treat- 
ment for  the  next  two  weeks,  by  the  end  of  which 
time  he  had  become  increasingly  irritable.  On 
7/5/57  he  was  readmitted  to  the  hospital  in  a 
classical  right-sided  Jacksonian  seizure.  During  his 
hospital  stay,  he  had  several  other  seizures  but 
these  gradually  subsided  with  medication  and  he 
was  therefore  discharged  from  the  hospital  five 
days  later. 

On  talking  to  the  patient  further,  he  assured  me 
that  he  had  not  had  a single  convulsive  seizure  for 
thirteen  months  prior  to  the  first  week  of  July, 
1957,  and  no  seizures  whatever  after  July  7,  1957, 
meticorten  having  been  withdrawn  a few  days  prior 
to  his  readmission  to  the  hospital. 

These  two  cases  are  extremely  interesting.  One 
case  developed  a convulsive  seizure  two  and  one- 
quarter  hours  after  receiving  10  mg.  of  meticorten. 
The  second  case  developed  seizures  after  about  one 
month  of  meticorten  therapy,  receiving  15  mg. 
daily.  In  each  case  the  meticorten  was  immediately 
withdrawn,  and  neither  case  has  had  a single  con- 
vulsive attack  since  the  withdrawal  of  the  medi- 
cation. 
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MERITS  OF  A TWO-HOUR  POSTPRANDIAL 
BLOOD  SUGAR  SCREENING  TEST* 

Albert  F.  Tetreault,  m.d. 


The  Author.  Albert  F.  Tetreault,  M.D.,  of  Providence, 
Rhode  Island.  Physician,  Department  of  Medicine, 
Rhode  Island  Hospital. 


If  more  cases  with  unsuspected  diabetes  mellitus 
are  to  be  detected  in  the  future,  the  adoption  of 
an  adequate  screening  method  is  necessary.  Re- 
cently, urine  sugar  tests  alone  and  a single  fasting 
blood  sugar  were  found  undesirable  for  this  pur- 
pose.1 On  the  premise  that  a two-hour  postprandial 
blood  sugar  is  satisfactory  in  differentiating  be- 
tween normal  and  abnormal  glucose  tolerance,2, 3 
a simple  screening  method  is  presented  together 
with  an  evaluation  of  glucose  tolerance  in  a general 
hospital. 

Materials  and  Method 

Three  laboratory  criteria  were  used  in  this  study. 
The  Benedict  method4  was  employed  to  obtain 
“true”  blood  sugar  values;  Galatest  reduction,5,0 
reflected  the  amount  of  sugar  in  the  urine  ; and  with 
Denco  Acetone  Powder7  ketone  bodies  were  sought 
in  all  urines  containing  significant  quantities  of 
sugar. 

Two  groups  of  patients  were  compared.  An  un- 
selected group  was  obtained  from  the  first  1,159 
consecutive  admissions  to  the  Rhode  Island  Hos- 
pital in  1954.  They  were  compared  to  a selected 
group  of  141  medical  patients  who  were  subjected 
to  a two-hour  postprandial  blood  sugar  (2hppBS) 
two  to  five  days8, 9 after  admission  to  the  same  hos- 
pital. The  prescribed  test  meal  consisted  of  an  ordi- 
nary breakfast  that  supplied  75  gm.  of  available 
glucose.  In  both  groups  particular  attention  was 
paid  to  age,  sex,  and  nationality  distribution,  to 
primary  established  diagnoses,  and  to  the  incidence 
of  hyperglycemia  and/or  glycosuria  and  acetonuria. 

The  95  per  cent  range  for  the  fasting  blood  sugar 
(F.B.S.)  and  2hppBS  was  ascertained  after  a 
standard  glucose  tolerance  test10  was  performed  on 
eighteen  normal  members  of  the  Rhode  Island  Hos- 
pital staff. 

Results 

The  95  per  cent  range  for  the  F.B.S.  varied  from 
61,1  to  95,9  mg.  of  glucose  per  100  ml.  and  two  hours 

*From  the  Medical  Service  of  the  Rhode  Island  Hospital. 
Presented  on  Rhode  Island  Hospital  Research  Dav,  April 
18,  1956. 


after  the  standard  test  meal,  from  56.2  to  106.2  mg. 
of  glucose  per  100  ml.  (graph  1).  In  this  study 
4 mg.  of  glucose  per  100  ml.  above  the  highest 
calculated  value  for  the  fasting  and  two-hour  post- 
prandial blood  sugars  was  considered  the  upper 
limit  of  normal  in  each  instance. 

GRAPH  I 

Venous  Blood  Glucose  Range 
Following  Standard  Glucose  Meal 


Hours 

(95%  Range  — Twice  the  Standard  Deviation  added  to 
or  subtracted  from  the  Mean.) 

Based  on  18  normals. 

One  hundred  and  eighty-six  cases  were  discarded 
from  the  unselected  group  because  of  insufficient 
data.  Both  the  selected  and  unselectecl  groups  re- 
mained comparable  according  to  nationalities 
(chart  1),  but  not  age.  Most  of  the  patients  in  the 
selected  group  were  over  sixty  years  of  age.  The 
highest  incidence  of  decreased  glucose  tolerance 
occurred  among  the  Irish;  the  lowest,  among  the 
English  (chart  2). 

When  each  case  was  evaluated  according  to  his 
primary  established  diagnosis,  the  highest  inci- 
dence of  lowered  glucose  tolerance  was  found  in 
patients  with  cerebrovascular  accidents  (chart  3). 
Slightly  less  than  two  thirds  of  the  cases  treated 
for  portal  cirrhosis  and  nephrosis  had  decreased 

continued  on  next  page 
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CHART  1 


Cases  by  Nationalities 


Population 

Nationality 

% 

( ' nselectcd 
Cases  % 

Selected 
Cases  c/o 

American 

19 

183 

19 

23 

16 

Irish 

14 

131 

13 

22 

16 

Italian  

. 21 

209 

21 

28 

20 

Canadian- French 

11 

105 

11 

16 

11 

English 

9 

87 

9 

16 

11 

Jewish  

2 

25 

3 

0 

0 

Portuguese  

7 

66 

7 

9 

6 

Negro  

3 

35 

4 

3 

2 

Others*  

14 

130 

13 

24 

17 

*Greek,  Polish, 

Scottish,  German, 

Swiss, 

Dutch, 

Nor- 

wegian,  Lithuanian,  Swedish,  Russian,  Austrian,  Arme- 
nian. Hungarian,  Rumanian,  Syrian,  Turkish,  Lebanese, 
Spanish,  Indian,  Mexican,  Alsatian,  Chinese,  and  Danish. 

glucose  tolerance.  Hepatomegaly  was  observed 
most  frequently  in  cases  with  proven  neoplasms 
and  was  an  influencing  factor  in  18  per  cent  of  the 
cases  with  an  elevated  F.B.S.  and  glycosuria.  Pa- 
tients with  an  infection,  arthritis,  or  a fracture 
frequently  had  glycosuria  with  or  without  a F.B.S. 
elevation. 

There  were  sixty  known  diabetics  among  the 
1.114  patients  studied.  Eighty-five  per  cent  had 
definitely  elevated  blood  sugars  ; i.e.,  either  a F.B.S. 
greater  than  110  mg.  of  glucose  per  100  ml.,  or  a 
2hppBS  greater  than  1 50  mg.  of  glucose  per  100  ml. 
In  chart  4 patients  with  borderline  and  definitely 
elevated  fasting  and  two-hour  postprandial  blood 
sugars  were  considered  as  having  decreased  glucose 
tolerance  and  distinguished  only  by  the  presence  or 
absence  of  glycosuria.  When  glycosuria  was  ab- 
sent. an  elevated  2hppBS  was  most  frequently 
observed  (30%).  The  greater  sensitivity  of  the 
2hppP>S  was  suggested.  Verification  of  this  point 
was  accomplished  after  both  a F.B.S.  and  2hppBS 
were  performed  on  the  same  patients  showing  no 
sugar  in  their  urines;  30%  had  elevated  2hppBS’s 
and  normal  F.B.S.’s.  Upon  comparing  cases  with 
glycosuria  and  either  a normal  F.B.S.  or  a normal 
2hppBS,  it  was  evident  that  fewer  false  negatives 
were  recorded  with  the  2hppBS  determination. 
The  greater  reliability  of  the  2hppBS  was  em- 
phasized. 


Discussion 

Before  a valid  alimentary  screening  test  can  be 
performed  conditions  such  as  starvation,  severe 
dehydration,  omission  of  a preparatory  diet,  severe 
diarrhea,  extensive  atrophy  or  ulceration  of  the 
gastrointestinal  mucosa,  bowel  obstruction,  etc., 
must  be  corrected.  In  the  unselected  group  fasting11 
was  one  of  the  outstanding  factors  adversely  affect- 
ing glucose  tolerance.  Since  many  patients  ate 
poorly  during  their  initial  period  of  hospitalization, 
particular  care  was  taken  to  avoid  this  factor  in  the 
selected  group. 

An  attempt  was  also  made  to  give  these  selected 
patients  a palatable  and  adequate  test  meal.  Ex- 
perience has  shown  that  following  the  ingestion  of 
100  or  more  gm.  of  glucose  many  patients  suffer 
gastrointestinal  symptoms.  One  third  of  the  18 
normals  subjected  to  a standard  glucose  tolerance 
test  in  this  study  were  either  nauseated  and/or 
vomited.  An  ordinary  breakfast  consisting  of  ap- 
proximately 62  gm.  of  carbohydrate,  19  gm.  of 
protein,  and  25  gm.  of  fat  was  well  tolerated  by  all 
of  the  selected  patients. 

The  adequacy  of  such  a meal  was  suggested 
many  years  ago.  MacLean  (cited12)  pointed  out 
that  5 gm.  of  glucose  produced  an  appreciable  rise 
in  blood  glucose  “and  that  after  a dose  of  25  gm. 
was  reached  further  increases  did  not  increase  the 
rise  but  merely  prolonged  it.”  Gray13  also  showed 
that  the  normal  zone  for  the  postprandial  glycemic 
reaction  ranged  between  0.11  and  0.16  per  cent 
irrespective  of  “whether  the  dose  of  dextrose 
varied  from  20  to  200  gm.”  But  because  the  small 

CHART  3 
Cases  by  Diagnoses 

Diagnoses  No.  Cases  % Dec.  Gl.  T. 


Cerebrovascular  Accident 

24 

67 

Portal  Cirrhosis  

11 

64 

Nephrosis  

8 

63 

Ulcerative  Colitis  

5 

60 

Infections 

181 

48 

Asthma  

15 

47 

Arthritis  and  Fractures 

79 

42 

(Dec.  Gl.  T Decreased  Glucose 

Tolerance) 

CHART  2 

Nationalities’  Tolerance  of  Glucose 


Population 

(49%) 

Dec.  Gl.  T. 

(51%) 

Othei 

Cases  (39%  ) 

Nationality 

% 

Normal 

Fac. 

T.G. 

No. 

%/Nationality 

American  

19 

96 

2 

26 

84 

40 

Irish  

14 

70 

3 

17 

63 

41 

Italian  

21 

114 

7 

21 

95 

40 

Canadian-French  

11 

60 

4 

11 

46 

38 

English 

9 

61 

1 

9 

32 

31 

Jewish  

? 

11 

0 

4 

10 

40 

Portuguese  

7 

32 

0 

13 

30 

40 

Negro 

3 

19 

0 

4 

15 

39 

Others  

14 

83 

4 

9 

58 

38 

(Dec.  Gl.  T. — Decreased 

Glucose  Tolerance.  Fac  — 

-Factitious. 

T.G. — Transient 

Glycosuria. 

No. — 

Number) 
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increase  in  blood  sugar  during  protein  metabolism 
appeared  “to  parallel  the  severity  of  the  disease 
much  more  closely  than  the  rise  after  the  ingestion 
of  glucose,”14  the  use  of  bread,  crackers,  etc.,  in 
glucose  tolerance  tests  was  not  advocated. 

These  simple  foods,  on  the  other  hand,  were 
found  sufficient  and  desirable  for  screening  pur- 
poses. Their  effectiveness  was  demonstrated  in  the 
relatively  high  incidence  of  2hppBS  elevations 
when  other  evidence  of  lowered  carbohydrate  tol- 
erance was  lacking.  And  with  their  use  the  2hppBS 
was  shown  to  be  more  sensitive  and  reliable  than 
the  F.B.S. 

On  the  other  hand,  the  unreliability  of  only  a 
urine  sugar  test  as  a screening  method  has  long 
been  recognized.  Forty  years  ago  Hamnian  and 
Hirschmanir>  predicted  that  renal  diabetes  would 
remain  a relative  condition ; i.e.,  dependent  upon 
the  renal  threshold  of  glucose  and  upon  the  many 
factors  cited  above  which  cause  transient  hyper- 
glycemia. Recently  Petrie  et  al.1  reported  the  ab- 
sence of  glycosuria  in  42  per  cent  of  their  cases 
with  borderline  glucose  tolerance  tests  and  in  20 
per  cent  with  definitely  abnormal  glucose  tolerance 
tests.  Even  in  this  limited  study  urine  sugar  tests 
yielded  the  smallest  group  with  decreased  glucose 
tolerance  (chart  4,  Section  d).  Since  they  are  the 
most  frequently  used  tests  today,  more  adequate 
means  must  be  developed  and  employed  to  increase 
the  recognized  incidence  of  diabetes  in  the  future. 

To  date  a 2hppBS  has  been  infrequently  used 
for  screening  purposes.  McLaughlin  et  al,16  de- 
tected only  2.3  per  cent  of  their  new  diabetics  by 
its  use.  Popular  dependence  upon  a single  F.B.S. 
and/or  a urinalysis  has  been  the  primary  cause  of 
our  overlooking  many  mild  diabetics.17  This  can  be 
remedied  only  by  the  universal  adoption  of  a 
screening  procedure  comparable  to  that  herein  pro- 
posed. But  a careful  avoidance  of  invalidating  fac- 


tors as  well  as  a re-evaluation  of  all  recuperated 
patients  having  had  2hppBS  elevations  with  a 
standard  glucose  tolerance  test  cannot  be  over- 
emphasized. 

In  this  study  the  greater  sensitivity  and  reli- 
ability of  the  2hppBS  were  demonstrated.  Its  gen- 
eral use  with  an  adequate  test  meal  should  greatly 
facilitate  the  detection  of  mild  diabetics. 

Summary 

A study  of  primary  established  diagnoses,  age, 
nationality,  and  the  factors  said  to  affect  glucose 
tolerance  was  made  on  1,114  patients  admitted  to 
a general  hospital.  Nine  hundred  and  seventy-three 
of  these  cases  were  unselected  and  compared  to  141 
who  were  subjected  to  a postprandial  blood  sugar 
taken  two  hours  after  an  ordinary  breakfast. 

CONCLUSIONS 

1.  An  ordinary  breakfast  followed  by  a two-hour 
postprandial  blood  sugar  is  simple  and  adequate 
for  detecting  mild  diabetics. 

2.  A two-hour  postprandial  blood  sugar  is  more 
sensitive  and  reliable  than  a fasting  blood  sugar. 
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CHART  4 

Comparison  of  Screening  Procedures 

Cases  with  Dec.  G.  T. 


Normal  Urine  Glycosuria 


Groups 

Screening  T ests 

A To.  Cases 

% Dec.  G.T. 

No.  Cases 

% Dec.  G. 

a) 

Unselected 

Elevated  F.B.S. 

38 

6 

67 

10.9 

Selected 

Elevated  2hppBS 

34 

30 

18 

15.9 

b) 

Selected 

Normal  2hppBS 

4 

3.9 

Unselected 

Normal  F.B.S. 

104 

16.9 

c) 

Selected 

Normal  F.B.S.  with 

Elevated  2hppBS 

8 

30 

d) 

Unselected 

Urinalysis 

(Galatest)  94  26.8 

Note:  D.S. — Blood  Sugar 

F.B.S.  — Fasting  Blood  Sugar 

2hppBS — Two-hour  postprandial  Blood  Sugar 

Dec.  G.T.  — Decreased  Glucose  Tolerance 

Borderline  Definitely  Elevated 

Elevated  B.S.  — F.B.S.  100-110  mg%  Greater  than  110  mg% 

2lippBS:  110-150  mg%  Greater  than  150  mg% 


No  Urinalysis 
No.  Cases  % Dec.  G.T. 
8 88 
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THE  FIRST  APPENDECTOMY  IN  RHODE  ISLAND 

Seebert  J.  Goldowsky,  m.d. 


The  Author.  Seebert  J.  Goldowsky,  M.D.,  of  Provi- 
dence, Rhode  Island.  Surgeon,  Miriam  Hospital;  As- 
sistant Surgeon,  Rhode  Island  Hospital. 


Reginald  Fitz  of  Boston  read  his  epochal  paper 
on  Perforating  Inflammation  of  the  Vermi- 
form Appendix  before  the  first  meeting  of  the 
Association  of  American  Physicians  at  Washing- 
ton, D.  C.,  in  June  of  1886.  The  first  successful 
appendectomy  based  on  a preoperative  diagnosis 
of  appendicitis  was  probably  that  of  Thomas  G. 
Morton  of  Philadelphia  performed  on  April  27, 
1887. 1 The  essays  of  John  B.  Murphy  and  Charles 
McBurney,  however,  presented  in  1889  may  be 
largely  credited  with  acquainting  the  profession 
with  the  desirability  of  early  diagnosis  and  surgery 
in  this  disease. 

An  excellent  paper2  presented  before .the  Rhode 
Island  Medical  Society  in  1882  by  Doctor  Robert 
F.  Xoves  of  Providence  is  of  much  local  interest. 
In  it  he  collected  from  the  literature  and  from  his 
own  experience  one  hundred  cases  of  perityphlitic 
abscess  treated  by  surgical  drainage.  He  reported  a 
mortality  of  fifteen  per  cent  in  this  group.  He  was 
aware  of  the  not  infrequent  association  of  appendi- 
ceal perforation  with  the  condition,  but  the  impli- 
cations of  this  observation  eluded  him,  as  it  had 
practically  all  of  his  contemporaries. 

Surgeons  in  the  Rhode  Island  area  began  to 
make  the  diagnosis  of  appendiceal  abscess  about 
1892.  A few  cases  so  diagnosed  and  treated  suc- 
cessfully by  drainage  were  reported.  The  first  ac- 
tual appendectomy  in  Rhode  Island  was  performed 
on  February  6,  1893,  by  Doctor  George  L.  Collins 
of  Providence.  The  correct  diagnosis  was  made 
before  operation  and  the  patient  recovered.  The 
following  case  report  is  reprinted  from  the 
Transactions  of  the  Rhode  Island  Medical 
Society  for  1 893  :3 

A Case  of  Appendicitis,  With  Removal  of 
the  Appendix 
By 

George  L.  Collins,  m.d. 
of  Providence 

J.S.,  an  Englishman,  silversmith,  twenty-two 
years  of  age,  married,  having  been  previously 


seen  by  Drs.  Carr  and  G.  S.  Matthews,  was 
admitted  to  the  Rhode  Island  Hospital,  Feb.  6th, 
1893,  with  the  following  history : 

February  3d  was  attacked  with  a sharp  pain 
in  the  right  iliac  region.  Since  then  pain  has  been 
continuous  with  occasional  vomiting;  the  bowels 
have  moved  but  once. 

Temp.,  102.6°.  Pulse,  102.  Respirations,  25. 

Physical  examination  at  time  of  admission : 
Abdomen  distended,  with  rigidity  of  abdominal 
muscles.  Great  tenderness  in  the  right  iliac  re- 
gion, with  dullness  and  increased  resistance.  A 
well  marked  tumor  could  be  mapped  out,  its 
upper  border  being  just  below  a line  drawn  from 
the  umbilicus  to  the  anterior  superior  spine  of 
the  ilium.  The  greatest  tenderness  on  pressure 
was  one  inch  below  the  so-called  “ McBurney ’s 
point.” 

Operation  Feb.  6th,  1893,  by  Dr.  Collins,  as- 
sisted bv  Dr.  Keefe.  An  incision  two  inches  long 
was  made  over  the  centre  of  the  tumor  down  to 
the  peritoneum. 

An  aspirating  needle  was  inserted  and  a small 
amount  of  bloody  purulent  fluid  drawn  off.  The 
peritoneum  was  then  incised  and  an  entrance 
effected  into  a cavity  about  two  inches  in  diam- 
eter and  three  inches  deep,  which  was  found  to 
be  completely  walled  oft  from  the  general  peri- 
toneal cavity.  At  the  base  of  the  cavity  the  ap- 
pendix veriformis  could  be  distinctly  felt.  It  was 
not  adherent  and  appeared  to  contain  some  hard 
masses.  The  appendix  was  drawn  up  to  the  sur- 
face of  the  wound,  ligated  with  catgut  close  to 
its  junction  with  the  intestine,  and  removed.  It 
was  much  congested  and  thickened,  hut  not 
gangrenous. 

A rubber  drainage  tube  was  inserted,  the 
wound  packed  with  iodoform  gauze  and  dressed 
with  bichloride  gauze. 

The  patient  recovered  wTell  from  the  ether,  the 
operation  having  lasted  forty-five  minutes. 

February  7 (day  after  operation) — Patient 
comfortable.  Temp.,  101°.  Pulse,  88.  Milk  diet. 

February  8 — Wound  dressed.  Tube  removed. 
Comfortable.  Temp.,  99°,  99.5°. 

February  10 — Slight  discharge  of  pus.  Dress- 
ings changed. 
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February  15 — Dressings  changed.  Wound 
clean.  No  further  discharge  of  pus. 

The  healing  process  continued  uninterruptedly 
until  March  18th,  when  the  patient  was  dis- 
charged cured. 

The  appendix  at  the  time  of  its  removal  was 
found  to  contain  two  masses  resembling  in  size 
and  appearance  grains  of  corn.  On  section  and 
examination  these  bodies  were  found  to  he  com- 
posed of  hardened  faeces. 

I have  reported  the  above  case  with  the  object 
of  bringing  forward  two  points  of  interest. 

First — The  ease  with  which  the  appendix  was 
found  and  brought  to  the  surface — it  not  being 
hound  down  or  obscured  by  adhesions — and, 
although  being  inflamed  and  thickened,  it  lay  free 
in  the  abscess  cavity. 

Second — I have  thought  it  of  interest  to  put 
this  case  on  record,  as  it  is  the  first  instance  of 
the  operation  for  the  removal  of  the  vermiformis 
appendix  which  has  been  performed  in  this  State. 
[Italics  ours.] 
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RECURRENCE  OF  CONVULSIVE  SEIZURES 
COMPLICATING  STEROID  THERAPY 

concluded  from  page  620 

Since  both  patients  have  had  previous  convul- 
sive attacks,  one  could  argue  that  the  development 
of  the  seizures  following  the  administration  of 
meticorten  could  very  well  have  been  coincidental. 
However,  the  first  patient  had  not  had  any  seizures 
for  two  years  prior  to  the  one  that  she  developed 
after  receiving  10  mg.  of  meticorten  ; while  the 
second  case  had  not  had  a single  seizure  for  thirteen 
months  prior  to  the  receiving  of  the  meticorten 
therapy.  In  each  case  the  patient  has  not  had  any 
further  seizures  since  the  withdrawal  of  the  meti- 
corten therapy.  On  the  basis  of  some  of  the  reports 
which  appear  in  the  literature  dealing  with  the 
effect  of  ACTH  or  cortisone  on  the  electrical  activ- 
ity of  the  brain,  it  is  my  opinion  that  in  the  two 
cases  reported,  the  meticorten  therapy  served  to 
bring  about  a recurrence  of  convulsive  seizures. 

Summary 

The  literature  reviewed  indicates  that  cortisone 
and  ACTH  exert  definite  influence  on  the  electrical 
activity  of  the  brain.  Two  cases  are  reported  — 
each  of  which  had  a history  of  convulsive  seiz- 
ures — one  from  pure  status  epilepticus,  the  other 
from  a brain  tumor.  One  case  had  not  bad  any 
epileptic  seizures  for  two  years  prior  to  the  seizure 
which  developed  after  receiving  10  mg.  of  meti- 
corten. This  case  has  not  had  a single  epileptic  seiz- 


ure since  then.  The  second  case  had  not  had  any 
seizures  for  thirteen  months  prior  to  the  seizures 
which  developed  after  his  receiving  meticorten  for 
one  month.  This  particular  case  has  not  had  any 
seizures  since  the  therapy  was  withdrawn. 

CONCLUSIONS 

The  administration  of  steroid  therapy  to  patients 
giving  a history  of  epilepsy,  psychosis,  brain  tu- 
mors or  any  type  of  brain  irritation  should  be  done 
with  utmost  caution,  as  these  patients  are  apt  to 
redevelop  symptoms  of  brain  irritation. 

Bibliography 

1Dorfman,  A.;  Apter,  N.  S. : Smull,  K. ; Bergenstal, 
D.  M. ; Richter,  R.  B. : Chicago,  Illinois.  Status  Epilepti- 
cus Coincident  With  the  Use  of  Pituitary  Adrenocortico- 
tropic Hormone:  Report  of  Three  Cases.  Journal  of  the 
American  Medical  Association,  146:25,  1951 
2Soffer,  L.  J. : Levitt,  M.  F. ; Baehr,  G. : The  Use  of  Corti- 
sone and  Adrenocorticotropic  Hormone  in  Acute  Dis- 
seminated Lupus  Erythematosis.  Archives  of  Internal 
Medicine,  86:558,  1950 

3Ransokoff,  W. ; Brust,  A.  A. ; Reiser,  M.  F. ; Mirsky,  A. ; 
Ferris,  E.  P. : The  Effect  of  Sodium  and  Potassium  on 
the  Metabolic  and  Physiologic  Responses  to  ACTH  in 
Proc.  of  the  Second  Clinical  ACTH  Conference,  edited 
by  J.  R.  Mote,  Philadelphia,  Pa.  The  Blakiston  Co.,  Vol.  1, 
p'  160,  1951 

4McQuarrie,  I.;  Anderson,  J.  A.;  and  Ziegler,  M.  R. : 
Observations  on  the  Antagonistic  Effects  of  Posterior 
Pituitary  and  Cortico-adrenal  Hormones  in  Epileptic 
Subject.  Journal  of  Clinical  Endocrinology,  2:406,  1942 
5Sprague,  R.  G.,  Rochester,  Minn.:  Cortisone  and  ACTH  : 
A Review  of  Certain  Physiologic  Effects  and  Their  Clini- 
cal Implications.  American  Journal  of  Medicine,  Vol.  10, 
No.  4,  p.  567-594,  April,  1951 

cHoefer,  P.  F.  A.;  Glaser,  G.  H.,  New  York:  Effects  of 
Pituitary  Adrenocorticotrophic  Hormone  (ACTH)  Ther- 
apy Electro  - encephalographic  and  Neuropsychiatric 
Changes  in  Fifteen  Patients.  Journal  of  the  American 
Medical  Association,  Vol.  143,  No.  7,  p.  620-624,  June  17, 
1950 

7 Wayne,  E.  J.,  M.D.,  Ph.D.,  F.R.C.P.,  F.R.F.P.S. : The 
Dangers  and  Complications  of  Cortisone  and  Cortico- 
trophin  Therapy.  The  Practitioner,  Vol.  175,  No.  1049, 
p.  546-552,  November,  1955 


E.  P.  Anthony,  Inc. 


Wilbur  E.  Johnston  Raymond  E.  Johnston 

178  ANGELL  STREET 
PROVIDENCE,  R.  I. 
GAspee  1-2512 


626 


RHODE  ISLAND  MEDICAL  JOURNAL 


OPERATIVE  TECHNIQUE  FOR  RADICAL  REMOVAL 
OF  INGROWN  TOENAIL 
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Ingrown  toenail  is  a condition  frequently 
treated  lightly  by  the  medical  profession.  All  too 
commonly  patients  become  discouraged  and  suffer 
indefinitely  because  one  or  more  inadequate  pro- 
cedures have  not  provided  relief.  If  the  simple 
remedy  of  packing  cotton  under  the  nail  is  not 
sufficient  to  elevate  it  above  the  underlying  soft 
tissues,  then  operation  is  necessary.  Two  types  of 
procedures  are  possible ; either  removal  of  excess 
soft  tissue,  or  ablation  of  a portion  of  the  nail  and 
the  matrix  from  which  it  arises. 

The  following  method  of  removing  nail  and 
matrix  probably  contains  nothing  original.  It  is 
offered  to  re-emphasize  ways  and  means  of  achiev- 
ing clear  exposure  for  careful  dissection  and  be- 
cause of  its  simplicity.  Xo  assistant  is  necessary, 
nor  are  operating  room  facilities.  The  procedure 
has  been  uniformly  successful. 

After  adequate  cleaning  of  the  skin,  digital  nerve 
block  is  effected,  using  one  per  cent  novocain.  If 
only  one  side  of  the  nail  is  involved,  only  that  side 
will  need  blocking.  This  often  leaves  only  partial 
anesthesia  at  the  toe  tip,  but  a drop  or  two  of  sub- 
ungual novocain  will  take  care  of  this.  Local  anes- 


thesia is  contraindicated  in  arterial  deficiency. 

After  anesthesia  is  complete,  a bloodless  field  is 
obtained  by  placing  a rubber  band  tourniquet  about 
the  base  of  the  toe.  Incisions  are  made  as  shown  in 
the  post-operative  photograph  (Figure  2).  With  a 
scalpel,  skin  Haps  are  raised  proximally  and  to  the 
side.  Fat  is  left  attached  to  the  dorsum  of  the  nail 
so  as  not  to  disturb  the  underlying  matrix.  Silk- 
traction  sutures  are  passed  through  each  skin  flap. 
Hemostats  are  attached  to  these  sutures  and  al- 
lowed to  hang  off  the  table  edge.  Their  weight  will 
bold  the  flaps  back  and  allow  ready  access  to  the 
nail.  With  heavy,  pointed  scissors,  the  nail  is  then 
split  longitudinally  to  separate  the  portion  to  be 
removed.  This  will  be  about  a quarter  of  an  inch 
wide,  but  width  depends  on  the  amount  of  over- 
lapping soft  tissues.  The  portion  to  be  removed  is 
grasped  with  a hemostat  at  the  tip  and  undercut 
with  a scalpel  ( Figure  4 ),  again  leaving  soft  tissue 
attached  to  the  nail.  This  undercutting  is  continued 
all  the  way  back  until  the  scalpel  encounters  the 
bony  edge  at  the  proximal  end  of  the  dorsum  of 
the  distal  phalanx.  The  specimen  is  then  removed 
by  cutting  across  the  soft  tissues  remaining  proxi- 
mally between  the  dissections  above  and  below  the 
nail.  This  must  be  done  close  to  bone.  During  the 
final  steps,  care  must  be  taken  not  to  pull  too  bard 
on  the  nail  or  it  will  separate  from  the  matrix.  If 
the  procedure  is  properly  carried  out.  the  entire 


FIGURES  I,  II  AND  III 

figure  I represents  the  pre-operative  condition,  and  Figure  II  is  a picture  taken  immediately  post-operative.  Figure 
III  is  the  six-month  result. 
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root  of  the  nail,  matrix,  and  surrounding  fat  and 
connective  tissue  will  be  excised  (Figure  5). 

A few  0000  silk  sutures  are  placed  in  the  skin 
flap  edges,  and  a pressure  dressing  is  applied.  The 
rubber  band  tourniquet  is  then  removed.  Usually 
the  first  dressing  will  become  rapidly  blood  soaked, 
but  it  can  be  replaced  in  fifteen  minutes,  when 
bleeding  will  have  largely  subsided.  The  patient  will 
need  to  wear  a cut-out  shoe  for  a few  days.  Codeine 
may  he  necessary  the  first  night. 

Postoperatively  the  wound  must  be  seen  fre- 


Diagram showing  operative  technique.  Note  rubber 
band  tourniquet  and  traction  sutures  weighted  with 
hemostats  giving  adequate  exposure  of  a dry  field. 


.S 


FIGURE  V 

Photomicrograph  of  sagittal  section  of  the  proximal 
end  of  the  excised  nail.  Note  the  intact  matrix  surround- 
ing the  nail. 


quently.  Infection  may  lead  to  wound  suppuration. 
If  this  occurs,  the  sutures  are  removed  early  and 
soaks  instituted.  Healing  will  be  a little  slower, 
but  the  end  result  satisfactory  even  if  infection 
does  occur. 

Figures  one  and  three  demonstrate  the  pre- 
operative condition  and  the  results  six  months  later. 

SUMMARY 

Attention  is  drawn  to  the  fact  that  inadequate 
operations  for  ingrown  toenail  are  frequently  per- 
formed. A satisfactory  procedure  is  outlined. 


I.  E.  BRENNAN  & COMPANY 

Leo  C.  Clark,  Jr.,  B.S.,  Reg.  Pharm. 

5 North  Union  Street  Pawtucket,  R.  I. 
SHELDON  BUILDING 
7 Registered  Pharmacists 


Located  on  Rt.  1 
South  Attleboro,  Massachusetts 

A modern  non-profit  hospital  for  the  care  and  treatment  of 
nervous  and  emotional  disorders  as  well  as  long  term  geriatric 
problems. 

Physical,  neurological,  psychiatric  and  psychological  exam- 
inations. 

Modern  recognized  psychiatric  therapies. 

A pleasant  homelike  atmosphere  in  a beautiful  and  conveni- 
ently located  institution. 

L.  A.  Senseman,  M.D.,  F.A.P.A.,  Medical  Director 
Edwin  Dunlop,  M.D.  Michael  G.  Touloumtzis,  M.A. 

Oliver  S.  Lindberg,  M.D.  William  H.  Dunn,  M.S.W. 

Referred  patients  are  seen  daily  (except  Saturdays)  9-12  A.M., 
and  by  appointment. 

R.  I.  Blue  Cross  Benefits  Tel.  Southgate  1-8500 

Special  Rates  for  Long-Term  Care 


628 


RHODE  ISLAND  MEDICAL  JOURNAL 


TTTTTTTT  T TT  T T T T'TTTTTTTTTTTTTTTTTTTTTTTTTTTTTTTTTTTTTTTTTTTTTTTTTTTTTTTTTTT 


MASTERS  IN  MEDICINE  — JOHN  HUGHLINGS  JACKSON,  M.D. 
ON  THE  STUDY  OF  DISEASES  OF  THE  NERVOUS  SYSTEM* 

A Lecture  Delivered  in  June,  1864 


Gentlemen  — “It  is  easier,"  Lord  Bacon  says, 
“to  evolve  truth  from  error  than  from  confu- 
sion." I f we  look  back,  most  of  us  would  say  of  our 
mental  culture  that  the  great  want  was  not  a want 
of  industry,  nor  of  opportunities,  but  of  method. 
And  in  the  study  of  disease  it  is  better  to  have  even 
a mechanical  arrangement  than  to  work  without  a 
plan.  But  I hope  that  the  method  I am  about  to 
submit  to  you  is  in  some  sense  a natural  system, 
rather  than  an  artificial  scheme.  If  you  find  it  helps 
you  keep  it;  if  it  trouble  you  reject  it.  Each  has 
his  peculiar  mental  temperament,  and  a plan  which 
to  one  is  a help  would  be  a constraint  to  another. 
I think  the  value  of  my  method  is  that  it  will  pre- 
vent your  mistaking  a complete  view  of  one  aspect 
of  a case  for  a knowledge  of  the  patient's  disease. 
Thus,  you  may  study  the  physiology  of  a case 
minutely  and  accurately,  but  this  is  not  the  disease. 
You  may  study  the  clinical  history  and  neglect  the 
physiological;  this  also  is  an  imperfect  foundation 
for  thinking  of  a patient’s  case.  You  will  see  better 
what  I mean  after  a few  illustrations.  I will  now 
simply  repeat  what  I have  said,  that  neither  the 
physiological  history  alone,  nor  the  clinical  history 
alone,  is  to  be  taken  as  a basis  for  our  diagnosis,  or 
as  a basis  of  treatment.  It  is  from  a consideration 
of  both,  that  we  arrive  at  the  natural  history  and 
act  for  our  patient’s  advantage  in  diagnosis,  prog- 
nosis. and  treatment. 

But  I must  insist  on  one  thing  as  an  essential 
preliminary  in  the  study  of  disease,  and  markedly 
essential  in  the  study  of  diseases  of  the  nervous 
system,  viz.:  a knowledge  of  anatomy.  Try  to  ex- 
plain to  anyone  who  does  not  know  anatomy,  from 
disease  of  how  many  different  cranial  nerves  sight 
may  be  affected.  It  would  be  as  hopeful  to  try  to 
explain  to  a blind  man  what  the  colour  blue  was 
like.  For  we  must,  in  studying  diseases  of  the  ner- 
vous system,  be  precise  and  not  merely  minute.  I 
believe  and  I hope  I shall  give  you  some  reasons  for 
my  belief,  that  diseases  of  the  nervous  system  are 
not  more  obscure  than  those  of  the  chest  or  abdo- 
men. It  is  the  anatomy  that  is  difficult.  It  is  a truism 
to  say  that  we  cannot  tell  the  value  of  “strabismus" 
as  a symptom  in  brain  disease  if  we  do  not  know 
what  nerves  supply  the  recti ; and  for  want  of 
knowing  this,  we  may  be  wrong  in  our  diagnosis 
* Reprinted  from  the  London  Hospital  Reports,  vol.  i,  1864. 


of  the  seat  of  disease  in  the  central  nervous  system. 

Our  pathology  should  be  both  particular  and 
general.  \Ve  should  try  to  make  it  as  wide  in  its 
principles  as  our  physiology  will  let  us,  but  at  the 
same  time  as  precise  and  accurate  as  our  anatomical 
knowledge  will  permit.  Just  as  we  study,  as  physi- 
ologists and  anatomists,  the  vegetative  life  of  gen- 
eral tissues,  the  structure  of  organs  for  special 
functions,  and  the  universal  harmony  of  most  di- 
verse functions  in  individuals,  so  we  ought,  as 
workers  in  the  field  of  practical  medicine,  to  study 
every  case  that  comes  before  us;  as  presenting: — 

(1)  Disease  of  Tissue.  (Changes  in  tissue.) 

(2)  Damage  of  Organs. 

(3)  Disorder  of  Function. 

Learn  the  tissue  health  of  a patient,  as  shown  by 
the  colour  of  his  hair,  the  elasticity  of  his  skin,  the 
tint  of  his  complexion,  the  feel  of  his  arteries,  and 
the  condition  of  his  urine.  Examine  the  chief  or- 
gans, and  with  especial  care  the  one  in  fault,  or 
supposed  to  be  in  fault ; and  lastly,  be  most  careful 
to  ascertain  if  organs  near  or  distant  to  the  one  or 
more  most  damaged  act  in  harmony — if  function 
he  disordered.  Of  course,  disease  of  tissue  damages 
the  organ  of  which  it  forms  part,  and  disorders  its 
function,  but  that  special  tissue  may  be  diseased  or 
liable  to  it  in  nearly  every  other  part  of  the  body, 
and  again  the  damaged  organ  may  disorder  the 
functions  of  most  distant  parts. 

My  lecture  will  be  chiefly  a series  of  recapitula- 
tions of  the  above  general  views  by  special  in- 
stances. 1 prefer  to  take  as  my  first  illustration  a 
common  general  disease  which  produces  much  local 
damage  to  several  organs,  viz.,  rheumatic  fever. 
This  disease  is  exceedingly  common  at  this  Hos- 
pital, and  as  a consequence,  valvular  disease  of  the 
heart  and  chorea  are  also  common,  and  now  and 
then  as  a further  consequence,  embolism.  I take 
this  illustration  in  preference  to  one  of  disease  of 
the  nervous  system,  as  a method,  to  have  any  real 
root  in  nature,  should  apply  to  diseases  and  dis- 
eased conditions  generally  and  not  to  a limited 
nosological  group. 

Rheumatic  fever  is  a blood  disease,  in  which  the 
fibrous  tissues  are  attacked.  The  pericardium  and 
the  endocardium  suffer,  and  the  valves  of  the  heart 
especially  suffer  as  they  contain  a good  deal  of  this 
tissue.  Next,  as  a consequence  of  the  disease  of 
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fibrous  tissue  in  these  valves,  the  heart  (the  organ  ) 
is  damaged  as  the  segments  of  its  valves  do  not  fit, 
and  thirdly,  as  the  heart  is  the  central  organ  of  the 
circulatory  system,  the  functions  of  all  other  parts, 
but  especially  those  of  the  lungs  and  liver,  are 
liable  to  be  disordered.  Now,  notwithstanding  the 
importance  of  the  organ  afifected,  we  have  in  rheu- 
matic fever  to  think  more  of  inflamed  fibrous  tissue 
than  of  heart  disease ; and  the  question  as  we  stand 
by  the  bedside  ready  to  prescribe,  is  how  to  pre- 
scribe for  a patient  who  has  rheumatic  inflamma- 
tion of  his  fibrous  tissues,  and  just  then  the  in- 
formation as  to  the  precise  valves  afifected  is  com- 
paratively insignificant. 

I am  aware  that  some  would  treat  inflamed 
fibrous  tissue  in  the  valves  of  the  heart  with  greater 
energy  than  they  would  similar  disease  in  less  im- 
portant parts,  as  it  is  desirable  at  even  great  risk 
to  get  rid  of  lymph  efifused  in  fibrous  tissue  so 
importantly  situated.  It  is  just  as  a general  in  war 
will  defend  a point,  not  on  account  of  its  size  or 
intrinsic  importance,  but  on  account  of  its  strate- 
getical  value.  The  strategetical  value  of  the  flaps 
of  fibrous  tissue  (the  mitral  valves),  between  the 
left  auricle  and  left  ventricle  is  very  great. 

Suppose  the  turmoil  of  tissue  changes  is  over, 
and  that  the  patient  has  got  “well.”  as  he  supposes, 
and  perhaps  even  as  we  thought  too.  A year  later, 
he  comes  to  us  again,  and  we  find  that  he  is  sufifer- 
ing  from  disease  of  the  heart.  We  must  now  think 
most  seriously  as  to  the  kind  of  damage  to  the 
organ.  For,  although  the  damage  is  exceedingly 
local,  it  is  in  an  essential  part  of  the  mechanism  of 
a most  central  organ.  We  get  to  know  generally  the 
kind  of  damage  by  auscultation  and  by  percussion. 
Still  we  cannot  treat  a damaged  organ  as  a surgeon 
can;  he  can  make  an  artificial  pupil,  or  nail  two 
bones  together,  but  when  tissue  changes  are  over, 
we  can  do  little  to  reverse  them.  We  must  pass  next 
to  the  disorder  of  function.  The  patient  often  does 
not  know  that  he  has  disease  of  the  heart,  but  comes 
because  he  has  dropsy  or  breathlessness.  He  does 
not  come  for  his  damaged  organ,  but  for  disorder 
of  function  consequent  on  derangement  of  its 
mechanism.  We  may  find  a bruit  when  a patient 
attends  for  some  other  disease,  but  we  can  do  noth- 
ing for  that.  We  can  never  make  the  valves  fit,  nor 
remove  vegetations  from  them ; so  that  it  is  of 
more  moment  to  study  the  functions  disordered, 
which  we  can  help,  than  the  organ  damaged  which 
we  cannot  repair.  But  information  about  the  latter 
is  of  great  value,  as  it  helps  to  gain  a clear  idea  of 
the  former. 

Sound  Advice 

Here  let  me  give  you  a piece  of  advice.  Never 
treat  a patient  on  stethoscopic  evidence  only.  The 
heart  may  be  a bad  musical  instrument  and  yet  a 
good  force-pump.  However  noisy  the  first  sound 


may  be  at  the  base  of  the  heart,  if  the  apex  be  in  its 
right  place,  if  there  be  no  signs  of  hypertrophy, 
no  anaemia,  if  the  pulse  be  good,  and,  above  all,  if 
the  patient  does  his  work  well,  we  have  nothing  to 
treat.  To  treat  such  a case  would  be  to  treat  a sound. 
It  would  be  just  as  great  a mistake  as  the  drunken 
captain  made,  who  tried  to  navigate  his  vessel 
round  a speck  of  dirt  on  his  chart,  which  he  mis- 
took for  an  island.  And  in  cases  of  aortic  or  mitral 
regurgitation,  we  could  only  at  the  most  give  such 
remedies  as  would  improve  the  general  health,  or 
possibly  act  on  the  muscular  tissue  of  the  heart 
itself,  to  enable  it  to  keep  up  the  stream  of  blood  in 
spite  of  the  imperfection  of  its  valves.  But  we 
should  render  the  patient  much  more  service  by 
advising  him  how  a man  with  a damaged  heart 
should  choose  his  occupation,  so  that  the  circulation 
of  important  organs  might  not  be  obstructed,  or  in 
other  words,  that  function  might  not  be  disordered. 

The  best  illustration  I can  give  you  of  disorder 
of  function  in  heart  disease  is  the  pneumonia,  so- 
called,  of  mitral  obstruction.  It  is  frequently  the 
immediate  cause  of  death  in  heart  disease.  But  see 
how  dififerent  this  disorder  of  function  is  from 
real  pneumonia,  in  which  the  tissues  of  the  lung  are 
afifected.  In  one  the  lung’s  business  is  obstructed, 
in  the  other  its  texture  is  diseased.  The  congestion 
of  the  first  is  because  the  blood  cannot  get  out  of 
the  lungs,  from  obstruction  to  the  column  at  the 
mitral  orifice ; of  the  other,  because  it  is  held  there 
by  the  tissues.  And  after  the  stage  of  congestion, 
there  is  still  a perceptible  difiference  in  the  progress, 
the  first  tending  to  so-called  apoplexy  of  the  lung 
and  haemoptysis,  and  the  other  to  efifusion  of 

continued  on  next  page 
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And  should  the  doctor,  in  moments  of  discour- 
agement about  the  shortcomings  of  his  own  tribe, 
now  so  thoroughly  ventilated  as  to  make  those  he 
is  most  anxious  to  help  have  misgivings  about  him, 
need  like  other  people  a timely  word  of  comfort, 
he  can  remember  that,  whatever  the  doctor  of  the 
future  may  come  to  be,  it  has  been  said  not  long 
ago  of  the  doctor  of  his  particular  time  — and  with 
some  small  measure  of  truth  by  one*  who  had 
good  reason  to  know  him  well  — that 

He  is  the  flower  (such  as  it  is)  of  our  civil- 
ization; and  when  that  stage  of  man  is  done  with, 
and  only  remembered  to  be  marveled  at  in  his- 
tory, he  will  be  thought  to  have  shared  as  little 
as  any  in  the  defects  of  the  period,  and  most 
notably  exhibited  the  virtues  of  the  race.  Gen- 
erosity he  has,  such  as  is  possible  to  those  who 
practice  an  art,  never  to  those  who  drive  a trade; 
discretion,  tested  by  a hundred  secrets;  tact,  tried 
in  a thousand  embarrassments;  and  what  are 
more  important,  Herculean  cheerfulness  and 
courage.  So  it  is  that  he  brings  air  and  cheer  into 
the  sickroom,  and  often  enough,  though  not  so 
often  as  he  wishes,  brings  healing. 

Abstract  from  The  Medical  Career, 
by  Harvey  Cushing 

* Robert  Louis  Stevenson 
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lymph  into  the  air-cells,  and  to  haemoptysis  too. 
but  of  a different  kind. 

Fatty  degeneration  of  the  heart,  the  hypertrophy 
of  the  left  ventricle,  found  so  often  in  chronic 
Bright’s  disease,  and  disease  of  the  aortic  valves, 
say  from  hard  work,  as  hammering,  are  all  “dis- 
eases of  the  heart.’’  But,  as  1 hope  to  show  you 
when  I speak  of  diseases  of  this  organ,  in  their 
clinical  association  with  diseases  of  the  nervous 
system,  the  significance  of  each  for  diagnosis  and 
treatment  is  very  different  to  that  of  the  others. 
In  all  the  same  organ  is  damaged,  but  they  are 
diseases  of  different  tissues,  and,  as  I think,  pro- 
duce different  symptoms,  i.e.,  disorder  differently 
the  functions  of  other  parts  or  organs. 

In  the  eye,  in  the  organisation  of  which  most  of 
the  tissues  of  the  body  are  used,  we  may  find  plenty 
of  illustrations  of  the  method  I have  mentioned. 
And  here  I may  say  that  the  study  of  disease  of 
tissues  may  be  carried  on  with  greater  advantage 
in  the  eye  than  in  any  other  part  of  the  body.  We 
can  watch  the  changes  in  a nodule  of  lymph  on  the 
iris,  and  can  see  the  retinal  degeneration  attending 
chronic  Bright’s  disease.  Here  only  lies  a nerve 
termination,  with  an  artery  and  a vein,  under  our 
view. 

Study  of  Eye  Diseases  Important 

W e should  all  study  diseases  of  the  eye  if  we 
wish  to  know  diseases  of  the  nervous  system,  and 
indeed  pathology  generally.  Besides  the  importance 
of  this  knowledge  as  a help  to  the  study  of  the 
physiology  of  disease  (for  six  of  the  nine  cranial 
nerves  have  to  do  directly  or  indirectly  with  the 
organ  of  vision),  it  is  a field  for  the  study  of 
diseases  of  tissues.  It  is,  I think,  of  quite  as  much 
importance  as  a practical  knowledge  of  the  chemis- 
try of  the  urine.  In  passing  we  may  remark  that  it 
is  quite  erroneous  to  suppose  that  the  introduction 
of  the  stethoscope,  ophthalmoscope,  and  laryngo- 
scope has  made  our  medical  lives  more  laborious. 
On  the  contrary,  we  have  more  things  to  do.  hut  we 
do  our  work  more  easily,  and  far  more  satis- 
factorily. 

Now,  in  the  eye,  it  is  of  infinitely  more  impor- 
tance to  recognise  the  early  stage  of  disease  of 
tissue — the  stage  of  change — than  to  learn  the 
exact  part  of  the  organ  of  vision  damaged.  But  1 
admit  that  we  often  can  in  eye  diseases,  by  the 
ophthalmoscope,  detect  both  the  tissue  changes  and 
the  part  of  the  organ  where  they  are,  and  often  by 
empirical  experience  tell  the  constitutional  cause  of 
the  disease.  It  is,  however,  of  importance  to  study 
diseases  of  the  eye  for  other  purposes,  even  when 
the  active  changes  are  over,  for  their  value  as  show- 
ing the  particular  tissues  undergoing  change.  Thus, 
syphilitic  choroiditis  and  syphilitic  inflammation 
of  the  pia  mater — the  choroid  of  the  brain — are 
pretty  much  alike  as  diseases  of  tissue,  although 
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they  produce  very  unlike  physiological  symptoms, 
as  the  organs  they  damage,  and  the  functions  dis- 
ordered are  very  different.  If  I may  use  such  ex- 
pressions in  pathology,  the  “idea"  is  the  same,  hut 
the  “events”  are  different.  See  the  practical  bear- 
ing of  this.  A patient  comes  to  us  with  acute  pain 
limited  to  a spot  on  one  side  of  his  head,  and  partial 
“amaurosis.”  Now,  if  we  find  the  “amaurosis”  to 
depend  on  syphilitic  choroiditis,  the  information  is 
most  valuable,  however  old  the  choroid  disease  may 
he,  and  however  hopeless  the  treatment  of  that 
might  now  lie.  For  it  would  give  us  good  grounds 
for  hope  that  the  acute  limited  pain  on  one  side  of 
the  head  was  the  sign  of  a new  syphilitic  inflamma- 
tion of  a similar  tissue,  the  pia  mater,  and  that  our 
treatment  in  the  stage  of  change  might  save  the 
brain  from  damage,  although  it  might  do  no  good 
to  the  older  disease  of  the  choroid  which  (like 
mitral  valves,  damaged  by  a bygone  attack  of  rheu- 
matism ) had  passed  through  the  stage  of  change, 
in  which  we  may  help,  to  one  of  permanence,  the 
effused  products  having,  in  fact,  become  a bastard 
tissue,  and  only  in  degree  less  vital  than  the  legiti- 
mate tissues. 

I will  take  a few  more  illustrations  from  the  eye. 
Choroiditis  and  retinal  apoplexy  are  alike  as  dam- 
ages of  organs,  hut  different  as  diseases  of  tissue. 
Presbyopia  and  paralysis  of  the  ciliary  muscle  are 
pretty  much  alike  as  disorders  of  function,  hut  verv 
different  as  diseases  of  tissue.  Thus,  the  latter  is 
due  to  disease  of  the  third  nerve  or  to  that  part  of 
it  which  supplies  the  ciliary  muscle,  whilst  the 
former  is  chiefly  a change  (in  the  firmness  of  the 
lens)  of  advancing  years.  And  it  is  well  to  remem- 
ber this  as  a fact,  and  I mention  it  to  you  as  I was 
once  puzzled  because  I did  not  think  of  it.  A patient 
seventy  years  of  age  had  paralysis  of  the  third 
nerve  on  one  side,  hut  the  sight  on  the  paralysed 
side  was  quite  as  good  as  on  the  other.  The  reason 
of  this  apparent  exception  was  that  the  accommo- 
dation of  both  eves  had  failed  long  before,  and 
paralysis  of  the  ciliary  muscle  could  not  make  them 
worse.  He  was  already  completely  presbyopic,  so 
that  really  instead  of  saying  the  eves  were  equally 
good,  we  should  say  in  such  a case  that  they  were 
equally  bad. 

In  an  organ  like  the  ear  about  which  medical  men. 
or  physicians  at  least,  generally  know  little,  it  is 
obviously  of  more  importance  to  ascertain  that  the 
patient  is  suffering  arthritically  or  syphi  1 itically , 
than  to  get  to  know  what  is  the  exact  part  of  the 
organ  which  is  damaged. 

Diseases  of  Nerve  Trunks 

In  diseases  of  nerve  trunks,  see  how  exceedingly 
different  are  the  physiological  symptoms  (the  dis- 
orders of  function)  of  disease  of  the  optic,  the 
portio  dura  and  the  ulnar  nerves,  although  they 
may  be  quite,  or  closely,  alike  as  diseases  of  tissue. 


631 


ON  THE  STUDY  OF  DISEASES  OF  THE 

A nerve  trunk  besides  its  nerve  tubes  consists  of 
fibrous  and  connective  tissue.  It  is  compound,  and 
in  a loose  sense  is  an  organ.  Suppose  it  damaged 
by  syphilis,  as  in  syphilitic  neuroma.  Here  you  see 
the  important  fact  to  be  known  is,  that  the  patient 
has  syphilitic  disease  of  fibrous  and  connective  tis- 
sue, an  exact  knowledge  of  the  individual  nerve- 
bundle  attacked  and  the  functions  disordered  being 
of  secondary  importance. 

The  transition  from  nerve-trunks  to  the  central 
nervous  system  is  easy.  Never  forget  that  every 
organ  is  made  up  of  constituents  which  exist  more 
or  less  in  the  greater  part  of  the  body.  We  have  in 
nervous  masses,  nerve-cells  and  fibres,  blood  ves- 
sels, and  also  connective  tissue.  So.  too,  we  find  that 
“Diseases  of  the  Nervous  System”  are  not  always 
diseases  of  nervous  tissue;  but  often  of  other  tis- 
sues which  enter  into  the  composition  of  nervous 
organs — of  blood-vessels,  connective  tissue,  etc. 
Now,  it  is  well-known  fact,  that  syphilitic  deposits 
are  generally  found  on  the  surface  of  the  brain. 
They  begin  in  the  pia  mater  and  extend  into  the 
nervous  mass ; in  short,  they  affect  the  connective 
tissue  where  it  is  in  bulk.  There  is,  although  this  is 
denied  too,  connective  tissue  in  the  substance  of  the 
brain  itself,  but  I never  saw  deposits  unconnected 
with  the  pia  mater;  the  reason  being  probably  the 
simple  one  that  there  is  very  little,  if  any,  connective 
tissue  in  the  central  masses  of  the  nervous  system. 

It  may  seem  contradictory  to  say  that  I have  no 
experience  of  syphilitic  diseases  of  nervous  matter, 
when  in  the  next  breath  I speak  of  syphilitic  epi- 
lepsy and  syphilitic  paralysis.  But  you  will  readily 
see  that  it  is  really  important  to  know  whether  the 
epilepsy  be  due  (directly  or  indirectly)  to  disease 
of  the  connective  tissue  in  or  on  the  nervous  masses 
or  to  some  change  in  the  nerve-fibres  or  nerve-cells 
themselves.  We  cannot  set  to  work  to  treat  an  organ 
like  the  corpus  striatum,  but  we  may  prescribe  for 
a patient  who  has  syphilitic  disease  of  connective 
tissue,  wherever  it  may  be.  Now  syphilitic  deposit 
in  the  pia  mater  is  essentially  the  same  as  a node 
of  the  tibia,  or  a cellular  node  of  the  skin,  or  of  the 
spleen  and  liver,  and  it  requires  the  same  treatment 
as  these.  I cannot  too  much  impress  on  you  that  we 
ought  alK)ve  all  things,  in  brain  disease  to  study 
diseases  of  tissues.  It  is  of  infinitely  more  impor- 
tance than  to  know  the  exact  organ  of  the  brain 
damaged  : for  instance,  to  know  that  there  is  lymph 
effused  in  the  pia  mater,  than  that  the  attendant 
epilepsy,  the  disorder  of  function  of  part  of  the 
brain,  has  certain  physiological  peculiarities.  In- 
deed, for  my  part,  I fear  we  are  too  late,  for  cure 
at  least,  when  the  epilepsy  is  well  established.  Then, 
the  tissue  changes  in  the  pia  mater  have  settled 
down,  the  brain  is  damaged,  and  its  functions  will 
continue  to  be  disordered  more  or  less  in  spite  of 
what  we  can  do.  It  is  in  the  stage  of  inflammation, 
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when,  as  I have  before  said,  the  patient  comes  with 
pain  on  one  side  of  his  head  that  we  may  help,  not 
when  he  is  “well”  of  this  and  a few  months  after- 
wards comes  for  epileptiform  seizures  affecting 
the  opposite  side  of  the  body.  It  is  when  the  pia 
mater  is  in  a condition  analogous  to  acute  iritis  and 
not  in  one  analogous  to  occluded  pupil  from  bygone 
inflammation  of  the  iris. 

Now  for  still  more  illustrations  of  these  prin- 
ciples, and  I hope  I am  also  teaching  you  some  of 
the  details  of  brain  disease  in  giving  them.  You 
may,  perhaps,  say  that  you  cannot  help,  instinc- 
tively, carrying  on  the  three  trains  of  thought  in 
investigating  a case.  Now  I deny  this.  A little  ob- 
servation will  tell  you  it  is  incorrect.  Do  we  not 
sometimes  treat  convulsions  by  specifics,  with  too 
little  thought  as  to  the  exact  part  of  the  brain  dam- 
aged and  as  to  the  real  tissue  diseased,  and.  more 
broadly,  do  we  always  take  the  condition  of  the 
patient  into  equal  consideration  in  thinking  of  his 
disease?  Indeed,  the  paroxysm,  the  disorder  of 
functions,  is  often  taken  for  the  whole  disease 
when  it  is  only  the  outward  part  of  it  by  which  we 
ought  to  try  to  learn  the  rest.  It  is  not  at  all  a rare 
thing  to  hear  of  a patient,  after  his  first  attack  of 
epilepsy,  being  treated  as  if  the  convulsions  were  a 
sign  of  inflammation — disordered  function  being 
taken  as  evidence  of  tissue  changes,  of  inflamma- 
tion or  congestion.  Now,  after  a severe  fit  of  epi- 
lepsy, and  especially  after  a series  of  fits,  there  is 
a kind  of  congestion,  but  it  is  no  more  related  to 
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“Thence  for  nine  whole  days  was  I borne  by 
ruinous  winds  over  the  teeming  deep;  but  on  the 
tenth  day  we  set  foot  on  the  land  of  the  lotus- 
eaters,  who  eat  a flowery  food.  So  we  stepped 
ashore  and  drew  water,  and  straightway  my  com- 
pany took  their  midday  meal  by  the  swift  ships. 
Now  when  we  had  tasted  meat  and  drink  I sent 
forth  certain  of  my  company  to  go  and  make 
search  what  manner  of  men  they  were  who  live  here 
upon  the  earth  by  bread,  and  I chose  out  two  of 
my  fellows,  and  sent  a third  with  them  as  herald. 
Then  straightway  they  went  and  mixed  with  the 
men  of  the  lotus-eaters,  and  so  it  was  that  the 
lotus-eaters  devised  not  death  for  our  fellows,  but 
gave  them  of  the  lotus  to  taste.  Now  whosoever  of 
them  did  eat  the  honey-sweet  fruit  of  the  lotus, 
had  no  more  wish  to  bring  tidings  nor  to  come 
back,  but  there  he  chose  to  abide  with  the  lotus- 
eating men,  ever  feeding  on  the  lotus,  and  forgetful 
of  his  homeward  way.  Therefore,  I led  them  back 
to  the  ships  weeping,  and  sore  against  their  will, 
and  dragged  them  beneath  the  benches,  and  bound 
them  in  the  hollow  barques.  But  I commanded  the 
rest  of  my  well-loved  company  to  make  speed  and 
go  on  board  the  swift  ships,  lest  haply  any  should 
eat  of  the  lotus  and  be  forgetful  of  returning.  Right 
soon  they  embarked  and  sat  upon  the  benches,  and 
sitting  orderly  they  smote  the  grey  sea  water  with 
their  oars.  Thence  we  sailed  onward  stricken  at 
heart.’’ 

Homer.  The  Odyssey— Book  IX 
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inflammation  than  the  pneumonia  of  heart  disease 
is  to  true  pneumonia.  There  is  too  much  blood  in 
the  vessels  of  the  brain ; but  it  is  there  because  it 
cannot  get  along,  and  not  because  it  is  held  by  the 
tissues.  Here  then  let  me  impress  on  you  not  to  take 
the  most  violent  symptoms  of  disordered  function 
of  the  brain  for  inflammation,  and  remember  this 
especially  in  injuries  to  the  head.  In  children  it  is 
notorious  that  convulsions  frequently  signify  just 
the  reverse — debility.  A rigor,  which  may  attend 
suppuration  anywhere,  is  far  more  valuable  in- 
formation that  tissue  changes  are  taking  place  in 
the  head  than  convulsions.  Now,  remark.  I here 
give  no  opinion  as  to  whether  you  should  bleed  or 
not  in  either  the  condition  of  congestion  of  dis- 
ordered function,  or  in  the  genuine  congestion  of 
inflammation.  All  I say  is  this,  know  what  you  are 
about.  What  you  do,  do  advisedly,  and  do  not  bleed 
by  routine  for  “head  symptoms,”  because  the  or- 
gan damaged  is  an  important  one. 

To  think  of  a case  as  one  of  convulsions,  or  as 
epilepsy,  without  reference  to  the  tissue  changes 
and  the  organ  really  in  fault,  is  a very  careless  way 
of  thinking.  The  epilepsy  of  a young  man  coming 
on  gradually,  and  persisting  for  years,  is  generally 
quite  a different  disease  to  that  of  a man  of  middle 
life  with  rigid  arteries  and  signs  of  degeneration, 
although  the  convulsion,  the  disordered  function, 
may  he  quiet  alike.  In  a case  like  this,  how  very 
foolish  we  should  look  if  we  had  diagnosed  brain 
disease.  A young  man  supposed  to  be  quite  healthy, 
falls  down  in  convulsions.  He  soon  becomes  sen- 
sible again,  but  his  urine  is  found  to  be  bloody  and 
albuminous,  and  it  is  ascertained  that  several  of 
his  brothers  and  sisters  are  then  suffering  from 
scarlet  fever.  Here,  obviously,  the  disease  was 
disorder  of  the  function  of  the  brain,  and  the  organ 
most  anatomically  changed  was  one  remote — the 
kidney. 

I have  seen  a patient  treated  for  delirium  as  if 
it  were  due  to  “congestion”  of  the  brain,  with  no 
benefit,  who  was  sent  to  sleep  at  once  by  brandy 
and  water.  It  was  common  at  one  time  to  treat 
mania  as  if  it  were  due  to  inflammation  of  the 
brain ; but  in  the  last  case  I saw,  although  the  pa- 
tient was  furious,  bottled  stout  and  brandy  were 
given,  and  with  benefit. 

How  very  different  is  true  croup  which  occurs 
in  a healthy,  perhaps  in  a robust,  child,  and  which 
impedes  the  entrance  of  air  by  disease  in  the  larynx, 
from  false  croup,  which  comes  on  a ricketty  child, 
and  impedes  respiration  by  partially  closing  the 
glottis.  (By  the  way,  false  croup  is  generally  called 
“fits  by  the  nurse.)  One  is  disease  of  the  tissues 
of  the  organ,  and  the  other  disorder  of  a mechanical 
function.  Here  the  treatment  is  obviously  quite  dif- 
ferent. Then,  too,  how  often  has  disorder  of  func- 
tion of  the  larynx,  from  pressure  on  the  recurrent 
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laryngeal  by  a tumour  in  the  thorax,  been  taken 
for  disease  of  the  larynx  itself. 

Let  me  repeat  then  for  the  last  time,  before  my 
final  illustrations,  that  in  each  case  we  must  study 
changes  in  tissues,  examine  the  organs  damaged, 
and  investigate  the  disorders  of  function.  But  re- 
mark, although  inseparable,  each  of  the  three  trains 
of  thought  ought  to  be  distinct,  or  the  more  in- 
formation we  get  the  more  confused  we  shall  he. 
Let  me  illustrate  this.  In  a cerebral  case  you  exam- 
ine the  eyes,  and  record  the  following  facts:  The 
patient  has  an  arcus  senilis,  a large  pupil,  paralysis 
of  the  sixth  nerve,  white  atrophy  of  the  optic  nerve, 
and  retinal  degeneration  of  Bright’s  disease.  Now, 
it  might  be  a nice  arrangement  to  put  all  these 
things  down  under  the  heading  of  “eye  symptoms,” 
and,  indeed,  as  an  index,  might  he  useful.  But  the 
student  who  thought  of  these  different  symptoms 
from  one  point  in  his  own  mind  would  have  learnt 
many  things,  but  would  after  all  know  little.  He 
might  he  very  minute,  hut  would  never  be  precise. 
He  would  attend  to  the  superficial  contiguity  of 
events,  and  neglect  the  more  real  continuity  of 
ideas.  Such  a man's  classifications  and  arrange- 
ments would  have  the  merit  of  neatness,  hut  he 
himself  would  have  a most  unmethodical  mind. 
There  would  he  a superficial  appearance  of  order, 
but  a real  incoherence.  I think  this  kind  of  order  is 
the  very  worst  form  of  slovenliness.  For  some  of 
these  eye  symptoms  are  merely  local  signs  of  almost 
universal  changes.  Let  us  never  forget  that  an  elab- 
orate arrangement  is  often  the  highly-worked  cloak 
that  covers  up  inferiority  of  organisation.  The 
most  gorgeous  piece  of  mosaic  is  not  equal  to  the 
simplest  natural  flower.  The  mere  minuteness  that 
lacks  precision  is  always  ready  to  deal  in  general- 
ities. hut  never  arrives  at  a scientific  generalisation. 
Of  what  value  would  be  our  minute  inquiries  as  to 
convergent  strabismus  if  we  did  not  distinguish 
whether  it  was  due  to  paralysis  of  the  external  rec- 
tus or  to  hypermetropia ? Indeed,  the  more  minute 
a man  is  who  does  not  think  of  his  anatomy,  or  who 
studies  merely  one  side  of  disease,  the  more  harm 
will  he  be  likely  to  do  to  the  science  of  practical 
medicine. 

Hemiplegia 

I take  hemiplegia  as  the  last  illustration,  and, 
for  ease  of  description,  hemiplegia  on  the  left  side. 
Hemiplegia  is  the  simplest,  the  best  known  and  the 
commonest  disease  of  the  nervous  system. 

(1)  A patient  may  have  hemiplegia  from  syphi- 
litic disease  of  the  pia  mater  on  the  surface 
of  the  right  hemisphere. 

(2)  A patient  may  have  hemiplegia  from  em- 
bolism of  the  right  middle  cerebral  artery. 

(3)  Because  blood  has  been  effused  in  the  right 
corpus  striatum. 
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(4)  Because  a tumour  has  grown  in,  or  grown 
into,  the  right  corpus  striatum. 

Now,  in  all  these  cases,  the  hemiplegia  would  be 
of  the  same  kind.  We  might  choose  four  cases  in 
which  the  physiological  symptoms  would  he  alike, 
even  in  degree,  to  a nicety.  For  the  organ  damaged, 
the  corpus  striatum,  would  be,  so  far  as  the  hemi- 
plegia is  concerned,  just  the  same. 

But  to  think  of  these  cases  baldly  under  the  name 
of  hemiplegia,  as  an  entity,  would  leave  us  with 
very  vague  grounds  for  treatment.  We  should  be 
on  a par  with  the  public,  who  ask  what  is  good  for 
a cough?  In  the  first  case,  we  should  have  to  treat 
syphilis;  in  the  second,  limited  softening  of  the 
brain;  in  the  third,  some  more  general  affliction,  of 
which  degeneration  of  arteries  was  the  most  promi- 
nent feature,  and  rupture  of  one  or  more  vessels  in 
the  corpus  striatum  the  most  dramatic  event ; and 
in  the  last,  tumour,  if  we  know  how.  In  all,  we 
should  treat  the  patient. 

If,  then,  a patient  comes  to  us  with  hemiplegia, 
we  study  him  as  well  as  his  local  disease — his  tissue 
changes  and  general  health,  as  well  as  his  paralysed 
arm  and  leg.  If  he  he  past  fifty,  if  he  have  rigid 
arteries,  an  arcus  senilis,  if  he  have  Bright’s  dis- 
ease, and  above  all,  if  the  attack  were  sudden 
(although  it  might  not  he  suddenly  complete),  we 
diagnose  effusion  of  blood  in  the  nervous  tissue. 
But  if  he  be  a young  man  having  healthy  tissue, 
and  if  the  attack  began  in  his  usual  health,  we 
ought  to  see  if  he  have  not  valvular  disease  of  the 
heart,  and  ask  if  he  has  had  rheumatism  or  scarlet 
fever.  If  it  began  slowly,  or  if  it  followed  an  attack 
of  unilateral  convulsions,  and  especially  if  pre- 
ceded by  pain  in  the  opposite  side  of  the  head,  we 
should  seek  for  evidence  of  syphilis.  (Here  I may 
just  say  that  the  clinical  history  of  the  epilepsy  and 
paralysis  from  syphilis  is  like  that  of  the  same 
diseases  which  follow  injury  to  one  side  of  the 
head,  in  this,  that  the  convulsions  and  the  paralysis 
are  generally  quite  unilateral. ) To  recapitulate : 

( 1 )  syphilitic  deposit  on  the  surface  of  the  hemi- 
sphere ; (2)  softening  from  plugging  of  an  artery  ; 
(3  ) blood  effused  in  nervous  tissue  ; and  (4)  a new 
growth. 

Having  given  you  instances  of  damages  of  the 
same  organ  by  different  affections  of  its  tissues.  I 
will  now  give  you  instances  of  damages  of  very 
different  organs,  the  result  of  similar  tissue 
changes.  The  following  four  cases  of  hemiplegia 
are  each  of  a different  and  well-marked  kind  from 
disease  of  the  same  sort,  hut  at  different  points  in 
the  motor  tract : — 

( 1 ) A patient  has  suddenly  paralysis  of  the  left 
arm  and  leg,  and  of  a very  small  part  of  the  face, 
and  slight  deviation  of  the  tongue.  Clot  in  the  right 
corpus  striatum. 

(2)  Paralysis  of  the  third  nerve  on  the  left  side, 
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and  of  the  arm  and  leg  and  of  a small  part  of  the 
face  on  the  right.  Clot  in  the  left  crus  cerebri. 

(3)  Paralysis  of  the  portio  dura,  and  complete 
deafness  on  the  left  side,  paralysis  of  the  arm  and 
leg  on  the  right.  Clot  in  the  floor  of  the  fourth  ven- 
tricle involving  the  nuclei  of  the  left  facial  and 
auditory  nerves  and  also  the  fibres  which  have  just 
crossed  coming  from  the  limbs  on  the  right  side. 

(4)  Sudden  and  complete  paralysis  of  the 
tongue,  palate,  and  of  the  vocal  cords  all  on  the  left 
side,  weakening  of  the  left  limbs,  and  slightly  of 
the  right.  Clot,  involving  the  lingual  and  spinal 
accessory  nuclei,  and  implicating  the  fibres  from 
the  limbs,  about  their  decussation. 

Now,  how  exceedingly  various  are  the  sets  of 
symptoms  produced  by  the  same  tissue  changes. 
But  we  have  to  think,  as  regards  treatment,  of 
effusion  of  blood  in  nervous  tissue,  rather  than  of 
disease  of  the  corpus  striatum,  crus  cerebri,  pons 
varolii,  etc.  To  attend  to  the  seat  of  the  damage 
only  is  to  study  merely  the  physiology  of  disease, 
and  is  not  practical  medicine. 

I should  he  misunderstood  if  I were  supposed  to 
under  estimate  the  physiological  study  of  diseases 
of  the  nervous  system.  Indeed,  I think  that  to  neg- 
lect it  shows  want  of  experience  and  sagacity. 
Never  forget  that  we  may  run  the  risk  of  being 
over-educated  and  yet  under-cultivated.  W e may 
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MEDICARE  REGULATION 

The  Office  of  Dependents’  Medical  Care  an- 
nounces the  following  regulation: 

Influenza 

1.  General.  The  treatment  of  eligible  depend- 
ents with  influenza  under  the  Dependents’  Medical 
Care  Program  will  be  in  accordance  with  the  gen- 
eral provisions  of  the  program.  If  hospitalization 
is  not  required,  outpatient  care  by  civilian  physi- 
cians will  be  the  responsibility  of  the  patient. 
Where  hospitalization  is  required,  all  the  provi- 
sions of  the  program  apply  as  for  other  medical 
cases. 

2.  Immunization.  Immunization  for  this  dis- 
ease is  a procedure  normally  administered  on  an 
outpatient  basis.  Consequently,  dependents,  in- 
cluding those  receiving  obstetrical  and  maternity 
care,  will  not  be  eligible  to  receive  influenza  vac- 
cine at  government  expense,  except  as  may  be  pro- 
vided for  in  medical  facilities  of  the  uniformed 
services.  A recent  resolution  of  the  State  and  Terri- 
torial Health  Officers  indicates  that  immunization 
for  infants  under  three  (3)  months  of  age  is  not 
recommended.  Therefore,  influenza  vaccine  for 
newborn  is  not  authorized  at  government  expense 
under  paragraph  503d ( 2 ) (c)  of  the  Joint  Direc- 
tive incorporated  in  the  contracts  for  payments  of 
physicians. 

3.  Reports.  Cases  will  be  coded  under  481 
(International  Statistical  Classification)  and  no 
special  reports  will  be  required.  Physicians  are 
expected  to  include  Dependents’  Medical  Care  pa- 
tients in  their  usual  required  contagious  disease 
reports  to  county  and  state  health  authorities. 
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CIGARETTE  SMOKING  AND  HEALTH 


With  the  evidence  now  available,  there 
seems  to  be  no  excuse  whatever  for  the  de- 
mand on  the  part  of  those  investigators  who  are 
acting  as  advisers  to  the  tobacco  industry  that  a 
definite  “cause”  for  lung  cancer  he  found  before 
any  attention  is  paid  to  the  mass  of  statistical  ma- 
terial that  has  been  published  on  the  subject.  As 
Doctor  David  D.  Rutstein,  head  of  the  Department 
of  Preventive  Medicine  at  the  Harvard  Medical 
School,  points  out  in  an  open  letter  to  Doctor  Clar- 
ence C.  Little,  chairman  of  the  Scientific  Advisory 
Board  to  the  Tobacco  Industry  Research  Commit- 
tee, published  in  the  October  issue  of  the  Atlantic 
Monthly,  “Eighteen  studies  in  five  countries  show 
either  that  patients  with  lung  cancer  are  predom- 
inantly cigarette  smokers,  or  that  cigarette  smokers 
have  more  lung  cancer  than  do  non-smokers.”  He 
notes  that.  “Depending  on  the  amount  and  duration 
of  the  smoking,  the  rate  of  occurrence  of  lung  can- 
cer is  from  five  to  thirty-five  times  greater  among 
cigarette  smokers  than  among  non-smokers.”  In 
this  clear  and  straight-forward  article,  Doctor  Rut- 
stein reminds  us  that  “when  Jenner  recommended 
vaccination  with  cowpox  for  protection  against 
small-pox  he  did  not  know  the  'cause’  of  small- 
pox," and  that  in  the  case  of  this  disease  and  of 
many  others  the  evidence  on  which  large  scale 


prevention  was  accomplished  did  not  include  a 
scientific  understanding  of  the  nature  of  the  eti- 
ologic  factor.  Even  the  statements  by  the  Medical 
Research  Council  of  the  British  Government  and 
by  the  Surgeon  General  of  the  United  States  Pub- 
lic Health  Service  are  “ignored”  or  “brushed  off" 
by  those  who,  so  obviously,  are  working  in  defense 
of  a powerful  industry  under  the  guise  of  scientific 
investigation.  Arguments  as  specious  as  those  that 
are  found  in  the  little  book  Science  Looks  at 
Smoking,  reviewed  in  this  Journal  in  September, 
can  hardly  make  headway  against  the  clear  and 
simple  statements  of  fact  found  in  the  many  reports 
of  studies  now  completed  and  clearly  summarized 
by  Doctor  Rutstein. 

And  that  is  not  all — no,  not  the  half  of  it.  Few 
people  realize  that  cancer  of  the  lung  is  not  the  most 
lethal  result  of  excessive  smoking  of  cigarettes.  A 
much  commoner  condition,  obstructive  emphysema 
and  the  long  standing  bronchitis  that  precedes  it, 
probably  accounts  for  many  more  deaths  than  can 
be  attributed  to  bronchogenic  carcinoma.  In  addi- 
tion to  this,  the  deleterious  effects  of  smoking  in 
persons  who  suffer  from  thrombo-angiitis  oblit- 
erans and  other  diseases  of  the  peripheral  arteries 
are  well  known,  and  also,  as  Doctor  Rutstein  states, 
“increasing  evidence  has  been  accumulating  that 
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coronary  heart  disease  in  young  men  may  be 
more  common  among  cigarette  smokers  than 
among  non-smokers.” 

There  is  much  more  work  to  be  done  before  the 
exact  relationship  between  cigarettes  and  these 
diseases  is  made  clear.  Nevertheless  we  are  now  at 
a point  at  which  it  can  be  said  that  smoking,  cigar- 
ette smoking  in  particular,  is  one  of  the  factors, 
possibly  the  most  important  factor,  in  the  causa- 
tion both  of  bronchogenic  carcinoma  and  of  chronic 
obstructive  emphysema.  Any  attempt  to  cloud  the 
issue  by  trying  to  discredit  the  results  of  the  honest 
statistical  studies  that  have  been  and  are  being  re- 
corded. by  insisting  that  because  they  do  not  indi- 
cate the  exact  details  of  the  causal  relationship 
between  cigarette  smoking  and  these  most  serious 
illnesses  they  should  be  ignored,  is  doing  the  public 
a serious  disservice.  It  is  private  gain  versus  public 
health — as  simple  as  that.  In  such  a situation,  what- 
ever their  personal  habits  as  individuals,  there 
should  be  no  doubt  as  to  where  the  physicians  of 
the  country  stand. 

A FORWARD  LOOK  AT  POLIO  PROBLEMS 

The  National  Foundation  for  Infantile  Paralysis 
has  engaged  its  local  chapters  throughout  the 
country  in  the  development  of  what  it  calls  a 
Forward  Look  at  the  problems  of  rehabilitation  of 
past-polio  victims.  This  phase  of  the  polio  situation 
is  one  that  certainly  warrants  the  support  of  every 
physician. 

With  an  effective  control  available  for  the  dis- 
ease, as  has  been  dramatically  demonstrated  during 
the  past  summer,  especially  here  in  Rhode  Island, 
where  not  a single  polio  case  was  reported,  the  pub- 
lic is  apt  to  consider  the  disease  conquered,  and 
consequently  requests  for  financial  aid  for  the 
Foundation’s  activities  to  be  taken  lightly. 

Those  who  have  had  to  call  for  the  assistance  of 
the  Foundation,  through  a local  chapter,  know  only 
too  well  how  magnanimous  has  been  the  aid  to  the 
family  with  one  of  its  members  stricken  with  the 
disease.  The  process  of  rehabilitation  is  long  and 
costly.  This  phase  of  the  Foundation’s  activities 
has  never  been  adequately  told,  possibly  because 
the  impetus  has  been  on  the  search  for  a polio 
preventive. 

All  local  Foundation  chapters  are  now  planning 
to  conduct  extensive  surveys  to  discover  the  cur- 
rent rehabilitation  needs  of  all  past-polio  patients. 
It  is  hoped  that  the  surveys  will  aid  those  who  may 
need  the  care  and  attention  of  the  medical  commu- 
nity ; many  past-polio  victims  will  he  asked  to  con- 
sult their  personal  physicians  for  re-examination 
and  re-evaluation  of  their  needs. 

Basically,  the  surveys  will  be  concerned  with 
statistical  data  which  can  be  developed  from  their 


contents ; but  in  the  process  many  patients  will  un- 
doubtedly re-awaken  to  the  importance  of  a re- 
examination of  their  medical  needs,  thus  providing 
the  physician  with  the  opportunity  to  play  his  vital 
role  in  the  rehabilitation  of  his  patient. 

PRINCIPLES  OF  ETHICS 

The  by-laws  of  the  Rhode  Island  Medical  Soci- 
ety provide  that  the  Code  of  Ethics  of  the  Amer- 
ican Medical  Association,  as  it  may  from  time  to 
time  be  amended  shall  govern  the  conduct  of  mem- 
bers of  our  Society  in  their  relation  to  each  other 
and  to  the  public. 

On  page  601  in  this  issue  of  the  Journal  the 
Principles  of  Ethics  as  revised  and  adopted  by  the 
House  of  Delegates  of  the  American  Medical  As- 
sociation last  summer  are  published.  Every  member 
should  take  time  to  read  these  ten  guidingprinciples 
of  medical  conduct. 

It  should  be  noted,  also,  that  when  approving 
the  new  Principles  of  Medical  Ethics,  the  House 
of  Delegates  of  the  A.M.A.  reaffirmed  the  “Guides 
for  Conduct  of  Physicians  in  Relationships  with 
Institutions,”  adopted  in  1951,  and  requested  the 
board  of  trustees  to  devise  and  initiate  a campaign 
to  educate  both  physicians  and  the  general  public 
to  the  dangers  inherent  in  the  illegal  corporate  prac- 
tice of  medicine  in  its  various  forms. 

WORTHY  OF  REPETITION 

"The  waters  of  liberty  flow  from  one  source;  voluntary 
initiative  and  effort.  In  these  complex  modern  days,  too 
often  we  find  the  spring  drying  up  for  want  of  volunteers. 
Too  much  dependence  on  the  arm  of  government.  Too 
much  turning  to  taxation  to  support  what  initiative  once 
sought  out.  Certainly  there  are  many  things  which  local, 
state  and  federal  governments  can  and  must  contribute. 
But  personal  freedoms  are  better  preserved  in  a team  or 
a partnership  than  through  over-dependence.  In  a free 
democracy  like  ours,  less  and  less  — not  more  and  more  — 
should  devolve  on  government  . . 

From  Message  of 

President  Dwight  D.  Eisenhower 
to  43d  Annual  Clinical  Congress  of 
American  College  of  Surgeons 

J*C  >jS 

"There  are  still  almost  40,000,000  people  under  40 
years  of  age  in  the  U.S.  who  have  not  received  a first 
injection,”  Dr.  Dearing  said.  "In  addition,  there  are  over 
40,000,000  more  who  have  not  received  all  three  injec- 
tions. Thus,  the  task  which  remains  to  be  accomplished  is 
a major  one  if  the  maximum  public  protection  against 
paralytic  poliomyelitis  is  to  be  achieved  before  the  next 
polio  season.  Many  individuals  who  received  their  first 
and  second  injections  in  the  early  months  of  this  year  are 
due  for  their  third  injections  now.” 

Deputy  Surgeon  General  W.  Palmer  Dearing 
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INFORMATION  ON  ASIAN  INFLUENZA 


Asian  Flu  Vaccine  Potency  Doubled: 

Faster,  Higher  Immunity 

Surgeon  General  Burney  of  Public  Health 
Service  announced  today  that  it  is  now  possible 
to  double  the  potency  of  Asian  influenza  vaccine, 
and  that  the  more  potent  doses  will  significantly  in- 
crease not  only  the  degree  of  immunity  but  the 
rapidity  with  which  immunity  is  achieved.  Acting 
on  recommendations  of  an  ad  hoc  advisory  com- 
mittee to  the  PHS  Division  of  Biologies  Standards, 
he  has  asked  manufacturers  to  make  the  change  as 
soon  as  possible,  but  not  later  than  December  1. 
Because  of  more  experience  with  the  particular 
virus  strain,  and  because  manufacturing  proc- 
esses have  improved  since  the  first  vaccine  was 
released  in  August,  it  is  understood  that  strength- 
ening of  the  vaccine  will  mean  little  if  any  delay 
in  production. 

The  ad  hoc  committee  made  the  following  recom- 
mendation to  Dr.  Burney:  “The  committee  has  re- 
viewed the  data  dealing  with  serologic  responses 
and  protective  effects  elicited  in  man  by  Asian 
monovalent  influenza  vaccine  having  an  antigenic 
potency  of  200  CCA  units.  The  recent  informa- 
tion, like  that  obtained  earlier,  indicates  that  ad- 
ministration of  1.0  ml.  subcutaneously  of  a vac- 
cine of  this  potency  is  of  definite  value. 

“Thus,  it  is  capable  of  eliciting  detectable  anti- 
bodies in  a majority  of  persons  and,  presumably, 
of  protecting  an  appreciable  proportion  of  those 
vaccinated  against  the  clinical  disease. 

“However,  when  400  CCA  vaccine  is  adminis- 
tered, antibodies  develop  in  more  people  and  to  a 
higher  level.  On  the  basis  of  all  previous  informa- 
tion, this  should  induce  more  effective  immunity 
more  promptly.  Indeed,  the  antibody  levels  in  such 
persons  are  comparable  to  those  in  patients  who 
have  recovered  from  Asian  influenza. 

“Because  of  the  intense  efforts  of  the  vaccine 
manufacturers,  production  methods  and  facilities 
have  improved  to  the  point  where  400  CCA  vaccine 
might  be  made  available  for  general  use  in  the  near 
future.  Therefore,  the  Committee  recommends  the 
following:  That  the  antigenic  potency  of  Asian 
monovalent  influenza  vaccine  he  increased  from 
200  CCA  Units  per  ML.  to  400  CCA  Units  per 
ML.  as  soon  as  feasible  and  not  later  than  Decem- 
ber 1,  1957.” 

While  calling  for  an  increase  in  the  vaccine’s 
potency,  the  committee  said  there  is  “ample  evi- 


dence” that  the  vaccine  produced  up  to  now  is  effec- 
tive. It  gave  these  reasons: 

First,  15  years’  experience  with  flu  vaccines  of 
various  strains  indicates  the  Asian  variety  would 
be  effective. 

Second,  laboratory  studies  show  that  subcutane- 
ous administration  of  one  cc  of  the  present  vaccine 
causes  a majority  of  persons  to  develop  antibodies 
against  the  disease. 

Third,  preliminary  data  from  several  current 
studies  show  that  the  present  vaccine  does  give 
protection  against  actual  infection. 

Composing  the  ad  hoc  committee  were  Doctors 
Fred  M.  Davenport,  Dorland  J.  Davis,  Thomas 
Francis.  Jr.,  Alto  E.  Feller,  Maurice  K.  Hilleman, 
George  K.  Hirst.  Keith  E.  Jensen.  Gordon  Meikle- 
john,  Roderick  Murray.  Joseph  E.  Smadel  and 

I.t.  Col.  H.  E.  Griffin  and  Xavy  Capt.  John  R.  Seal. 

* * * 

Increasing  Flu  Incidence  Expected 
Until  Early  January 

Surgeon  General  Burney’s  advisory  committee 
on  influenza  believes  there  will  be  increasing  inci- 
dence of  Asian  influenza  for  “the  next  eight  or  ten 
weeks,”  or  until  early  January,  when  the  total  of 
cases  will  level  off.  then  start  to  decline.  In  an- 
nouncing the  committee’s  forecast.  Doctor  Burney 
made  these  additional  points  : 

1.  Doubling  of  the  potency  of  the  vaccine  was 
made  possible  because  the  virus  now  is  growing 
“almost  profusely”  for  manufacturers. 

2.  Substantial  protection  is  obtained  from  cur- 
rent vaccine  (200  units),  and  people  who  already 
have  been  vaccinated  should  not  be  vaccinated  again 
at  this  time  with  the  new  vaccine  (400  units),  in 
view  of  vaccine  shortages.  The  new  vaccine  is  ex- 
pected to  he  between  10  and  15%  more  effective 
than  the  old. 

3.  \\  bile  increasing  the  potency  will  slow  pro- 
duction about  one-third,  processing  has  been 
stepped  up  to  such  a degree  that  over  80,000,000 
doses  will  be  available  by  the  end  of  November,  an 
amount  far  in  excess  of  original  goals. 

4.  One  flaw  in  the  vaccination  campaign  is  fail- 
ure to  vaccinate  more  patients  whose  conditions 
make  them  high  medical  risks. 

5.  A number  of  controlled  tests  suggest  that 
“constitutional  symptom”  reactions  to  the  vaccine 
appear  only  about  in  4%  of  those  vaccinated. 


NOVEMBER,  1957 


637 


Pro-Banthlne®  “proved  almost  invariably 
effective  in  the  relief  of  ulcer  pain, 


in  depressing  gastric  secretory  volume  and  in 
inhibiting  gastrointestinal  motility.”* 


“Our  findings  were  documented  by  an  in- 
tensive and  personal  observation  of  these 
patients  over  a 2-year  period  in  private  prac- 
tice, and  in  two  large  hospital  clinics  with 
close  supervision  and  satisfactory  follow-up 
studies.”* 

Among  the  many  clinical  indications  for 
Pro-Banthlne  (brand  of  propantheline  bro- 
mide), peptic  ulcer  is  primary.  During 
treatment,  Pro-Banthlne  has  been  shown 
repeatedly  to  be  a most  valuable  agent  when 
used  in  conjunction  with  diet,  antacids  and 
essential  psychotherapy. 

Therapeutic  utility  and  effectiveness 


of  Pro-Banthlne  in  the  treatment  of  peptic 
ulcer  are  repeatedly  referred  to  in  the  recent 
medical  literature. 

Pro-Banthlne  Dosage 

The  average  adult  oral  dosage  of  Pro- 
Banthlne  is  one  tablet  (15  mg.)  with  meals 
and  two  tablets  at  bedtime. 

G.  D.  Searle  & Co.,  Chicago  80,  Illinois. 
Research  in  the  Service  of  Medicine. 

*Lichstein.  J.;  Morehouse,  M.  G..  and  Osmon.K.L.: 
Pro-BanthTne  in  the  Treatment  of  Peptic  Ulcer.  A 
Clinical  Evaluation  with  Gastric  Secretory,  Motil- 
ity and  Gastroscopic  Studies.  Report  of  60  Cases, 
Am.  J.  M.  Sc.  232. 156  (Aug.)  1956. 
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HOUSE  OF  DELEGATES 

of  the 

RHODE  ISLAND  MEDICAL  SOCIETY 
Report  of  Meeting  Held  September  25,  1957 


A meeting  of  the  House  of  Delegates  of  the 
Rhode  Island  Medical  Society  was  held  at  the 
Medical  Library  in  Providence  on  Wednesday, 
September  25,  1957.  The  meeting  was  called  to 
order  by  the  President,  Doctor  George  W.  Water- 
mail,  at  8:00  p.m.  The  following  delegates  were  in 
attendance : 

KENT  COUNTY : Edmund  T.  Hackman. 
M.D. ; Russell  P.  Hager,  M.D.  NEWPORT 
COUNTY:  Henry  Brownell,  M.D.  PAW- 
TUCKET DISTRICT : Robert  C.  Hayes.  M.  D. ; 
Hrad  A.  Zolmian,  M.D.  PROVIDENCE  MEDI- 
CAL ASSOCIATION:  Charles  J.  Ashworth, 
M.D. ; Irving  A.  Beck.  M.D. ; Bertram  H.  Buxton. 
Jr.,  M.D. ; Wilfred  I.  Carney,  M.D. ; Francis  H. 
Chafee,  M.D. ; William  B.  Cohen,  M.D. ; J.  Mer- 
rill Gibson,  M.D. ; Seebert  J.  Goldowsky,  M.D. ; 
John  C.  Ham,  M.D. ; Albert  H.  Jackvony,  M.D. ; 
Joseph  G.  McWilliams,  M.D. ; Rudolph  \\  . Pear- 
son, M.D. ; Arnold  Porter,  M.D. ; Louis  A.  Sage, 
M.D. ; William  J.  Schwab,  M.D.  WASHING- 
TON COUNTY : James  A.  McGrath,  M.D. 
WOONSOCKET  DISTRICT:  Henri  E.  Gau- 
thier. M.D. ; Thomas  J.  Lalor,  M.D.  OEEICERS 
OF  THE  RIMS:  George  W.  Waterman,  M.D. ; 
Stanley  Sprague,  M.D. ; Francis  B.  Sargent,  M.D. ; 
Thomas  Perry,  Jr.,  M.D. ; John  A.  Dillon,  M.D. 
IMMEDIATE  PAST  PRESIDENT  OF  RIMS: 
Charles  L.  Farrell,  M.D. 

Also  present  were  Doctor  John  T.  Barrett,  chair- 
man of  the  Child  School  Health,  Polio,  and  Mass 
Immunization  Committees;  Doctor  Arthur  E. 
O’Dea,  chairman  of  the  Highway  Safety  Com- 
mittee, and  John  E.  Farrell,  Executive  Secretary. 

Report  of  the  Secretary 
Doctor  Thomas  Perry  read  his  report  of  the 
actions  taken  by  the  Council  since  the  last  meeting 
of  the  House  of  Delegates,  copy  of  which  had  been 
submitted  in  typed  form  to  each  member  of  the 
House  and  is  made  part  of  the  official  minutes  of 
the  meeting. 

Action:  It  was  moved  that  the  report  of  the  sec- 
retary lie  received,  approved,  and  placed  on  file. 
The  motion  was  seconded  and  adopted. 

Treasurer’s  Report 

Doctor  John  A.  Dillon,  treasurer,  submitted  a 


proposed  budget  for  the  Society  for  1958  which 
had  been  approved  by  the  Council.  The  budget  was 
submitted  in  typed  form  to  each  member  of  the 
House  and  is  made  part  of  the  official  minutes  of 
the  meeting. 

Action:  It  was  moved  that  the  report  of  the 
treasurer  he  received,  approved,  and  placed  on  file. 

Recommendations  from  the  Council 

The  secretary  reported  that  the  Council  offers 
the  following  recommendations  to  the  House  of 
Delegates : 

1.  Annual  Dues.  To  carry  out  the  work  of  the 
Society  under  the  proposed  budget  for  1958, 
the  Council  recommends:  That  the  annual 
dues  for  the  members  of  the  Society  in  1958 
be  assessed  as  follows:  Members  in  first  year 
of  practice — $25.  All  other  members — $50. 

Action:  It  was  moved  that  the  recommendation 
he  adopted.  The  motion  was  seconded  and  passed. 
* * * 

2.  In  view  of  the  unanimous  action  by  the 
Woonsocket  District  Medical  Society  in  as- 
sessing its  membership  for  an  annual  contri- 
bution to  the  Benevolence  Fund  of  the  Rhode 
Island  Medical  Society,  the  Council  recom- 
mends : 

That  each  district  medical  society  be  urged 
by  the  House  of  Delegates  to  add  to  its  dis- 
trict society  dues  bill,  effective  with  the  calen- 
dar year  1958,  a request  for  contributions 
from  its  members  not  in  excess  of  $10  for  the 
Benevolence  Fund  of  the  Rhode  Island  Medi- 
cal Society  in  order  that  sufficient  funds  may 
be  obtained  in  the  near  future  to  carry  out  the 
purposes  of  said  Fund. 

Action:  It  was  moved  that  the  recommendation 
he  adopted.  The  motion  was  seconded  and  passed. 

Communications 

Doctor  Thomas  Perry,  secretary,  read  a com- 
munication relative  to  the  listing  of  physicians  lo- 
cated in  the  town  of  Fast  Providence  in  a special 
book  to  be  published  to  inform  the  people  of  that 
town  of  a listing  of  merchants  and  professional 
men  located  therein. 

Action:  It  was  moved  to  approve  the  principle 

continued  on  page  640 
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My  'patients  complain  that 
the  pain  tablets  I prescribe 
are  too  sloio-acting . . . 
they  usually  take  about 
30  to  1+0  minutes  to  work. 

Why  don’t  you  try 
the  new  analgesic 
that  gives  faster, 
longer-lasting  pain  relief? 


What  is  it .. . 
how  fast  does  it  act ? 


CLINICAL 

COLLOQUY 


It’s  Percodan®—  relieves  pain 
in  5 to  25  minutes, 
with  a single  dose 
lasting  6 hours  or  longer. 

Hoic  about  side  effects? 

No  problem.  For  example, 
the  incidence  of  constipation 
with  Percodan*  is  rare. 

Sounds  worth  trying  — 
what's  the  average  adult  dose? 

One  tablet  every  6 hours. 

That’s  all. 

Where  can  I get 
literature  on  Percodan? 

Just  ask  your  Endo  detailman 
or  write  to: 


ENDO  LABORATORIES 


Richmond  Hill  18,  New  York 


U.  S.  Pat.  2,628,185.  PERCODAN  contains  salts  of  dihydrohydroxycodeinone  and 
homatropine,  plus  APC.  May  be  habit-forming'.  Available  through  all  pharmacies. 
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of  listing  members  of  the  Society  in  public  direc- 
tories in  accordance  with  the  already  established 
rules  of  the  Society  and  subject  to  the  final  ap- 
proval of  the  chairman  of  the  Committee  on  Pub- 
lic Relations.  The  motion  was  seconded  and 
adopted. 

Resolutions  from  District  Societies 

The  president  called  for  resolutions  from  any  of 
the  district  societies. 

No  resolutions  were  presented. 

Reports 

From  the  President  of  Butler  Flealth  Center 

The  president  called  attention  to  the  report  from 
the  president  of  the  Butler  Health  Center  in  re- 
sponse to  a resolution  adopted  by  the  House  of 
Delegates  at  its  April  meeting.  This  report  was 
included'  in  the  Delegates'  Handbook  and  is  made 
part  of  the  official  minutes  of  the  meeting. 

Action:  It  was  moved  to  receive  the  report  from 
the  president  of  Butler  Hospital  and  refer  it  to  the 
Mental  Health  Committee  for  its  consideration. 
The  motion  was  seconded  and  adopted. 

Advisory  Committee  to  the 
Department  of  Employment  Security 

The  president  called  attention  to  the  report  of 
the  Advisory  Committee  to  the  Department  of 
Employment  Security  as  published  in  the  Dele- 
gates’ Handbook. 

Action:  It  was  moved  to  receive  the  report  and 
place  it  on  file.  The  motion  was  seconded  and 
adopted. 

Board  of  T rustees  of  the  Medical  Library 

Doctor  Stanley  Sprague,  chairman  of  the  Board 
of  Trustees  of  the  Medical  Library,  presented  his 
report  which  was  published  in  the  Delegates’  Hand- 
book. 

Action:  It  was  moved  to  receive  the  report  and 
place  it  on  file.  The  motion  was  seconded  and 
adopted. 

Child-School  Health  Committee 

Doctor  John  T.  Barrett,  chairman  of  the  Child- 
School  Health  Committee,  called  attention  to  the 
report  of  the  Committee  as  published  in  the  hand- 
book and  he  commented  briefly  on  the  work  of  the 
Committee. 

Action:  It  was  moved  to  receive  the  report  of 
the  Committee  and  place  it  on  file.  The  motion  was 
seconded  and  adopted. 

Diabetes  Committee 

The  president  noted  that  the  report  of  the  Com- 
mittee on  Diabetes  had  been  submitted  by  the  chair- 
man and  was  included  in  the  Delegates’  Handbook. 
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Action:  It  was  moved  that  the  report  of  the  Dia- 
betes Committee  be  received  and  placed  on  file. 
The  motion  was  seconded  and  adopted. 

Highway  Safety  Committee 
- Doctor  Arthur  E.  O’Dea,  chairman  of  the  High- 
wav  Safety  Committee,  discussed  the  report  of  his 
Committee  as  published  in  the  Delegates’  Hand- 
book. 

The  report  was  discussed  at  length  by  members 
of  the  House. 

Action:  It  was  moved  to  refer  the  report  of  the 
Highway  Safety  Committee  back  to  that  committee 
for  additional  detailed  data  on  the  medical  prob- 
lems reported  by  the  Interstate  Commerce  Commis- 
sion. The  motion  was  seconded  and  adopted. 

Immunization  Procedures  Committee 

Doctor  John  T.  Barrett,  chairman  of  the  Com- 
mittee on  Immunization  Procedures,  discussed  the 
report  as  published  in  the  handbook.  Doctor  Stan- 
ley Sprague,  chairman  of  the  Industrial  Health 
Committee,  read  a release  regarding  the  Asian  In- 
fluenza Vaccine  issued  by  the  American  Medical 
Association. 

Action:  It  was  moved  that  the  report  of  the 
Committee  on  Immunization  Procedures  be  re- 
ceived and  placed  on  file.  The  motion  was  seconded 
and  adopted. 

Medical  Defense  and  Grievance  Committee 

Doctor  Francis  B.  Sargent,  chairman  of  the 
Committee  on  Medical  Defense  and  Grievance, 
made  an  oral  report  discussing  briefly  the  work  of 
the  Committee  since  the  last  session  of  the  House 
of  Delegates. 

Committee  on  Mental  Health 

The  president  noted  that  the  report  of  the  Com- 
mittee on  Mental  Health  was  published  in  the 
Delegates’  Handbook. 

Action:  It  was  moved  that  the  report  of  the 
Committee  on  Mental  Health  be  received  and 
placed  on  file.  The  motion  was  seconded  and 
adopted. 

Poliomyelitis  Committee 

Doctor  John  T.  Barrett  commented  briefly  on 
the  report  of  the  Committee  as  published  in  the 
handbook. 

Action:  It  was  moved  that  the  report  of  the 
Poliomyelitis  Committee  be  received  and  placed  on 
file.  The  motion  was  seconded  and  adopted. 

* * * 

The  secretary  submitted  to  the  House  a com- 
munication directed  to  the  Society  from  the  U.  S. 
Naval  Base  ( Newport)  relative  to  a possible  Polio- 
myelitis Vaccination  Program  for  civilian  em- 
ployees. and  asking  for  recommendations  from  the 
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OVER 

prednisolone  alone  (or  other 
corticoids) 

OVER 

corticoid-salicylatecombinations 

OVER 

other  corticoid-tranquilizer  com- 
binations 

Emotional 

Stabilization 

...  ATARAXOID  includes  control 
of  fear,  anxiety 

, ..ATARAXOID  includes  control 
of  fear,  anxiety 

. . . only  ATARAXOID  provides  the 
unique,  specific,  consistently 
effective  tranquilizer,  ATARAX 

Clinical 

Control 

. . . tranquilization  enhances 
prednisolone  effect  for  superior 
improvement 

. . . tranquilization  eases  muscle 
tension  (relieving  aching  and 
stiffness)  precludes  anxiety- 
induced  flare-ups 

. . . enhanced  corticoid  control 
frequently  superior 

. . . tranquilizer  enhancing  effect 
is  more  consistent 

. . . established  by  outstanding 
results  in  94%  of  919  cases* 

Dosage 

Levels 

...corticoid  requirements  are 
frequently  reduced  by  25-50% 

. . . corticoid  maintenance  levels 
compare  favorably;  often  lower 

. . . tranquilizer  dosage  levels 
are  the  lowest 

. . . more  consistent  tranquiliza- 
tion often  permits  lower  corti- 
coid dosage 

Toleration 

...corticoid  side  effects  are 
significantly  reduced  or  elimi- 
nated 

...  no  salicylate  side  effects 

...reduced  corticoid  side  effects 
compare  favorably 

. . . tranquilizer  control  is  the 
safest -and  free  of  mental 
“fogging” 

. . . reduction  of  corticoid  com- 
plications more  consistent 

Patient 

Management 

. . . tranquilization  greatly  facili- 
tates cooperation 

. . . tranquilization  greatly  facili- 
tates cooperation 

. . . more  consistent,  uncompli- 
cated tranquilization  means 
better  cooperation 

available  as: 


scored  green  tablets,  5.0  mg.  pred- 
nisolone and  10  mg.  hydroxyzine 
hydrochloride;  bottles  of  30  and  100 


scored  blue  tablets,  2.5  mg.  pred- 
nisolone and  10  mg.  hydroxyzine 
hydrochloride;  bottles  of  30  and  100 

for  greater  flexibility  of  dosage 

- f ...  - 


in 

scored  orchid  tablets,  1.0  mg.  pred- 
nisolone and  10  mg.  hydroxyzine 
hydrochloride;  bottles  of  100 


Pfizer  PFIZER  LABORATORIES  Division,  Chas.  Pfizer  & Co.,  Inc.  Brooklyn  6,  New  York 


* Individual  Case  Reports,  Chas.  Pfizer  & Co.,  Inc. 
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Society.  The  communication  was  discussed  by 
members  of  the  House. 

Action:  It  was  moved  that  the  House  of  Dele- 
gates disapprove  immunization  programs  for  civil- 
ian employees  at  Government  Installations  by  phy- 
sicians of  the  Armed  Forces ; and  further,  the 
House  recommends  that  any  contemplated  immu- 
nization program  for  civilian  employees  of  a Gov- 
ernment Installation  he  referred  to  the  local  county 
medical  society  within  the  area  of  such  Armed 
Forces  Installation.  The  motion  was  seconded  and 
adopted. 

Committee  on  Prophylaxis  of  Ophthalmia 
Neonatorum 

The  president  called  attention  to  the  report  of  the 
special  committee  to  the  House  of  Delegates  ap- 
pointed to  consider  the  problem  of  prophylaxis  of 
ophthalmia  neonatorum.  The  report  was  included 
in  the  Delegates’  Handbook. 

Action:  It  was  moved  that  the  report  of  the 
Committee  be  accepted  and  the  recommendations 
contained  therein  he  approved.  The  motion  was 
seconded  and  adopted. 

Physicians  Service 

Doctor  Charles  J.  Ashworth,  president  of  the 
Rhode  Island  Medical  Society  Physicians  Service, 
briefly  reviewed  some  of  the  recent  developments 
of  the  Physicians  Service  Program  and  reported 
on  some  of  its  current  activities,  including  the  de- 
velopment of  a special  Supplemental  Subscriber 
Contract.  He  reported  that  information  regarding 
this  new  contract  would  be  sent  to  each  member  of 
the  Society  in  the  immediate  future. 

ADJOURNMENT 

The  House  of  Delegates  was  adjourned  at  10 :00 

P.M. 

Respectfully  submitted, 

Thomas  Perry,  Jr.,  m.d.,  Secretary 

REPORT  OF  THE  SECRETARY 

Since  the  previous  meeting  of  the  House  of  Dele- 
gates the  Council  has  held  two  meetings.  The  fol- 
lowing actions  are  reported  to  the  House : 

1.  The  Council  received  acknowledgments  from 
Senator  Pastore  and  Congressman  Fogarty 
of  the  Society’s  position  relative  to  the  Jen- 
kins-Keogh  Bill. 

2.  Doctor  John  T.  Barrett  and  two  members  of 
his  committee,  of  his  choice,  were  authorized 
to  represent  the  Society  on  an  educational 
committee  of  the  Providence  County  Chapter 
of  the  National  Foundation  for  Infantile 
Paralysis. 


3.  The  Woman’s  Auxiliary  to  the  Society  do- 
nated $402.85  to  the  Benevolence  Fund  of 
the  Society. 

4.  The  W oonsocket  District  Medical  Society  re- 
ported its  adoption  of  a special  assessment  of 
$5  minimum  for  all  members  for  the  Benev- 
olence Fund  of  the  Society. 

5.  The  Council  approved  of  the  reappointment 
by  the  State  Director  of  Labor  of  Doctor 
Albert  H.  Jackvonv  to  the  Curative  Center 
Advisory  Board. 

6.  The  Council  received  and  voted  to  refer  to 
the  House  of  Delegates  a report  from  the 
president  of  the  Butler  Health  Center  relative 
to  the  resolution  adopted  by  the  House  last 
April.  (See  report  in  attached  file.) 

7.  Approval  was  given  of  a proposed  series  of 
health  education  lectures  under  the  auspices 
of  the  Child-School  Health  Committee  of  the 
Society.  Brown  University,  and  the  State  De- 
partment of  Education. 

8.  The  report  of  the  special  Committee  on  Mass 
Immunizations  was  reviewed,  and  as  amended 
referred  to  the  House  of  Delegates.  (See 
report  in  attached  file.) 

9.  The  Committee  on  Mass  Immunizations  was 
authorized  to  continue  to  serve  and  to  earn- 
out the  recommendations  made  in  its  report 
until  such  time  as  the  House  acts  on  the  entire 
report. 

10.  The  report  of  the  special  committee  to  report 
on  prophylaxis  of  ophthalmia  neonatorum 
was  reviewed  and  referred  to  the  House  of 
Delegates.  (See  report  in  attached  file.) 

11.  The  Council  reviewed  brochures  to  he  used  in 
connection  with  the  impartial  examiner  pro- 
gram of  the  State  Department  of  Employ- 
ment Security,  and  expressed  its  opinion  that 
the  fee  should  be  $15  for  a “complete  general 
routine  physical  examination  including  uri- 
nalysis and  a written  report.” 

12.  The  Council  appointed  Doctor  Harold  Wil- 
liams as  the  Society  official  delegate  to  the 
4th  Annual  National  Conference  on  Mental 
Health  to  be  sponsored  by  the  American  Med- 
ical Association. 

13.  Receipt  was  acknowledged  of  a letter  of  ap- 
preciation from  the  Providence  Civilian  De- 
fense Council  for  the  fine  cooperation  of  phy- 
sicians in  the  National  Civil  Defense  Test 
conducted  in  July. 

14.  The  treasurer  was  authorized  to  redeem 
$5,000  of  U.  S.  Savings  Series  “G”  bonds 
maturing  in  1960,  and  invest  the  proceeds  in 
high  coupon  corporate  issues. 

15.  The  proposed  budget  for  the  Society  for  1958 
was  reviewed  and  approved. 

16.  The  president  was  authorized  to  appoint  a 
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committee  to  meet  with  officials  of  the  \\  el- 
fare  Fund  of  the  Jewelry  Workers  Union  to 
discuss  medical  and  health  problems. 

17.  The  Board  of  Trustees  was  authorized  to 
proceed  with  the  erection  of  a partition  in  the 
Library  building  to  separate  the  auditorium 
from  the  balcony. 

18.  The  president  was  authorized  to  appoint  a 
special  committee  to  evaluate,  study  and  re- 
port, with  possible  recommendations  to  the 
Council  in  November  on  the  Dependents’ 
Medical  Care  Program  as  it  applies  to  Rhode 
Island,  conferring  with  such  authorities  as 
may  be  necessary  for  data  for  such  report. 

Thomas  Perry,  Jr.,  m.d.,  Secretary 

❖ H5  ^ 

BUTLER  HEALTH  CENTER  REPORT 

“I  have  the  copy  of  the  resolution  adopted  by  the 
House  of  Delegates  of  the  Rhode  Island  Medical 
Society  and  through  you  want  to  express  on  behalf 
of  Butler  Health  Center  our  appreciation  for  the 
interest  shown. 

“You  are  undoubtedly  familiar  with  the  decision 
to  close  Butler  Hospital,  the  aroused  public  inter- 
est, the  selection  of  a so-called  compromise  Board 
of  Trustees,  the  appointment  by  that  Board  of  a 
Study  Committee  headed  by  Mr.  John  Chafee  and 
the  employment  by  the  Butler  Board  of  the  Amer- 
ican Psychiatric  Association  to  assist  in  determin- 
ing the  best  future  uses  of  Butler's  assets. 

“The  first  order  of  business  of  our  Study  Com- 
mittee was  to  seek  the  advice  of  the  Rhode  Island 
Medical  Society  and  on  April  9,  1956,  our  commit- 
tee met  with  a committee  appointed  by  your  then 
president  to  discuss  the  general  problems  incident 
to  the  closing  of  Butler’s. 

“Following  that  meeting.  Mr.  Chafee  in  a letter 
dated  April  10,  1956,  addressed  to  Dr.  Walter  E. 
Campbell,  chairman  of  your  Society’s  subcommit- 
tee, summarized  the  results  of  the  meeting.  His 
letter  concluded  by  saying  what  still  and  always  will 
represent  the  feeling  of  our  Board  of  Trustees: 
‘It  is  felt  important  that  the  psychiatrists  and  other 
doctors  of  the  State  should  have  a part  in  the  plans 
for  Butler  Hospital,  for  the  success  of  the  hospital 
will  depend  on  active  cooperation  from  all  inter- 
ested segments  of  the  community.’ 

“It  was  shortly  after  the  meeting  with  Dr.  Camp- 
bell’s committee  that  the  A.P.A.  was  engaged  to 
make  its  survey.  As  its  first  action  the  A.P.A.  ap- 
pointed a Liaison  Committee  representing  a cross- 
section  of  community  interests  and  activities  and 
including  in  its  membership  of  eleven  three  mem- 
bers of  the  local  medical  fraternity,  Drs.  Alex  M. 
Burgess,  Harold  W.  Williams  and  Trawick  H. 
Stubbs.  The  function  of  the  Liaison  Committee 
was  to  assist  the  A.P.A.  in  advising  the  Board  of 
Trustees  and  in  connection  with  that  function  all 
members  of  the  committee  were  urged  to  attend 
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*Iew  authoritative  studies  prove  that  Kynex 
losage  can  be  reduced  even  further  than  that 
ecommended  earlier.1  Now,  clinical  evidence 
las  established  that  a single  (0.5  Gm.)  tablet 
naintains  therapeutic  blood  levels  extending 
•eyond  24  hours.  Still  more  proof  that  Kynex 
tands  alone  in  sulfa  performance— 

» Lowest  Oral  Dose  In  Sulfa  History— 0.5  Gm. 
1 tablet)  daily  in  the  usual  patient  for  mainte- 
ance  of  therapeutic  blood  levels 

• Higher  Solubility— effective  blood  concen- 
rations  within  an  hour  or  two 

■ Effective  Antibacterial  Range— exceptional 
ffectiveness  in  urinary  tract  infections 
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dose  is  1 Gm.  (2  tablets  or  4 teaspoonfuls  of 
syrup)  the  first  day,  followed  by  0.5  Gm.  (1  tab- 
let or  2 teaspoonfuls  of  syrup)  every  day  there- 
after, or  1 Gm.  every  other  day  for  mild  to  mod- 
erate infections.  In  severe  infections  where 
prompt,  high  blood  levels  are  indicated,  the 
initial  dose  should  be  2 Gm.  followed  by  0.5 
Gm.  every  24  hours.  Dosage  in  children,  accord- 
ing to  weight;  i.e.,  a 40  lb.  child  should  receive 
14  of  the  adult  dosage.  It  is  recommended 
that  these  dosages  not  be  exceeded. 

Tablets: 

Each  tablet  contains  0.5  Gm.  (714  grains)  of  sulfa- 
methoxypyridazine.  Bottles  of  24  and  100  tablets. 

Syrup: 

Each  teaspoonful  (5  cc.)  of  caramel-flavored  syrup 
contains  250  mg.  of  sulfamethoxypyridazine.  Bottle 
of  4 fl.  oz. 

'Nichols,  R.  L.  and  Finland,  M.:  J.  Clin.  Med.  49:410,  1957 
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and  participate  in  all  of  its  activities.  The  com- 
mittee. under  the  leadership  of  Dr.  Blain.  held  pub- 
lic hearings  on  June  19  and  June  20.  1956.  at  which 
representatives  of  the  interested  public  and  private 
agencies  and  groups  gave  opinions  as  to  the  com- 
munity's mental  health  resources,  unmet  mental 
health  needs  and  the  place  to  be  occupied  by  Butler 
in  the  future.  Invitations  to  attend  and  participate 
in  these  hearings  were  extended  to  more  than  sixty 
agencies  among  which  was  the  Rhode  Island  Med- 
ical Society.  A summary  of  the  statements  made  at 
the  hearings  is  contained  in  Appendix  B to  the 

A. P.A.  report. 

“In  addition  to  seeking  the  advice  of  various  in- 
terests in  the  community,  the  A.P.A.  also  sought 
advice  and  counsel  from  its  self-appointed  medical 
advisory  board,  a group  of  eleven  psychiatrists  in- 
cluding Doctors  Thomas  Greason  and  Harold  Wil- 
liams from  our  own  state  and  others  from  neigh- 
boring New  England  states,  New  York  and  New 
Jersey.  The  Medical  Advisory  Board  held  five 
meetings  and  discussed  with  Dr.  Blain  and  the 
Study  Committee  mental  health  needs  and  how  best 
Butler  could  help  in  meeting  them. 

“Dr.  Blain  also  had  available  for  advice  and 
consulted  on  these  same  problems  a group  of  the 
country’s  outstanding  psychiatrists  including  Drs. 
Kenneth  E.  Appel,  Francis  J.  Braceland,  Carl 
Binger,  Malcolm  F.  Farrell,  George  E.  Gardner. 
John  A.  P.  Millet.  Harry  C.  Solomon  and  William 

B.  Terhune. 

“Desirous  of  the  advice  of  a complete  cross- 
section  of  the  medical  profession,  the  A.P.A.  dis- 
tributed two  types  of  questionnaires  to  psychiatrists 
and  physicians  in  New  England  and  New  York 
concerning  the  future  of  Butler.  In  all,  through  the 
use  of  these  questionnaires  the  opinions  of  five 
thousand  psychiatrists  and  physicians  were  sought. 
Appendix  C to  the  A.P.A.  report  describes  the 
questionnaires  and  tabulates  the  responses.  After 
completing  its  investigation  along  the  broad  general 
lines  herein  outlined,  and  subsequent  to  discussion 
of  preliminary  drafts  of  its  report  with  interested 
groups,  the  A.P.A.  submitted  its  final  report  dated 
September  1956,  and  titled  The  Future  of  Butler 
Hospital. 

"This  report  received  widespread  circulation 
and  was  published  in  full  by  the  local  press.  The 
Board  of  Trustees  of  the  hospital  unanimously 
voted  to  reopen  the  hospital  at  its  old  location  and 
there  to  inaugurate  the  kind  of  services  recom- 
mended in  the  report.  This  recommendation  re- 
ceived the  unanimous  approval  of  the  members  of 
the  corporation  at  a meeting  called  speciallv  to  take 
action  on  the  A.P.A.  report. 

“4  he  report  outlines  the  broad  over-all  plan  for 
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the  Center’s  development  and  the  Board  is  in  the 
process  of  implementing  the  recommendations  con- 
tained therein.  Butler  has  reopened  ; a staff  headed 
by  Dr.  Robert  Hyde,  who  came  most  highly  recom- 
mended. is  in  residence ; out-patient  and  day  care 
service  departments  are  in  operation ; a research 
project  financed  by  a foundation  is  being  carried 
on ; an  in-patient  department  will  he  opened  in 
July;  negotiations  are  under  way  to  bring  to  But- 
ler’s grounds  other  community  agencies  so  as  to 
make  it  truly  a Health  Center ; as  our  staff  grows 
and  the  financial  support  becomes  available,  other 
services  will  be  inaugurated. 

"As  pointed  out  in  the  A.P.A.  report,  ‘the  de- 
cision of  whether  to  have  an  open  or  a closed  staff  is 
also  important.’  Our  Board  presently  is  consider- 
ing this  question  and  it  is  our  hope  that  a policy 
can  he  adopted  of  granting  privileges  ‘to  properly 
qualified  and  carefully  selected  psychiatrists  who 
may  refer  patients  to  the  hospital.’ 

“I  trust  that  the  length  of  this  reply  has  not 
taken  away  from  its  responsiveness  and  that  I have 
given  you  the  information  requested.  I know  I 
speak  the  sentiment  of  the  entire  Board  in  saying 
that  your  active  assistance  and  co-operation  both 
in  the  planning  for  the  future  of  the  Center  and  in 
the  execution  thereof  will  at  all  times  receive  a 
cordial  welcome. 

“Sincerely  yours, 

“Alfred  H.  Joslin,  President 
Butler  Health  Center ” 

THE  BOARD  OF  TRUSTEES 

During  the  summer  months  the  Board  of  Trus- 
tees, with  the  assistance  of  the  executive  secretary, 
has  carried  out  the  authorizations  of  the  Council 
and  the  House  regarding  improvements  to  the 
Medical  Library  Building. 

The  first  floor  hall  and  coat  room  have  been  tiled 
to  match  the  flooring  in  the  reading  room.  The 
former  Miller  Room  has  been  repainted  and  re- 
furnished as  the  office  of  the  executive  secretary, 
and  as  a conference  room  for  committees. 

The  offices  on  the  second  floor  have  been  painted, 
and  new  secretarial  equipment  installed  to  make  for 
better  working  conditions  for  the  office  staff. 

New  bookcases  have  been  constructed,  and 
painted,  and  placed  in  the  basement  room  to  house 
the  Davenport  Collection  of  books.  The  hook  stacks 
from  the  former  Miller  Room  have  been  moved  to 
the  basement  book  storage  room  to  be  used  to  good 
advantage. 

The  boiler  room  has  been  cleared  of  all  waste 
materials,  and  the  boiler  has  been  cleaned  and  re- 
paired. Three  one-gallon  Stop  Fire  Automatic  Fire 
Extinguishers  have  been  installed  in  the  boiler 
room. 
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4 Spastic  conditions  of  abdominal 
viscera  can  be  promptly  relaxed  with  Trasentine®-Phenobarbital . 
It  acts  both  on  smooth  muscle  and  parasympathetic  nerves;  it  has 
a direct  anesthetic  effect  on  gastrointestinal  mucosa;  it  calms  the 
patient  as  a whole.  You  can  prescribe  Trasentine-Phenobarbital  to 
alleviate  pain  and  spasm  in  ulcers,  colitis,  cholecystitis,  pyloro- 
spasm,  ureteral  colic  or  dysmenorrhea.  Tablets  (yellow,  coated), 
each  containing  50  mg.  Trasentine®  hydrochloride  (adiphenine 
hydrochloride  CIBA)  and  20  mg.  phenobarbital . C I B A Summit,  N.J. 
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In  the  immediate  future  the  Trustees  plan  to 
proceed  with  the  erection  of  a partition  separating 
the  second  floor  balcony  from  the  main  auditorium. 
The  Trustees  have  also  authorized  the  Medical 
Bureau  of  the  Providence  Medical  Association  to 
make  improvements  in  the  basement  rooms  of  the 
Library. 

Stanley  Sprague,  m.d.,  Chairman 

CHILD-SCHOOL  HEALTH  COMMITTEE 

This  Committee  anticipates  further  work  during 
the  course  of  the  next  year  in  poison  prevention 
and  accident  control. 

A recommendation  to  the  committee  for  a lec- 
ture series  has  been  acted  upon  and  will  start  in 
October  of  this  year.  There  will  be  ten  weekly 
lectures  sponsored  jointly  by  the  Rhode  Island 
Medical  Society,  Brown  University  and  the  State 
Department  of  Education.  These  lectures  will  be 
given  to  school  teachers  and  nurses  of  Rhode 
Island  for  credit.  W e are  planning  for  approxi- 
mately half  of  the  lectures  to  be  given  by  local 
members  of  the  medical  profession.  Brown  Uni- 
versity. which  is  administering  the  program,  plans 
a full  scale  public  relation  program  which  will  give 
full  credit  to  this  Society. 

Respectfully  submitted, 

John  T.  Barrett,  m.d.,  Chairman 

* * * 

COMMITTEE  ON  DIABETES 

Members  of  the  committee  met  with  the  chair- 
man of  the  Health  Committee  of  the  Rhode  Island 
Congress  of  Parents  and  Teachers,  the  State 
Health  Department,  and  the  State  Department  of 
Employment  Security  during  the  summer  to  work 
out  plans  for  the  annual  Diabetes  Detection  Cam- 
paign of  1957. 

The  plan  for  the  campaign,  listed  for  the  week 
of  November  17-23,  will  be  a concentration  of 
testing  of  school  children  and  persons  employed  in 
industry,  utilizing  the  St.  Louis  Dreypak  method 
of  testing.  The  State  Health  Department  Labora- 
tories will  check  the  samples  submitted. 

The  Congress  of  Parents  and  Teachers  will  poll 
its  units  asking  each  to  support  the  campaign  In- 
purchasing  sufficient  dreypaks  for  the  children  in 
its  respective  school.  A selected  group  of  approxi- 
mately 400  industries  were  sent  a mailing  by  the 
Committee  asking  that  they  purchase  the  dreypaks 
and  issue  them  to  their  employees.  To  date  (Sept. 
17)  orders  have  been  received  from  46  companies 
for  a total  of  14.095  dreypaks,  thus  indicating  an 
enthusiastic  support  of  the  new  approach  to  the 
campaign  by  the  Committee. 
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The  Committee,  through  the  executive  office, 
will  purchase  and  distribute  the  dreypaks,  together 
with  literature  and  posters. 

D.  Richard  Baroxian,  m.d.,  Chairman 
* * * 

COMMITTEE  ON  MASS  INOCULATIONS 

The  committee  feels  that  it  should  preface  its 
remarks  by  once  again  stating  the  philosophy  that 
only  through  vigorous  efforts  will  physicians  main- 
tain their  leadership  in  all  phases  of  medicine. 
Some  developments  during  the  Salk  Vaccination 
Program  point  out  the  insidious,  and  to  us,  harmful 
inroads  that  lay  groups  have  made  in  medical  mat- 
ters and  we  decry  the  tendency  of  such  groups  to 
determine  or  attempt  to  determine  policies  which 
should  properly  he  defined  by  our  profession.  Na- 
tional and  local  organizations  interested  in  certain 
specific  diseases  seem  to  be  dominated  by  lay  people 
to  the  ultimate  undermining  of  medical  leadership. 

The  experience  gained  over  the  past  two  years  in 
the  poliomyelitis  vaccine  program  should  guide  us 
in  our  dealings  with  outside  groups  who  are  in- 
terested in  utilizing  our  skills  in  the  field  of  medi- 
cine. We  have  particular  reference  to  the  criticisms 
stated  or  implied,  correct  or  false,  leveled  at  the 
medical  profession  by  the  press  and  lay  groups  and 
even  by  our  colleagues  relating  to  various  aspects 
of  mass  inoculation  procedures  over  the  past  year. 
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To  that  end  we  make  the  following  recommenda- 
tions : 

Emergency  procedures  involving  mass  inocula- 
tions are  properly  under  the  jurisdiction  of  fed- 
eral, state  and  local  health  authorities,  but  we 
suggest  that  it  be  pointed  out  to  these  agencies 
that  all  matters  involving  the  commitment  of 
private  physicians  in  mass  inoculation  pro- 
cedures should  be  discussed  with  the  Rhode 
Island  Medical  Society. 

In  the  ordinary  course  of  events  when  a new 
procedure  is  contemplated,  we  suggest  that  there 
be  a committee  appointed  to  evaluate  any  course 
of  action  liable  to  lead  to  widespread  inocula- 
tions. Such  a committee  should  meet  as  soon  as 
possible  after  knowledge  of  such  procedures  in 
order  to  coordinate  the  physician’s  efforts. 

This  committee  might  well  evaluate  the  efficacy 
and  proper  use  of  the  procedure,  set  up  imme- 
diate liaison  with  appropriate  health  authorities, 
set  up  minimum  standards  of  policy  and  act  as 
a central  group  to  establish  and  maintain  control 
within  the  Rhode  Island  Medical  Society.  In  the 
event  of  proposed  mass  inoculation,  this  commit- 
tee would  pass  on  all  procedures  involving  groups 
of  persons  and  should  control  all  aspects  of  such 
group  procedures  by  informing  the  members  of 
the  Rhode  Island  Medical  Society  through  the 

continued  on  next  page 
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usual  means.  It  can  be  a clearing  agency  to  assist 
the  private  physician  in  standardizing  his  efforts 
within  the  Rhode  Island  Medical  Society. 

It  was  suggested  that  county  societies  might  set 
up  committees  at  their  level,  cognizant  of  the 
. local  situation,  to  advise  the  state  committee  on 
policy,  and  to  transmit  state  society  policies  to 
their  memberships. 

The  following  resolution,  approved  by  the  Coun- 
cil of  the  Society,  is  submitted  to  the  House  of 
Delegates  as  part  of  this  report : 

WHEREAS , The  physicians  of  Rhode  Island 
have  participated  in  many  types  of  divergent 
plans  of  administration  of  Salk  Vaccine  over  the 
past  three  years  resulting  in  much  confusion,  and 

WHEREAS , Certain  national  organizations  and 
local  health  services  are  entering  more  and  more 
into  the  fields  of  medicine  and  offering  free 
medicines,  vaccines,  and  attempting  to  set  up 
nationally,  immunization  programs  not  conso- 
nant with  the  policies  of  the  Rhode  Island  Med- 
ical Society 

THEREFORE  BE  IT  RESOLVED , That  the 
Rhode  Island  Medical  Society  should  carefully 
review  its  position  in  approving  administration 
by  Boards  of  Health,  Hospitals,  Manufacturing 
Companies,  Labor  Organizations,  lay  groups, 
etc.,  of  mass  inoculation  procedures  except  in 
epidemics  or  for  indigent  programs  and  approve 
of  these  procedures  in  the  private  doctor's  office 
(or  facilities  directly  under  his  control)  and 
oppose  any  attempt  at  regimentation  of  immu- 
nization procedures  at  the  local  level  which  inter- 
feres with  free  enterprise. 

* * * 

Supplemental  Report 

This  Committee,  formerly  designated  as  a Com- 
mittee on  Mass  Inoculation,  has  met  on  one  occa- 
sion to  plan  for  the  handling  of  the  anticipated 
demand  for  “Asiatic  Flu”  inoculations.  A copy  of 
the  recommendations  of  the  Committee  has  been 
sent  to  all  members  of  the  Society.  A priority  for 
the  vaccine  has  been  made  to  the  members  of  the 
Society.  The  Committee  recommends  a maximum 
fee  of  three  dollars  for  each  inoculation  and  a 
minimum  fee  for  group  injections  of  two  dollars. 
However,  the  Committee  deplores  the  idea  of  mass 
inoculations  except  in  cases  of  extreme  emergen- 
cies, feeling  that  there  is  a risk  involving  adverse 
reactions  to  the  vaccine  and  urges  the  community 
to  utilize  their  own  private  physician.  At  the  mo- 
ment, the  State  of  Rhode  Island  has  no  plans  for 
mass  inoculations  nor  do  any  cities  or  towns.  In- 
creasing reports  are  being  received  as  to  large  con- 
cerns planning  to  give  the  vaccine  to  their  em- 
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ployees  as  well  as  the  employees’  dependents.  A 
directive  from  the  House  of  Delegates  regarding 
this  particular  problem  would  be  appreciated. 
Respectfully  submitted, 

John  T.  Barrett,  m.d..  Chairman 
* * * 

MENTAL  HEALTH  COMMITTEE 

The  changes  that  occurred  in  the  Committee  on 
Mental  Health  necessitated  an  establishment  of 
policies  and  projects.  This  was  not  accomplished 
early  in  the  year  as  would  have  been  desirable.  A 
great  amount  of  time  spent  on  the  Medical  Advis- 
ory Committee  of  the  American  Psychiatric  Asso- 
ciation Survey  for  Butler  Hospital  prevented  the 
achievement  of  this  objective. 

A project  started  prior  to  this  past  year  resulted 
in  a satisfactory  compromise  situation.  Dr.  Maurice 
Laufer  and  Dr.  Laurence  Senseman  were  a sub- 
committee working  with  Professor  Carl  Pfaftmann 
and  Mr.  Kenneth  T.  Bosquet  of  the  Rhode  Island 
Psychological  Association.  This  pertained  to  the 
position  of  clinical  psychologists  in  relationship  to 
the  practice  of  medicine.  The  psychologists  estab- 
lished within  their  own  organization  a basis  of  cer- 
tification. A list  of  those  certified  by  the  Psycho- 
logical Association  was  made.  This  list  has  been 
made  available  to  the  Medical  Society.  The  psy- 
chologists were  content  for  the  time  being  with  this 


compromise  situation. 

There  has  been  a previous  report,  dated  October 
29,  1956,  relative  to  the  chairman’s  functioning  on 
the  Medical  Advisory  Committee  of  the  American 
Psychiatric  Association  Survey  for  the  Trustees 
of  Butler  Hospital.  There  are  many  ways  in  which 
committee  members  disagree  with  the  plan  for 
reopening  of  Butler  Hospital.  The  chief  point  of 
disagreement  has  to  do  with  the  relationship  of  the 
medical  profession  versus  Social  Agencies.  It  was 
the  feeling  of  the  Committee  that  the  specialty  of 
psychiatry  is  a branch  of  the  medical  profession. 
It  is  to  be  hoped  the  Corporation  will  emphasize 
this  concept.  Many  members  also  feel  that  the 
services  for  the  mentally  ill  provided  by  the  State 
of  Rhode  Island  have  suffered  and  will  continue  to 
suffer  with  respect  to  the  public’s  confidence  in  the 
State  Institutions.  Since  the  Butler  Health  Center 
has,  in  fact,  reopened  on  a limited  basis,  the  com- 
mittee wishes  them  well  in  their  attempts  at  over- 
coming seemingly  impossible  financial  problems. 

The  Third  Annual  Conference  of  the  Council  on 
Mental  Health  of  the  American  Medical  Associa- 
tion, held  in  Chicago  on  November  16th  and  17th 
of  1956,  did  not  prove  to  he  too  helpful  in  working 
out  a program  or  projects. 

It  was  felt  that  this  state  is  doing  better  than  the 
average  in  providing  for  care  and  treatment  of 
the  person  who  is  alcoholic. 

continued  on  next  page 
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The  issue  of  controlling  hypnotism  by  non- 
professional people  did  not  seem  to  he  too  perti- 
nent in  this  state  at  this  time. 

The  Committee  was  cognizant  that  there  are 
certain  demands  with  respect  to  in-patient  care 
of  psychotic  children  and  children  with  behavior 
disorders.  It  was  felt  that  the  general  principle 
to  he  observed  in  the  face  of  this  demand  was  an 
extension  and  enlargement  of  the  facilities  that 
are  already  available  in  the  state  of  Rhode  Island 
as  contrasted  with  attempting  to  set  up  separate, 
new  or  different  facilities. 

The  other  topic  at  the  Third  Annual  Conference 
of  the  Council  on  Mental  Health  pertained  to 
tranquilizing  drugs.  Concern  was  expressed 
about  the  abuse  of  these  valuable  medicines.  The 
Committee  is  in  accordance  with  expressing  re- 
gret that  the  medications  are  prescribed  on  the 
basis  that  they  might  he  helpful  to  a patient 
rather  than  on  the  basis  of  a clear-cut  indication 
for  the  medication.  It  is  recognized  that  a great 
deal  more  work  is  necessary  to  work  out  the 
indications  for  these  various  drugs.  A survey  of 
a limited  number  of  general  practitioners  in  this 
community  by  your  chairman  indicated  that  these 
members  of  the  Rhode  Island  Medical  Society 
were  attempting  to  work  out  indications  for  these 
various  tranquilizing  agents.  It  seemed  from  this 
limited  survey  that  the  medical  profession  of 
this  state  was  not  using  these  drugs  promiscu- 
ously. 

With  the  cooperation  of  the  Committee  on  Men- 
tal Health  of  the  Women's  Auxiliary  a project  has 
been  started  of  gathering  the  facts  and  the  history 
as  to  why  people  admitted  to  the  State  Hospital  for 
Mental  Diseases  and  to  the  psychiatric  division  of 
Chapin  Hospital  should  automatically  have  their 
driving  licenses  revoked.  It  is  the  belief  of  the 
committee  that  this  represents  a bias  and  not  some- 
thing based  on  fact.  This  is  a project  which  will 
take  some  time  to  develop. 

I wish  to  thank  the  individual  members  of  the 
committee  for  the  individual  effort  that  they  have 
expended  and  the  time  that  they  have  willingly 
given  to  the  Committee  work. 

Harold  W.  Williams,  m.d.,  Chairman 
* * * 

ADVISORY  COMMITTEE  TO  THE 
DEPARTMENT  OF  EMPLOYMENT 
SECURITY 

The  Committee  has  worked  with  the  State  De- 
partment of  Employment  Security  during  the  sum- 
mer months  on  the  possible  revision  of  the  program 
of  impartial  examinations  for  beneficiaries  of  the 
I emporary  Disability  Compensation  Program.  At 
this  time  the  Department  has  under  consideration 
changes,  including  the  recommendation  of  the 
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Council  relative  to  the  fee  for  a complete  physical 
examination. 

The  request  of  the  Pawtucket  Medical  Associa- 
tion for  a rewording  of  the  letter  from  the  Depart- 
ment issued  with  the  report  sought  on  permanent 
disability  was  reviewed  and  the  Committee  con- 
curred with  the  opinion  of  the  Pawtucket  physi- 
cians. The  Department  was  notified  of  the  opinion 
of  the  Committee  and  it  has  taken  the  matter  under 
advisement. 

Joseph  C.  Johnston,  m.d.,  Chairman 

REPORT  ON  PROPHYLAXIS  OF 
OPHTHALMIA  NEONATORUM 

This  Committee  has  made  a study  of  ophthalmia 
neonatorum  and  the  problem  of  substituting  anti- 
biotics for  the  use  of  silver  nitrate.  We  found  the 
following  facts: 

1 . Silver  nitrate  has  been  used  as  a prophylaxis 
of  ophthalmia  neonatorum  since  1881.  According 
to  Crede  the  incidence  of  gonorrhea  ophthalmia 
was  10  per  cent.  After  the  use  of  silver  nitrate  the 
incidence  dropped  to  .17  per  cent. 

2.  Silver  nitrate  was  introduced  into  the  United 
States  in  1908.  As  a result  the  incidence  of  blind- 
ness due  to  ophthalmia  neonatorum  dropped  from 
28  per  cent  to  1 per  cent. 

3.  The  proper  use  of  silver  nitrate  as  a prophy- 
laxis results  in  chemical  irritation  of  the  conjunc- 
tiva for  about  forty-eight  hours  in  almost  100  per 
cent.  Because  of  the  irritation  caused  by  silver 
nitrate,  studies  have  been  made  to  find  effective 
substitutes. 

4.  Of  the  various  antibiotics  studied,  only  peni- 
cillin has  been  extensively  studied.  Johns  Hopkins 
has  used  penicillin  routinely  in  over  50.000  new- 
born. California  has  permitted  the  installation  of 
penicillin  as  an  alternate  since  1953. 

5.  Penicillin  has  stood  the  test  very  well.  It  has 
been  just  as  effective  as  silver  nitrate,  but  without 
any  irritation. 

6.  In  the  extensive  experience  with  penicillin 
there  has  been  only  one  case  of  allergy.  It  has  been 
shown  that  allergy  is  not  a hazard  in  the  newborn. 

7.  The  National  Society  for  the  Prevention  of 
Blindness  has  urged  that  the  use  of  silver  nitrate 
as  a preferred  prophylactic  should  not  be  aban- 
doned. On  the  strength  of  this  report  the  American 
Academy  of  Ophthalmology  and  Otolaryngology 
in  an  editorial  urged  the  continued  use  of  silver 
nitrate. 

8.  Our  committee  agrees  with  the  National 
Society  for  the  Prevention  of  Blindness  and  the 
American  Academy  of  Ophthalmology  and  Oto- 
laryngology that  silver  nitrate  be  continued  in  use 
as  a prophylactic  against  ophthalmia  neonatorum. 
Also  because  of  the  extensive  and  favorable  ex- 
perience with  penicillin  we  believe  that  penicillin 
should  be  added  as  an  alternate. 
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THE  WASHINGTON  SCENE 
A Report  from  the  A.M.A.  Washington  Office 


Several  months  in  advance  of  the  return  of  the 
85th  Congress  for  its  election-year  second  ses- 
sion. influential  figures  in  the  field  of  health  in  both 
the  executive  branch  and  in  Congress  were  being 
heard  on  what  1958  has  in  store  for  the  medical 
profession. 

Because  of  the  roles  they  play  in  the  Capital, 
their  views  are  worth  more  than  passing  notice. 
One  is  the  chairman  of  the  important  health  ap- 
propriations subcommittee  of  the  House,  Rep. 
John  Fogarty  (D..R.I.).  He  used  as  a forum  for 
his  prophecies  the  annual  convention  of  the  Amer- 
ican Hospital  Association. 

Other  prognostications  came  from  Dr.  Aims  C. 
McGuinness,  special  assistant  for  health  and  med- 
ical affairs  to  Secretary  Folsom  of  the  Depart- 
ment of  Health.  Education,  and  Welfare.  Dr.  Mc- 
Guinness spoke  out  at  a dedication  ceremony  of  a 
new  chronic  disease  and  rehabilitation  facility  in 
Maine. 

Mr.  Fogarty  places  at  the  top  of  his  predictions 
some  action  on  federal  construction  aid  to  medical 
schools.  The  Rhode  Island  Democrat  has  his  own 
hill  on  the  subject,  although  there  are  others  pend- 
ing. Comments  Mr.  Fogarty:  “.  . . the  shortage  of 
health  education  facilities  today  is  probably  the 
most  serious  bottleneck  in  our  whole  medical  sys- 
tem. . . . These  schools  . . . fall  far  short  of  accom- 
modating the  fully  qualified  and  competent  young 
men  and  women  in  America  who  are  anxious  to 
train  and  qualify  in  medical,  dental  and  public 
health  fields.” 

The  record  of  the  past  several  years  has  shown 
that  no  member  of  the  House  is  listened  to  more 
carefully  when  it  comes  to  health  than  Mr.  Fogarty. 
His  philosophy  in  the  health  field  is  worth  noting: 
‘‘It  is  now  generally  accepted  that  the  health  of  our 
people  is  a major  national  resource  and  that  the 
government,  therefore,  has  a direct  responsibility 
for  the  health  of  everyone.” 

Dr.  McGuinness  also  spoke  out  stronglv  for 
federal  aid  to  medical  schools.  Failure  to  meet  the 
needs  of  the  schools,  he  told  his  audience,  would  be 
“the  worst  kind  of  economy.”  He  feels  that  the 
administration  proposal  for  $225  million  in  con- 
struction grants  would  bring  classrooms  and  re- 
search laboratories  “much  closer  to  current  and 
projected  needs.” 


While  neither  man  had  any  specific  legislative 
proposals  to  make  in  the  field,  both  foresee  a grow- 
ing role  for  hospitals  in  the  practice  of  medicine. 
Dr.  McGuinness  put  it  this  way : “General  hospitals 
must  broaden  their  services  and  achieve  greater 
coordination.  The  term  ‘hospital  care'  should  in- 
clude not  only  bed  care  hut  diagnostic  service  as 
well  as  service  to  ambulatory  patients.” 

Mr.  Fogarty,  looking  ahead  25  years,  said  it  was 
safe  to  predict  that  virtually  every  general  hospital 
in  the  Nation  will  he  providing  at  least  as  much 
preventive  service  as  curative  service.  “You  are.  in 
fact,  moving  closer  each  moment  to  the  day  when 
hospitals  will  he  the  focal  point  of  health  services 
for  all  of  us,  throughout  our  entire  lives.” 

The  same  day  that  Mr.  Fogarty  was  urging  the 
hospitals  to  use  the  basic  Hill-Burton  hospital  con- 
struction program  to  meet  future  health  needs,  the 
AHA  House  of  Delegates  approved  a set  of  legisla- 
tive proposals  to  present  to  the  next  session. 

They  would  accomplish  the  following:  (1  ) ex- 
tend the  act  for  five  years  beyond  June.  1959. 
(2)  authorize  matching  Hill-Burton  funds  for 
renovation  and  repairs  of  hospital  plants,  (3)  set 
up  loan  authority  so  that  hospitals  not  desiring 
grant  money  could  borrow  construction  and  reno- 
vation funds  at  very  low  interest  rates  (from  1 /2 
to  2%).  The  house  also  urged  a grants  program 
to  hospitals  with  nursing  schools  and  to  other  nurse 
institutions  for  professional  education,  exclusive 
of  construction  grants. 

3fi  Sfi  * 

Notes 

One  committee  of  Congr.i.  3 knows  months  in 
advance  just  exactly  what  it  plans  to  do  the  day 
Congress  reconvenes.  The  tax-writing  House  Ways 
and  Means  Committee  has  set  hearings  starting 
January  7 on  possible  tax  reductions  next  year. 

Included  on  the  agenda  will  be  testimony  from 
various  organizations  on  the  Jenkins-Keogh  hills 
for  allowing  tax  deferments  for  money  paid  into 
retirement  plans.  The  American  Thrift  Assembly, 
which  is  backed  by  the  American  Medical  Associa- 
tion and  other  professional  and  business  groups, 
plans  to  be  heard  at  some  time  during  the  30  days 
of  hearings. 
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DISTRICT  MEDICAL  SOCIETY  MEETINGS 


KENT  COUNTY  MEDICAL  SOCIETY 

The  midyear  meeting  of  the  Kent  County  Medi- 
cal Society  was  held  on  June  20.  1957.  and  three 
members  who  have  been  in  practice  for  fifty  years 
were  honored. 

The  afternoon  session  was  shared  by  the  golfing 
enthusiasts  who  matched  their  talents  on  the  Valley 
Country  Club  fairways.  A cocktail  party  at  7 :00 
p.m.  was  followed  by  dinner  at  the  Country  Club. 

The  testimonial  meeting  was  called  to  order  by 
the  presiding  officers.  Doctor  George  Young,  who 
introduced  the  president  and  other  officers  of  the 
Society  as  well  as  members  of  the  committee  ar- 
ranging the  testimonials.  Thirty  members  were  in 
attendance. 

Honored  by  the  Society  were  Doctors  John  A. 
Mack,  Fenwick  G.  Taggart,  and  Benjamin  F.  Tefft, 
all  of  whom  have  served  their  community  for  more 
than  fifty  years  each.  Doctor  Young  reviewed 
Doctor  Taggart's  life  story,  and  Doctor  Joseph 
Wittig  reviewed  the  careers  of  Doctors  Mack  and 
Tefft.  Each  of  the  honored  physicians  gave  the 
gathering  a few  words  of  wisdom  based  on  their 
long  medical  experiences,  after  which  Doctor 
Young  presented  them  gifts  from  the  Society  in 
appreciation  for  their  service,  and  their  guidance 
to  the  profession  through  the  years. 

The  meeting  adjourned  at  10:30  p.m. 

Paul  E.  Barber,  m.d..  Secretary 

NEWPORT  COUNTY  MEDICAL  SOCIETY 

The  September  dinner  meeting  of  the  Newport 
County  Medical  Society  was  held  at  the  Hotel 
Viking  on  September  25,  1957.  The  meeting  was 
called  to  order  at  8 :30  p.m.  by  Doctor  John  Malone, 
president. 

I he  speaker  of  the  evening  was  Lieutenant  Mary 
Lynch,  MC,  LhS.N.,  who  discussed  Asian  Influ- 
enza. She  reviewed  history  of  past  epidemics  of 
influenza  and  discussed  the  different  viruses  re- 
sponsible. She  described  the  present  epidemic  from 
its  origin  in  Hong  Kong,  and  the  immunology  of 
this  disease.  She  described  the  epidemic  at  the 
Newport  Naval  Hospital  and  the  clinical  nature  of 
the  illness.  This  was  an  excellent  talk,  followed  by 
an  interesting  question  and  answer  period. 

At  the  business  meeting  the  minutes  of  the  pre- 
vious meeting  were  read  and  approved.  The  recom- 


mendations of  the  Rhode  Island  Committee  on 
Mass  Immunization  were  reviewed.  Doctor  Adel- 
son  reported  for  the  Council  and  said  that  Medicare 
was  discussed  at  the  last  meeting.  A committee  is 
to  be  appointed  by  the  State  Society  to  investigate 
and  make  recommendations  and  further  negotia- 
tions will  be  conducted  by  next  March. 

Doctor  MacLeod  asked  for  an  advisory  commit- 
tee on  influenza  in  case  of  an  epidemic,  and  follow- 
ing a successful  motion  that  such  a committee  be 
appointed,  the  president  established  this  committee 
consisting  of  Doctors  Henry  Brownell,  Lewis 
Abramson,  and  Alfred  Tartaglino. 

The  meeting  adjourned  at  9:35  p.m. 
Respectfully  submitted, 

Donald  B.  Fletcher,  m.d.,  Secretary 

PROVIDENCE  MEDICAL  ASSOCIATION 

A regular  meeting  of  the  Providence  Medical 
Association  was  held  at  the  Rhode  Island  Medical 
Society  Library  in  Providence  on  Monday,  October 
7,  1957.  The  meeting  was  called  to  order  by  the 
President,  Doctor  Thomas  L.  Greason,  at  8 :30  p.m. 

Presentation  to  the  Providence  Fire  Department 

Doctor  Thomas  L.  Greason  reviewed  the  out- 
standing work  of  the  Rescue  Squads  of  the  Provi- 
dence Fire  Department  and  he  noted  that  a third 
unit  had  been  activated  in  June,  1957.  He  reported 
that  the  Association  had  given  fully  equipped  phy- 
sicians’ bags  to  the  first  two  units  and  on  this  occa- 
sion wished  to  present  one  for  the  third  unit.  Chief 
Lewis  A.  Marshall  of  the  Fire  Department  and 
Lieutenant  Joseph  B.  Healey  of  Rescue  Unit  3 
were  present  to  receive  the  gift.  Chief  Marshall 
spoke  briefly,  thanking  the  Association  for  its  won- 
der I ul  support  and  encouragement  in  the  work  of 
the  Fire  Department  and  Rescue  Squads. 

Clinico  pat  hoi  ogical  Conference 

Doctor  Greason  announced  that  the  scientific 
session  would  be  held  prior  to  the  completion  of 
the  business  to  come  before  the  meeting.  He  intro- 
duced Doctor  I lerman  A.  Lawson  to  act  as  modera- 
tor of  a Clinicopathologieal  Conference. 

The  case  under  consideration  was  discussed  by 
Doctor  Claude  Welch,  Clinical  Associate  in  Sur- 
gery. Harvard  Medical  School : Visiting  Surgeon, 
Massachusetts  General  Hospital,  and  Doctor  Perrv 

continued  on  page  658 
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SOAKS  IN  THE  MANAGEMENT  OF 

Various  Dermatoses 


A published  report1  covering  112  cases  indicates  that  soaks 
were  employed  in  treating  hromidrosis,  dermatophytosis.  num- 
mular eczema  and  pompholvx  and  dyshidrosis. 

Soaks  prepared  from  BURO-SOL®  ANTISEPTIC  POW- 
DER “DOAK"  were  reported  as  being  used  with  success  in 
hromidrosis.  The  combined  astringent  action  of  aluminum  acetate 
and  the  antiseptic  and  deodorizing  properties  of  benzethonium 
chloride  seemed  to  he  very  effective. 

Observations  on  the  effect  of  solutions  prepared  from  BURO- 
SOL  ANTISEPTIC  POW  DER  "DOAK”  on  dermatophytosis 
indicate  that  they  are  effective  in  relieving  the  intense  pruritus, 
combating  the  secondary  infection  and  offensive  odors. 

BURO-SOL  ANTISEPTIC  POWDER  "DOAK”  is  sup- 
plied in  boxes  of  12  and  100  individual  packets.  One  packet  dis- 
solved in  a pint  of  water  prepares  a 1:15  Burow’s  Solution 
fortified  with  a 1-5000  solution  of  Benzethonium  Chloride 
N.N.R.  It  is  available  through  all  pharmacies. 

1.  Niedelman,  M.  L.  and  Bleier,  A.:  Med.  Times  83:238-248  (March)  1955. 


DOAK  PHARMACAL  CD.,  hi. 

New  York  17,  N.  Y. 


P,S»  i F°r  an  effective  soak  — prescribe  BURO-SOL® 
DOAK. 
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Curran  & Burton,  Inc. 
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Butterfield's 

DRUG  STORE 
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Culver.  Associate  in  Medicine.  Harvard  Medical 
School ; Visiting  Physician,  Massachusetts  General 
Hospital.  After  the  presentation  of  the  discussors 
.there  was  general  discussion  from  the  audience 
after  which  Doctor  Walter  Meissner  gave  the 
pathological  report.  The  diagnosis  was: 

1.  Arteriosclerosis  of  aorta  and  its  branches. 

2.  Thrombosis  of  superior  mesenteric  artery 
and  celiac  artery. 

3.  Infarction  of  jejunum,  ileum,  cecum  and 
ascending  colon. 

4.  Generalized  peritonitis. 

The  second  phase  of  the  Scientific  Program  was 
a discussion  of  “An  Epidemic  of  Asian  Influenza 
Aboard  the  Destroyer  Rooks ” presented  by  Lieu- 
tenants Feltman  and  Lynch  of  the  LT.  S.  Xaval 
Hospital. 

Minutes  of  the  Previous  Meeting 

Doctor  Greason  noted  that  the  minutes  of  the 
April  meeting  had  been  published  in  the  Rhode 
Island  Medical  Journal.  There  was  no  request 
for  a reading  and  therefore  the  minutes  as  pub- 
lished were  approved  as  official. 

Announcements  by  the  President 

Doctor  Greason  announced  that  since  the  April 
meeting  of  the  Association  the  following  members 
have  died,  and  tributes  had  been  prepared  by  com- 
mittees of  the  Association:  Robert  H.  Breslin, 
m.d.  ; Charles  O.  Cooke,  m.d.  ; Joseph  Frank- 
lin, m.d.  ; Walter  C.  Gordon,  m.d.;  Roland 
Hammond,  m.d.;  Robert  G.  Murphy,  m.d.;  Ira 
H.  Noyes,  m.d.;  and  Niles  Westcott,  m.d. 

Doctor  Greason  called  for  a moment  of  silent 
prayer  for  these  deceased  members  of  the  Asso- 
ciation. 


Appointment  of  a Treasurer 
Doctor  Greason  reported  that  he  had  appointed 
Doctor  Frank  I.  Matteo  of  Providence  to  fill  the 
unexpired  term  of  the  late  Doctor  Robert  G.  Mur- 
phy as  treasurer  of  the  Association. 

Election  of  New  Members 
The  secretary  reported  that  the  Executive  Com- 
mittee had  recommended  for  election  to  member- 
ship the  following  physicians:  Orlando  M.  Ar- 
mada, M.D. ; J.  Kenneth  Beezer,  M.D. ; John  S. 
Bockoven,  M.D. ; Joseph  L.  Dowling,  Jr.,  M.D.; 
Xatale  Graziano,  M.D. ; Melvin  D.  Hoffman,  M.D. ; 
Robert  W.  Hyde,  M.D. ; Daniel  Moore.  Jr.,  M.D.; 
Juergen  Nicolas,  M.D.;  Mendell  Robinson,  M.D. ; 
Paul  Sordellini,  M.D. ; Henry  M.  Tyszkowski, 
M.D. ; and  Chin-Ho  Yu.  M.D. 

It  was  moved  that  these  nominees  be  elected  to 
membership  in  the  Association.  The  motion  was 
seconded  and  adopted. 
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Adjournment 

The  meeting  was  adjourned  at  10:15  p.m. 
Attendance  was  115. 

Collation  was  served. 

Respectfully  submitted, 

Michael  DiMaio,  m.d.,  Secretary 


HOUSE  OF  DELEGATES 

concl tided  from  page  652 

9.  Therefore,  we  wish  to  make  the  following- 
recommendations,  that : 

1.  Silver  nitrate  be  retained. 

2.  Penicillin  he  added  as  an  alternate  in  the  form 
of  an  ointment  containing  100,000  units  per 
gram,  one-half  inch  ribbon  to  he  instilled  in 
each  eye  directly  after  birth. 

3.  The  law  should  be  written  to  permit  the  use 
of  antibiotics  when  approved  by  the  Rhode 
Island  Medical  Society. 

4.  This  report  be  referred  to  the  Legislative 
Committee  for  coordination  with  the  State 
Dept,  of  Health  in  order  to  submit  the  proper 
legislation  to  the  Rhode  Island  General  As- 
sembly. 

Peter  C.  H.  Erinakes,  m.d.,  Chairman 

John  E.  Carey,  m.d. 

Alexander  Jaworski,  m.d. 

Nathaniel  D.  Robinson,  m.d. 


POLIOMYELITIS  COMMITTEE 

With  the  relaxation  of  the  “shots”  of  the  polio 
vaccine,  the  problem  of  poliomyelitis  is  fairly  ade- 
quately  taken  care  of  for  the  moment,  especially 
since  we  have  progressed  well  into  the  polio  season 
without  any  cases  of  polio  in  Rhode  Island.  The 
Committee  feels  that  its  original  excuse  for  being 
is  now  gone  and  our  main  reason  for  continuing  to 
function  as  a committee  is  to  stimulate  added  in- 
terest among  adults  in  Rhode  Island  in  completing 
and  getting  their  immunization. 

Respectfully  submitted, 

John  T.  Barrett,  m.d..  Chairman 


MONDAY,  DECEMBER  2 AT  8:30  P.M. 

MEETING  OF  THE 

PROVIDENCE  MEDICAL 
ASSOCIATION 


when  anxiety  and  tension  "erupts”  in  the  G. 

in  spastic 

and  irritable  colon 


I.  tract . . . 


PATH  I BAM  ATE 

Meprobamate  with  PATHILON®  Lederle 


Combines  Meprobamate  ( 400  mg.)  the  most  widely  prescribed  tranquilizer...  helps  control  the 
“emotional  overlay”  of  spastic  and  irritable  colon — without  fear  of  barbiturate  loginess,  hangover  or 
habituation  . . . with  PATHILON  (25  mg.)  the  anticholinergic  noted  for  its  extremely  low  toxicity 
and  high  effectiveness  in  the  treatment  of  many  G.I.  disorders. 

Dosage:  1 tablet  t.i.d.  at  mealtime.  2 tablets  at  bedtime.  Supplied:  Bottles  of  100,  1,000. 


‘Trademark  ® Registered  Trademark  for  Tridihexethyl  Iodide  Ledprle 

LEDERLE  LABORATORIES  DIVISION,  AMERICAN  CYANAMID  COMPANY,  PEARL  RIVER,  NEW  YORK 
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THE  NERVOUS  SYSTEM 
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be  gorged  with  facts  in  anatomy,  physiology,  and 
pathology,  and  yet  our  faculties  may  be  little 
trained  for  investigating  disease.  Sometimes  the 
physiological  history  and  the  clinical  history  point 
in  the  same  direction.  Thus,  paralysis  of  part  of 
the  face,  with  slight  defect  of  articulation,  shows 
central  disease  ; and  this  information,  with  evidence 
of  wide  tissue  degeneration,  points  to  the  conclu- 
sion that  our  patient  has  not  only  a degenerated 
nervous  system,  but  that  it  is  now  breaking  up. 
Again,  a patient  (the  last  of  the  four  cases  just 
given  ) has  paralysis  of  the  palate  and  of  the  tongue, 
and  of  the  internal  muscles  of  the  larynx  on  one 
side.  This  is  physiological  evidence  that  he  has 
disease,  as  Lockhart  Clarke’s  researches  clearly 
show,  at  the  nuclei  of  the  lingual  and  spinal  acces- 
sory nerves.  This,  then,  shows  that  the  disease  is  in 
a dangerous  position,  for  although  it  may  be  local 
it  is  very  central,  and,  besides  perilously  near  the 
so-called  vital  knot.  So  much  for  the  physiological 
history  of  the  case;  and  now  for  the  clinical.  The 
patient  has  albuminous  urine,  but  no  dropsy.  He 
has,  too,  the  degeneration  of  the  retina  found  so 
often  in  chronic  Bright’s  disease,  or.  as  it  might  be 
vaguely  called,  “partial  amaurosis.”  So,  then,  he 
has  already  central  disease,  in  the  medulla  ob- 
longata, and  he  has,  too,  signs  of  wide  degeneration 
of  general  tissues,  which  render  him  liable  to  fur- 
ther damage  in  other  parts  of  the  nervous  system. 


MERITS  OF  A TWO-HOUR  POSTPRANDIAL 
BLOOD  SUGAR  SCREENING  TEST 
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^Benedict,  S.  R. : Analysis  of  whole  blood ; determina- 
tion of  sugar  and  of  saccharoids  (nonfermentable  copper- 
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CLINICAL  USE  OE  RADIOISOTOPES  by 

William  H.  Beierwaltes,  M.D.,  Philip  C.  John- 
son, M.D.,  and  Arthur  J.  Solari,  B.S.,  M.S. 

(Physics).  W.  B.  Saunders  Company,  Phila- 
delphia, 1957.  $11.50 

In  this  very  readable  volume,  the  authors  have 
presented  one  of  the  most  comprehensive  works 
dealing  with  all  phases  of  the  uses  of  radioactive 
isotopes  in  medicine. 

'Hie  book  begins  with  rather  concise  basic  recom- 
mendations for  tbe  establishment  of  a radioisotope 
program  in  a hospital,  and  then  presents  certain 
necessary  background  data  regarding  the  physical 
properties  of  isotopes. 

The  clinical  uses  of  all  of  the  radioactive  ele- 
ments used  in  medicine  are  very  ably  discussed. 
Of  particular  interest  is  tbe  very  extensive  cover- 
age of  both  the  diagnostic  and  therapeutic  indica- 
tions for  radioactive  iodine  including  an  excellent 
discussion  of  thyroid  physiology.  Radioactive  phos- 
phorus, gold,  chromium  and  iron  are  discussed  in 
detail ; less  commonly  used  radio  elements,  such  as 
rubidium,  silver,  yttrium,  etc.,  receive  proportion- 
ate treatment. 

A very  timely  subject  is  also  covered  in  detail, 
namely,  the  problem  of  radiation  hazard  and  health 
physics. 

The  book  may  be  read  intelligibly  by  beginners 
in  this  field,  and  should  also  be  of  help  as  a ref- 
erence text  for  those  currently  engaged  in  the 
active  usage  of  radioisotopes,  both  in  diagnosis  and 
treatment. 

Thomas  Forsythe,  m.d. 
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Since  1950... an  outstanding  record  of 
continuing  clinical  success  in  the  treat- 

Year  after  year,  Terramycin 

O n “f  nf  lTlfD/'flOnC  ^ I COQ  COC  continues  to  hold  its  enviable 

U1  liliCb  tiUUO  UldCdOCO  reputation  for  reliable  performance 

in  the  treatment  of  a wide  variety 
of  infections.  In  the  ever-growing 
literature  on  its  clinical  success, 
Terramycin  stands  firmly  on  its 
record  for  broad-spectrum  efficacy 
with  safety. 

rERRAMYCIN 


BRAND  OF  OXYTETRACYCLINE 


clinical  efficacy  further  confirmed 

1957  In  a controlled  trial  for  a period  of 

a year  at  seven  centers,  in  patients 
with  severe  bronchiectasis, 
Terramycin  was  . . beneficial  and 
was  more  effective  than  oral 
penicillin.  ...  A more  pronounced 
effect  in  the  [Terramycin]  group 
was  observed  in  the  reduction  of 
disability  expressed  by  the  number 
of  days  confined  to  bed.  . . . The 
characteristic  symptoms  of 
bronchiectasis  can  be  modified  and 
the  natural  history  of  the  disease 
influenced  whilst  [Terramycin] 
therapy  is  maintained.”1 


Av  lable  in  a well-tolerated  dosage 
for  to  cope  with  every  need  of 
ire i-spectrum  therapy:  Capsules, 
:ab  ts,  taste-tempting  liquid 
niiures,  special  preparations  for 
oai  iteral,  topical  and  ophthalmic 
JseTerrabon®  and  Terrabon 
Peutric  Drops. 

Die,  C.  S.,  and  Knowelden,  J. : Brit, 
d.  J ’:255  (Aug.  1957.  2.  Williams,  S. : 

Inti  sties  Annual  1 >6-1957,  New  York,  Medical 
-nc;  opedia,  Inc.,  1 57,  p.  316.  3.  Forbes,  G.  B., 
>nd  nerson,  G.  L.  Pediatric  Clinics  of 
' r)  America,  Phi!  delphia,  W.  B.  Saunders 
3o.|(57,  p.  215.  ^ 


1957  In  Pertussis:  “Continued 

satisfactory  results  have  been 
maintained  with  [Terramycin].  ...  i 
The  present  routine  management 
of  these  cases  consists  of  a 10  day 
course  of  [Terramycin]  . . . and 
during  the  last  six  years,  chiefly 
with  the  use  of  oxytetracycline,  the 
mortality  has  been  reduced.  . . .”2 


1957  Terramycin  “. . . used  with  success”3 

in  staphylococcal  pneumonia  and 
empyema. 


v Pfizer)  Pfizer  Laboratories,  Brooklyn  6,  N.  Y. 
Dimsian^CK  is.  Pfizer  & Co.,  Inc. 
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when  anxiety  must  he  relieved 


‘Compazine’  controls  anxiety  and  tension 
— rapidly  and  with  minimal  side  effects. 

Most  patients  on  ‘Compazine’  are  not 
lethargic  or  logy.  They  carry  out  their 
normal  activities  unhampered  by 
drowsiness  and  depressing  effect. 


available: 

Tablets,  Ampuls  and  Spansule® 
sustained  release  capsules 


the  tranquilizer  remarkable  for  its  freedom 
from  drowsiness  and  depressing  effect 

Smith,  Kline  & French  Laboratories , Philadelphia 


*T.  M.  Reg.  U.S.  Pat.  Off.  for  prochlorperazine,  S.K.F. 
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FOR  PERSISTENT  INFECTIONS 


CHLOROMYCETIN 

COMBATS  MOST  CLINICALLY  IMPORTANT  PATHOGENS 


Acquired  resistance  seldom  imposes  restrictions  on 
antimicrobial  therapy  when  CHLOROMYCETIN  (chlor- 
amphenicol, Parke-Davis)  is  selected  to  combat  gram- 
negative pathogens  involving  enteric  and  adjacent 
structures  of  the  urinary  tract.  The  acknowledged  effec- 
tiveness with  which  CHLOROMYCETIN  suppresses  highly 
invasive  staphylococci1-9  extends  to  persistently  patho- 
genic coliforms.6-10'15  Experience  with  mixed  groups  of 
Proteus  species,  for  example,  “...shows  chloramphenicol 
to  be  the  drug  of  choice  against  these  bacilli . . .”15 

CHLOROMYCETIN  is  a potent  therapeutic  agent  and,  because 
certain  blood  dyscrasias  have  been  associated  with  its  administra- 
tion, it  should  not  be  used  indiscriminately  or  for  minor  infections. 
Furthermore,  as  with  certain  other  drugs,  adequate  blood  studies 
should  be  made  when  the  patient  requires  prolonged  or  intermit- 
tent therapy. 
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York,  Medical  Encyclopedia,  Inc.,  1957,  p.  629.  (4)  Kempe,  C.  H.:  California 
Med.  84:242,  1956.  (5)  Spink,  W.  W.:  Ann.  New  York  Acad.  Sc.  65:175, 

1956.  (6)  Rantz,  L.  A.,  & Rantz,  H.  H.:  Arch.  Int.  Med.  97:694,  1956. 

(7)  Wise,  R.  I.;  Cranny,  C.,  & Spink,  W.  W:  Am.  J.  Med.  20:176,  1956. 

(8)  Smith,  R.  T.;  Platou,  E.  S.,  & Good,  R.  A.:  Pediatrics  17:549,  1956. 

(9)  Royer,  A.:  Scientific  Exhibit,  89th  Ann.  Conv.  Canad.  M.  A.,  Quebec  City, 
Quebec,  June  11-15,  1956.  (10)  Bennett,  I.  L.,  Jr.:  West  Virginia  M.  J.  53:55, 

1957.  (11)  Altemeier,  W.  A.:  Postgrad.  Med.  20:319,  1956.  (12)  Felix,  N.  S.: 
Pcdiat.  Clin.  North  America  3:317,  1956.  (13)  Metzger,  W.  I.,  & Jenkins, 
C.  J.,  Jr. : Pediatrics  18:929,1956.  ( 14)  Woolington,  S.  S.;  Adler,S.J.,&  Bower, 
A.  G.,  in  Welch,  H.,  and  Marti-Ibanez,  E,  ed.:  Antibiotics  Annual  1956-1957, 
New  York,  Medical  Encyclopedia,  Inc.,  1957,  p.  365.  (15)  Waisbren,  B.  A., 
& Strelitzer,  C.  L.:  Arch.  Int.  Med.  99:744,  1957. 
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PARKE,  DAVIS  & COMPANY  DETROIT  32,  MICHIGAN 
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tone 


COMPARATIVE  SENSITIVITY  OF  MIXED  PROTEUS  SPECIES  TO  CHLOROMYCETIN 
AND  SIX  OTHER  WIDELY  USED  ANTIBIOTIC  AGENTS* 


•This  graph  is  adapted  from  Waisbren  and  Strelitzer.15  It  represents  in  vitro  data  obtained  with  clinical  material  isolated  between  the  years 
1951  and  1956.  Inhibitory  concentrations,  ranging  from  3 to  25  meg.  per  ml.,  were  selected  on  the  basis  of  usual  clinical  sensitivity. 
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samples  on  request 


DESITIN  CHEMICAL  COMPANY 

812  Branch  Avenue 
Providence  4,  R.  I. 
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Wherever  you  go 
forget  your  telephone 
calls.  We'll  take  them 
for  you,  day  or  night. 

MEDICAL  BUREAU 

of  the 

Providence  Medical  Association 


when  anxiety  and  tension  "erupts”  in  the  G.  I.  tract... 

IN  GASTRIC  ULCER 

fr 

w 

I A 

PATH  I BAM  ATE 

Meprobamate  with  PATH! LON®  Lederle 

Combines  Meprobamate  ( 400  ffig-)  the  most  widely  prescribed  tranquilizer  . . . helps  control 
the  emotional  overlay  of  gastric  ulcer  — without  fear  of  barbiturate  loginess,  hangover  or 
habituation  . . . icitli  PATHILON  (25  mg.)  the  anticholinergic  noted  for  its  extremely  low  toxicity 
and  high  effectiveness  in  the  treatment  of  many  G.I.  disorders. 

Dosage:  1 tablet  t.i.d.  at  mealtime.  2 tablets  at  bedtime.  Supplied:  Bottles  of  100,  1,000. 

Trademark  ® Registered  Trademark  for  Tridihexethyl  Iodide  Lederle 

LEDERLE  LABORATORIES  DIVISION,  AMERICAN  CYANAMID  COMPANY,  PEARL  RIVER,  NEW  YORK 
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Why  Physicians  Service 
is  best  for 
your  patients  . . . 
ami  for  you! 


PHYSICIANS  SERVICE  is  the  one  and  only  medical  care 
program  that  acts  under  the  supervision  of  the  State 
Medical  Society  to  promote  doctor  bill  coverage  for  all  the 
communities  of  the  State. 

Here  are  a few  practical  reasons  why  Physicians  Service 
is  the  hest  plan  for  your  patients  . . . the  best  plan  for  you, 
their  doctor. 


• Enrolls  groups  as  small  as  ten  — 
not  just  large,  “select  risk*’  groups. 

• Enrolls  individuals  under  65  not 
eligible  for  group  membership. 

• Has  never  cancelled  because  of  age, 
retirement,  unemployment,  or  fre- 
quency of  use. 


• Provides  the  same  coverage  for  all 
enrolled  members  of  the  family  plus 
maternity  care  for  the  wife. 

• Assures  your  patients  free  choice 
of  doctor. 


• Assures  simplicity  and  promptness 
of  payment. 


• Helps  you  retain  your  independ- 
ence in  your  practice  of  medicine. 


Many  Rhode  Islanders  still  do  not  belong  to  Physicians 
Service  — you’ll  be  doing  them  — and  yourself  — a favor 
when  you  recommend  that  they  enroll. 


RHODE  ISLAND  MEDICAL  SOCIETY 
PHYSICIANS  SERVICE 


one  of  the  many  overwhelmingly 


documented  benefits  in  asthma' 4 


The  greater  relief— more  complete  and  more  prolonged— achieved  for  your 
asthmatics  with  Meticorten  lessens  the  requirements  for  epinephrine  and 
aminophylline  injections  and  accessory  medications. 


METICORTEN* 

(prednisone) 

relieve  more  asthmatics 

with  fewer  injections . . . 


Since  Meticorten  does  not  produce  electrolyte  disturbances  at  average 
therapeutic  dosages,  it  usually  obviates  dietary  restrictions  and  also  may  be 
given  more  safely  to  asthmatic  patients  with  cardiorenal  insufficiency. 

(I)  Feinberg,  A.  R.,  and  Feinberg,  S.  M.:  J.A.M.A.  760:264,  1956.  (2)  Schwartz, 
E.:  J.  Allergy  26: 206,  1955.  (3)  Skaggs,  J.  T.;  Bernstein,  J.,  and  Cooke,  R.  A.:  J. 
Allergy  26: 201,  1955.  (4)  Barach,  A.  L.;  Bickerman,  H.  A.,  and  Beck,  G.  J.:  Dis.  Chest 
27:515,  1955. 

Meticorten,  1, 2.5,  and  5 mg.  white  tablets. 


u/cefa/ti 


MC-J-457 
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in  acne 


“results  were  uniformly  encouraging”1 


Sudsing, 

nonalkaline 

antibacterial 

detergent — 

nonirritating, 

hypoallergenic. 


The  acne  skin  that  is  “surgically 
clean”  is  the  one  most  likely  to  clear 
completely.  Hodges1  found  that 
standard  acne  treatment  usually  re- 
sults in  “mediocre  success”  for  most 
patients.  The  addition  of  pHisoHex ® 
washings  to  standard  treatment  pro- 
duced results  that  far  excel  any  ob- 
tained previously. 

pHisoHex,  a powerful  antibacterial 
skin  cleanser  containing  hexachloro- 
phene,  removes  oil  and  virtually  all 
the  bacteria  from  the  skin  surface. 

For  best  results  prescribe  from  four 
to  six  pHisoHex  washings  of  the 
acne  area  daily. 

1.  Hodges,  F.  T.:  GP,  14:86,  Nov.,  1956. 

pHisoHex,  trademark  reg.  U.  S.  Pat.  Off. 


LABORATORIES 
New  York  18,  N.Y. 
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TETRACYCLINE 


OPHTHALMIC  OIL 

SUSPENSION  1% 

unsurpassed  in  antibiotic  efficacy 

• Therapeutic:  the  true  broad-spectrum  action 
of  Achromycin,  promptly  effective  in  a wide 
variety  of  common  eye  infections 

• Prophylactic:  following  removal  of  foreign 
bodies;  minor  eye  injuries 

• Stable,  no  refrigeration  needed:  retains  full 
potency  for  2 years 

per  cc.  suspended  in  sesame  oil. 


bland  soothing  drops 

• floods  tissues  quickly,  evenly 

• compatible  with  ocular  tissues  and  fluids 

• eliminates  cross  contamination 

• easily  self-administered 
supplied: 

4 cc.  plastic  squeeze,  dropper  bottle  containing 
Achromycin  Tetracycline  HC1  (1%)  10.0  mg., 


LEDERLE  LABORATORIES  DIVISION,  AMERICAN  CYANAMID  COMPANY.  PEARL  RIVER,  NEW  YORK 

*Reg.  U.  S,  Pat.  Off. 
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By  proper  planning , the  fortunes  of  men  can  by-pass 
chance,  outlast  the  vagaries  of  time  and  endure  for  generations 


Investment  worries  won’t  spoil  his  aim 
thanks  to  Hospital  Trust 


He’s  enjoying  every  minute  of  his  Florida 
vacation  this  year.  That’s  because  now  he  doesn  t 
give  daily  market  fluctuations  a thought. 

Like  many  Rhode  Island  professional  men,  he 
has  placed  his  securities  in  a Personal  Agency  Ac- 
count at  Hospital  Trust. 

The  Personal  Agency  Account  frees  him  from 
investment  worries  and  the  necessity  of  keeping 
them  under  constant  watch.  The  men  at  Hospital 
Trust  assume  all  his  investment  duties  and  respon- 
sibilities for  him.  They  give  conscientious  personal 
advice  about  his  investments  and  other  affairs 
and  in  effect  act  as  his  financial  secretary.  They 
read  financial  reports,  analyze  business  trends,  col- 

New  England's  Oldest  Trust  Company 
Founded  in  1867 


lect  dividends  and  interest,  remit  income  to  his  ac- 
count and  perform  a host  of  other  time-consuming 
duties,  all  at  moderate  cost. 

Why  not  investigate  these  benefits  for  yourself? 
Contact  any  trust  department  officer  at  15  Westmin- 
ster Street,  Providence  or  the  manager  of  the 
Hospital  Trust  office  nearest  you.  He’ll  be  glad  to 
arrange  a meeting  at  a time  and  place  of  your 
choosing. 


OFFICES  IN  PROVIDENCE  ■ CRANSTON  ■ EAST  GREENWICH  • EAST  PROVIDENCE  • NEWPORT  • PAWTUCKET  • WOONSOCKET 

Member  Federal  Reserve  System  • Federal  Deposit  Insurance  Cor poration 
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For  Speedier  Return  To  Normal  Nutrition 


and  the  Protein  Need 


in  Renal  Disease 


opinion  holds  that  during  the  nephrotic 


state — provided  the  kidneys  are  capable  of  excreting 
nitrogen  in  a normal  manner— the  patient  should  be 
given  a diet  high  in  protein  (1.5  to  2 grams  per  kilogram 
of  body  weight  daily).  The  purpose  of  such  a diet  is  to 
replace  depleted  plasma  protein  and  to  increase  the 
colloidal  osmotic  pressure  of  the  blood. 

Sharp  restriction  of  dietary  salt  appears  indicated 
only  in  the  presence  of  edema,  but  moderate  restriction 
is  usually  recommended. 

Lean  meat  is  admirably  suited  for  the  diets  pre- 
scribed in  most  forms  of  renal  disease.  It  supplies  rela- 
tively large  amounts  of  high  quality  protein  and  only 
small  amounts  of  sodium  and  chloride.  Each  100  Gm. 
of  unsalted  cooked  lean  meat  (except  brined  or  smoked 
types)  provides  approximately  30  Gm.  of  protein,  and 
only  about  100  mg.  of  sodium  and  75  mg.  of  chloride. 

In  addition  to  its  nutritional  contributions  meat 
fulfills  another  advantageous  purpose:  It  helps  make 
meals  attractive  and  tasty  for  the  patient  who  must 
rigidly  adhere  to  a restricted  dietary  regimen. 


The  nutritional  statements  made  in  this  advertisement 
have  been  reviewed  by  the  Council  on  Foods  and  Nutri- 
tion of  the  American  Medical  Association  and  found 
consistent  with  current  authoritative  medical  opinion. 


American  Meat  Institute 

Main  Office,  Chicago  . . . Members  Throughout  the  United  States 
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Achrocidin  is  indicated  for  prompt 
control  of  undifferentiated  upper  res- 
piratory infections  in  the  presence  of 
questionable  middle  ear,  pulmonary, 
nephritic,  or  rheumatic  signs;  during 
respiratory  epidemics;  when  bacterial 
complications  are  observed  or  expected 
from  the  patient’s  history. 

Early  potent  therapy  is  provided 
against  such  threatening  complications 
as  sinusitis,  adenitis,  otitis,  pneumon- 
itis, lung  abscess,  nephritis,  or  rheu- 
matic states. 

Included  in  this  versatile  formula  are 
recommended  components  for  rapid 
relief  of  debilitating  and  annoying  cold 
symptoms. 

Adult  dosage  for  achrocidin  Tablets 
and  new,  caffeine-free  achrocidin 
Syrup  is  two  tablets  or  teaspoonfuls  of 
syrup  three  or  four  times  daily.  Dos- 
age for  children  according  to  weight 
and  age. 

Available  on  prescription  only 

symptomatic 

relief. . . plus! 


TETR  ACYCL  I NE-ANTI  HI  STAM  IN  E- ANALGESIC  COMPOUND 


Tablets 


Each  tablet  contains: 

Achromycin®  Tetracycline  125  mg. 

Phenacetin  120  mg. 

Caffeine  30  mg. 

Salicylamide  150  mg. 

Chlorothen  Citrate  25  mg. 


Syrup 


Each  teaspoonful  (5  cc.)  contains: 


Achromycin  r)  T etracycline 
equivalent  to  tetracycline  HC1 

125  mg. 

Phenacetin 

120  mg. 

Salicylamide 

150  mg. 

Ascorbic  Acid  (C) 

25  mg. 

Pyrilamine  Maleate 

15  mg. 

Methylparaben 

4 mg. 

Propylparaben 

1 mg. 

’Trademark 

LEDERLE  LABORATORIES  DIVISION.  AMERICAN  CYANAMID  COMPANY,  PEARL  RIVER.  NEW  YORK 
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Evidence  continues  to  accumulate  verifying  the  effectiveness  of  Gelatine  in  the 
treatment  of  brittle  fingernails.  Investigators  report  that  the  nails  show  objective 
evidence  of  improvement. 1-2-3-4  Furthermore,  patients  often  volunteer  that  their  nails 
“feel  stronger,”  “look  smoother,”  and  “I  can  pick  up  things  without  them  hurting.”1 
Evidently  the  subjective  sensations  associated  with  improvement  are  nearly  as  im- 
portant to  some  patients  as  the  positive  physical  change  in  the  nails'  appearance. 

Improvement  Noted  in  81%  of  Patients 

See  the  chart  below  for  a summary  of  the  effect  of  Knox  Gelatine  in  brittle  fingernails 
as  observed  in  all  published  reports.  Photographic  evidence  of  improvement,  much 
of  it  in  color  taken  before  and  during  treatment,  is  available  for  most  of  the 
patients. ,2-3  Please  note,  however,  that  where  Gelatine  was  used  in  the  treatment  of 
pathological  conditions  associated  with  brittle  fingernails  only  in  psoriasis  did  the 
data  show  definite  improvement.1  • 3 4 

Response  to  Gelatine  in  Brittle  Fingernails 


No.  patients 
w/  brittle  No. 


References 

Dosage 

Duration  of 
treatment 

No.  patients  w/ 
brittle  nails 

No.  patients 
improved 

nails  and  other 
pathology 

patients 

improved 

1.  Rosenberg.  S.,  Oster,  K.  A., 

Kallos,  A.  and  Burroughs.  W.: 
A.M.A.  Arch.  Derma l 76:330, 
(September)  1957 

7 Gm./ 
day 

3 months 

50 

43  (86%) 

323 

9 

2.  Schwimmer,  M.  and  Mulinos.  M.G. 
Antibiot.  Med.  & Clin.  Therapy 
4:403.  (July)  1957 

7.5  Gm./ 
day 

11-16  weeks 

18 

15  (83%) 

3.  Rosenberg,  S.  and  Oster.  K.  A.: 
Conn.  State  Med.  J 

19:171,  (March)  1955 

7 to  21 
Gm./day 

15  weeks 

36 

26b  (72%) 

4.  Tyson.  T.  L.: 

J.  Invest.  Dermat 

14:323.  (May)  1950 

7 Gm./day 

13  weeks 

12 

10c  (83%) 

Totals 

7-21  Gm. 

11-16  weeks 

116 

94(81%) 

32 

9(28%) 

a.  Gelatine  improved  psoriatic  nails  in  5 out  of  12  cases.  In  onychomycosis  and  other  pathological 
conditions  of  the  nail  it  was  of  no  appreciable  help. 

b.  Of  the  failures,  2 had  congenital  disease  of  the  nails,  3 were  diabetics  and  3 took  the  medication 
for  less  than  one  month. 

c.  One  patient  with  psoriasis  and  arthritis  and  one  patient  with  psoriasiform  nail  changes  showed 
improvement  in  2 and  3 months  respectively. 


RITTLE  FINGERNAILS 


Important  Note 

The  pharmacodynamic  effects  of  Gelatine  are  manifested  through  its  high  Specific 
Dynamic  Action,  and  therefore,  depend  upon  adequate  and  prolonged  intake.  All 
published  clinical  research  has  been  conducted  using  7 to  21  grams  (1-3  envelopes) 
of  Knox  Gelatine  per  day  for  the  three  to  four  months  that  are  required  for  complete 
regrowth  of  the  nails.  Smaller  dosage  would  induce  a lesser  specific  dynamic  action 
and  thus  prove  ineffectual  in  correcting  the  brittle  nail  defects.  More  detailed  infor- 
mation on  brittle  fingernails  and  reprints  of  the  two  more  recent  clinical  reports  are 
available  on  request.  Please  use  the  attached  coupon. 

r 

J Knox  Gelatine  Company  1 

• Professional  Service  Department  RM-27  j 

1 Johnstown,  N.  Y. 

I Please  send  reprints  of  the  following  articles:  , 

I □ Rosenberg,  S.,  Oster,  K.  A.,  Katlos,  A.  and  Burroughs,  W. : A.M.A.  Arch.  Dermat.  , 

| 76:330,  (Sept.)  1957.  ! 

I □ Schwimmer,  M.  and  Mulinos,  M.G.:  Antibiot.  Med.  & Clin.  Therapy  4:403,  ■ 

(July)  1957.  | 

> YOUR  NAME  AND  ADDRESS  1 


L 


J 


RHODE  ISLAND  MEDICAL  JOURNAL 


: 

*•;,*»  r< 


IMPORTANT 

NEW 

PRODUCT 


HI  m v • " 

• | M |j 


promising  approach  to: 

hyper-betalipoproteinemia,  hyper-cholesterolemia 

and  atherosclerosis 

ll#»  CAPSULES  effectively  help  to 

shift  atherogenic  beta-lipoproteins 
to  the  more  normal  alpha-lipoproteins 

reduce  elevated  blood  cholesterol  levels 
normalize  chylomicron-lipomicron  ratios 

stabilize  function  of  the  liver,  site  of  normal  metabolism  of 
cholesterol,  lipoproteins  and  other  lipids 


i«i: 


CAPSULES 


Lipotropic  factors  with 
Unsaturated  Fatty  Acids  (safflower  oil) 


Each  LUFA  capsule  provides: 


UNSATURATED  FATTY  ACIDS** 

378  mg. 

PYRIDOXINE  HCI  (Be) 

2 mg. 

CHOLINE  BITARTRATE 

233  mg. 

dl,  METHIONINE 

1 10  mg. 

INOSITOL 

40  mg. 

DESICCATED  LIVER 

87  mg. 

VITAMIN  Bi2 

1 meg. 

VITAMIN  E (dl,  alpha-tocopheryl  acetate) 

3.5  I.U. 

**from  specially 
refined  safflower 
seed  oil.  Provides 
approximately  294  mg. 
of  linoleic  acid. 


dosage:  Therapeutic,  6 to  9 capsules,  in  divided  doses. 

Maintenance,  one  capsule  t.i.d. 

I Supplied:  Bottles  of  100,  500  and  1000  capsules. 

■ 

Samples,  literature  and  diet  charts  for  patients  on  request. 

u.  s.  vitamin  corporation  • pharmaceuticals 

(Arlington-Funk  Laboratories,  division) 

250  East  43rd  Street  • New  York  17,  N.  Y. 
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your  patients  with  generalized  gastrointestinal 


complaints  need  the  comprehensive  benefits  of 


LAKESIDE 


Tridal 

(DACTIL®  + PIPTAL®— in  one  tablet) 

rapid,  prolonged  relief  throughout  the  G.I.  tract 
with  unusual  freedom  from  antispasmodic 
and  anticholinergic  side  effects 

One  tablet  two  or  three  times  a day  and  one  at  bedtime.  Each  TRIDAL  tablet 
contains  50  mg.  of  Dactil,  the  only  brand  of  N-ethyl-3-piperidyl 
diphenylacetate  hydrochloride,  and  5 mg.  of  Piptal.  the  only  brand 
of  N-ethyl-3-pipendyl-benzilate  methobromide. 


14  357 
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both- 
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NEW 


dependable  prophylaxis  - 
sublingually  for 
fast  relief 


ISUPRELH 

FOR  CHEERFUL  INSTEAD  OF  FEARFUL  PATIENTS 
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FRAIMOLr™ 


iSTH  MATIC  - 

at  cheerful  instead  of  fearful 

ew  Isuprel-Franol  tablets  bring 
Mund-the-clock  relief  plus  emergency 
:lp  against  sudden  attack.  Anxiety 
ops  when  patients  know  they’ll  get 
lief  in  60  seconds  — relief  that  con- 
nues  for  four  hours  or  more. 

uprel  HC1  (10  mg.  for  adults,  5 mg. 
r children) , the  most  potent  broncho- 
lator  known,  makes  up  the  outer 
ating.  In  a sudden  attack,  the  patient 
:ts  the  tablet  under  his  tongue.  Relief 
arts  in  60  seconds.  A unique  feature 
the  “flavor-timer.”  As  the  Isuprel  is 
isorbed  a lemon  flavor  appears.  When 
disappears  — about  five  minutes  later 
•the  patient  swallows  the  tablet. 


%0  /tK> 

sty  eC 

4/GlcA;  tP&C&U, 
/)UAZ&Ccr- 


ISUPREL-FRANOL 

tablets  (Isuprel  HC1 10  mg.) 
for  adults; 

ISUPREL-FRANOL 
Mild  tablets  (isuprel  HCl 
5 mg.)  for  children: 

One  tablet  every  three  or 
four  hours  taken  orally  for 
continuous  control  of  bron- 
chospasm  in  chronic  asthma. 
One  tablet  taken  sublingual- 
ly for  sudden  attack.  “Fla- 
vor-timer” signals  when 
patient  should  swallow. 
Bottles  of  100  tablets. 


n unexcelled  combination  for  pro- 
nged bronchodilatation  makes  up  the 
uprel-Franol  core:  benzylephedrine 
Cl  (32  mg.),  Luminal®  (8  mg.)  and 
eophylline  (130  mg.) . Swallowed,  the 
blet  works  for  four  hours  or  more. 
uprel-Franol  tablets  are  “. . . effec- 
re  in  controlling  over  80  % of 
itients  with  mild  to  moderate 
tacks  of  asthma.”1 

Fromer,  J.  L..  and  DeRisio, 

J. : Lahey  Clin.  Bull.  10:45, 
t.-Dec.,  1956. 


LABORATORIES 
New  York  18,  N.  Y. 


“Flavor -timer”  signals  patients 
when  to  swallow  tablets 


ISUPREL 

Immediate  effect  sublingually  — 
for  emergency  use 

LEMON  “FLAVOR-TIMER" 

Disappearance  of  flavor  is  the 
signal  to  swallow 


i Theophylline 
Luminal 

Benzylephedrine 
Sustained  action  — reduces  fre- 
quency and  intensity  of  attacks 


IPREL  (BRAND  OF  ISOPROTERENOL),  FRANOL  AND  LUMINAL  (BRAND  OF  P H E N O B A R B I TA  L ) , TRADEMARKS  REG.  U.  S.  PAT.  OFF. 


I 


oral  progestational  agent 

with 

unexcelled  potency 

and 

unsurpassed  efficacy 

THEAMOOEMIC  EFFECT 


With  NORLUTIN  you  can  now  pre- 
scribe truly  effective  oral  progesta- 
tional therapy.  Small  oral  closes  of  this 
new  and  distinctive  progestogen  pro- 
duce the  biologic  effects  of  injected 
progesterone. 


MARCH  APRIL  MAY  JUNE 


^•kWhen  norlutin  was  administered  to 
patients  with  uniphasic  temperature 
curves  and  menstrual  irregularities 
a rise  in  basal  temperature  occurred.* 


major  advance  in  female  hormone  therapy 

for  certain  disorders 
of  menstruation  and  pregnancy 


INDICATIONS  FOR  NORLUTIN:  COllditiOnS 

involving  deficiency  of  progestogen,  such  as 
primary  and  secondary  amenorrhea,  men- 
strual irregularity,  functional  uterine  bleed- 
ing, endocrine  infertility,  habitual  abortion, 
threatened  abortion,  premenstrual  tension, 
and  dysmenorrhea. 

packaging:  5-iug.  scored  tablets  (C.  T.  No. 
882),  bottles  of  30. 


PARKE,  DAVIS  & COMPANY  • DETROIT  32, 


Greenhlatt,  R.  B.:  J.  Clin.  Endocrinol.  16:869,  1956. 
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ACETAZOLEAMIDE  (DIAMOX)  IN  SICKLE  CELL  DISEASE* 


Janis  Gailitis,  m.d.,  J.  A.  Alegre,  m.d.,  B.  Motola,  m.d.,  and 
Joanne  Hologgitas,  m.a.,  m.t.  (a.s.c.p.  ) 


The  Authors.  Janis  Gailitis,  M.D.,  Assistant  in  Medi- 
cine ; J.  A.  Alegre,  M.D.,  Resident  in  Medicine;  B. 
Motola,  M.D.,  Interne ; and  Miss  Joanne  Hologgitas, 
M.A.,  M.T.,  (A.S.C.P.) , Chief  Laboratory  Tech- 
nician; all  members  of  the  staff  of  the  Newport  Hos- 
pital, Newport,  Rhode  Island. 


In  a recent  paper,  Hilkowitz  presents  evidence 
that  acetazoleamide  inhibits  sickling  of  red  cells 
in  vitro  and  in  vivo;  encouraging  results  from  his 
therapeutic  trial  are  reported.  Since  at  the  present 
time,  there  is  no  effective  treatment  for  sickle  cell 
disease,  an  attempt  was  made  to  duplicate  Hilko- 
witz’s  experiments. 

Case  Report 

A thirty-three-year-old  colored  housewife  was 
admitted  to  Newport  Hospital  on  August  18,  1957, 
complaining  of  abdominal  pain,  headache,  dizziness 
and  weakness  of  two  days’  duration.  A review  of 
her  past  history  revealed  that  the  patient  had  suf- 
fered, since  childhood,  frequent  episodes  of  pain  in 
the  abdomen,  arms  and  legs.  Ten  years  ago  a diag- 
nosis of  sickle  cell  anemia  was  made  in  this  hospital. 
The  patient’s  spleen  was  moderately  enlarged  at 
that  time.  Examination  of  blood  revealed  a hemo- 
globin of  6.2  gms  % and  the  sickling  phenomenon 
was  positive.  Since  then  the  patient  has  been  ad- 
mitted to  the  Newport  Hospital  on  ten  occasions, 
for  treatment  of  sickle  cell  anemia,  associated  with 
weakness,  dyspnea  and  episodes  of  acute  pain  dur- 
ing crises.  Treatment  consisted  essentially  of  blood 
transfusion,  and  extensive  clinical  studies  were 
performed  during  this  period.  Diagnosis  was  con- 
firmed by  electrophoresis,  revealing  a pattern  char- 
acteristic of  hemoglobin  “S.”  In  1956,  the  patient’s 
liver  was  found  to  be  enlarged  and  there  was 
marked  jaundice.  X-ray  studies  showed  multiple 
opaque  gallstones.  A laparotomy  was  performed, 

♦From  the  Departments  of  Medicine  and  Pathology  of 
Newport  Hospital,  Newport,  Rhode  Island. 


and  the  patient’s  spleen  weighing  15  Gm.  was  re- 
moved and  her  gallbladder  drained.  Liver  biopsy 
revealed  a chronic  cholangitis.  After  a stormy  post- 
operative period  the  patient’s  condition  stabilized. 
Her  hemoglobin  values  fluctuated  between  5 and 
6 Gms.  % and  she  was  able  to  do  all  her  own  house- 
work. The  family  history  was  not  contributory. 

Physical  Examination:  The  present  admission 
revealed  a thin,  acutely  ill  patient.  Temperature 
102.5  F,  pulse  84,  respirations  18  per  minute. 
Blood  pressure  120/80.  The  patient’s  sclerae  were 
jaundiced  ; her  eye-grounds  were  pale,  with  multi- 
ple hemorrhages.  Examination  of  the  chest  re- 
vealed a markedly  enlarged  heart.  The  apex  beat 
was  found  in  the  6th  interspace  in  the  midclavicular 
line.  The  heart  rhythm  was  regular,  and  a Grade  II 
systolic  murmur  was  noted  in  the  mitral  area  ; the 
2d  aortic  sound  was  greater  than  the  2d  pulmonic 
sound.  Abdominal  examination  revealed  a well- 
healed  scar  in  the  left  hypochondrium.  Palpation 
revealed  a diffuse  tenderness  of  the  abdomen.  The 
liver  edge  was  one  finger’s-breadth  above  the  um- 
bilicus, firm  and  smooth  to  the  palpating  hand.  The 
remainder  of  the  physical  examination  was  within 
normal  limits. 

Laboratory  Studies:  Hemoglobin  3.5  gms  %, 
RBC  1.5  million  cu.  mm,  hematocrit  10%.  WBC 
9,200  cu.  mm,  with  neutrophiles  71%,  lymphocytes 
25.5%,  eosinophiles  3.5%,  reticulocytes  9.5%, 
normoblasts  40  per  100  WBC.  Platelets  150,000 
per  cu.  mm.  The  sedimentation  rate  was  3 mm.  in 
one  hour.  A sickle  cell  preparation  showed  100% 
sickling.  There  was  marked  anisocytosis  and  poiki- 
locytosis  of  red  blood  cells,  with  a moderate  poly- 
chromasia.  Total  serum  protein  was  6.0  gm% 
albumen  2.6  gms  and  globulin  3.4  gm%.  Bilirubin 
direct  2.6  mg.  and  total  bilirubin  3.0  mg.%  Ceph. 
Flocc : 2+,  alkaline  phosphatase  7.9  Bodanskv 
units.  Urinalysis:  Ph.  6.0,  specific  gravity  1.005. 
albumen,  slight  trace,  sugar  0.5  and  1+,  WBC.  3-5 
and  RBC  1-2  per  high  power  field.  The  patient  was 
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treated  with  bedrest  and  analgesics.  Her  condition 
improved  rapidly.  Two  days  after  admission  her 
temperature  was  normal  and  the  abdominal  pain 
had  subsided.  Her  blood  count  was  essentially  un- 
changed at  this  time.  Hemoglobin  3.5  gms.  %, 
RBC.  1.5  million  per  cu.  mm.,  hematocrit  11%. 
The  bilirubin  had  decreased  to  1.8  mg.  direct  and 
2.2  mg.%  total.  CO2  C.P.  was  15.2  Meq/L.  At 
this  stage  an  in  vitro  experiment  with  Acetazole- 
amide  on  the  patient’s  blood  was  performed.  Meth- 
ods used  by  Hilkowitz  and  described  in  detail  in 
his  report  were  followed  closely. 

On  August  27th,  the  patient’s  clinical  and  he- 
matological states  were  stabilized.  Her  hemoglobin 
was  3.5  gms  %,  RBC  2.1  million  cu.  mm,  hemato- 
crit 10%,  WBC.  6.8  thousand  cu.  mm.,  neutro- 
philes  62%,  lymphocytes  34%,  and  eosinophiles 
4%.  There  were  40  normoblasts  per  100  WBC  at 
this  time.  In  spite  of  the  disappointing  in  vitro  ex- 
periments, clinical  trial  with  Acetazoleamide  was 
started  on  August  29th.  The  patient  was  given 
7 mgs.  Acetazoleamide  per  kilogram  of  body  weight 
daily,  divided  into  equal  doses.  Electrolyte  studies 
were  performed  on  August  29,  1957,  before  Aceta- 
zoleamide was  given.  Serum  sodium  was  157 
Meq  L,  potassium  4.7  Meq/L,  chlorides  106,  CO2 
C.P.  15.2  Meq/L.  On  August  30,  the  2nd  day  of 
treatment  with  Acetazoleamide,  the  patient  com- 
plained of  dizziness,  weakness  and  headache.  She 
had  received  a total  of  750  mgs.  of  Acetazoleamide 
at  this  time ; her  jaundice  became  more  severe  and 
serum  bilirubin  values  increased  to  2.0  direct  and 
3.5  mgs.  %. 

The  patient’s  condition  was  definitely  much 
worse;  there  was  100%  sickling  of  red  blood  cells 
in  a sickle  cell  preparation.  Considering  the  nega- 
tive in  vitro  results,  and  deterioration  of  the  pa- 
tient's clinical  condition,  Acetazoleamide  was  dis- 
continued. Although  the  patient  improved  rapidly 
within  twenty-four  hours  after  Acetazoleamide 
was  omitted,  she  was  given  a blood  transfusion  of 
500  cc.  on  August  31,  1957.  She  was  discharged 
home  a few  days  later  with  hemoglobin  5.6  gms. 
and  RBC  2.8  million  per  cu.  mm.  Her  WBC  and 
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differential  count  were  within  normal  limits.  There 
were  still  12  normoblasts  per  100  WBC. 

Comment 

Increased  sickling  tendency  was  observed  invitro 
experiment  when  Acetazoleamide  was  added  to  the 
patient’s  blood.  The  clinical  trial  was  totally  un- 
successful because  the  patient  developed  signs  of 
increasing  hemolysis.  Acetazoleamide  did  not  re- 
duce the  sickling  tendency.  The  patient’s  clinical 
condition  changed  radically  for  the  worse  during 
treatment  with  Acetazoleamide  and  improved  when 
the  drug  was  discontinued.  These  observations  are 
in  complete  disagreement  with  those  made  by 
Hilkowitz.  The  explanation  of  this  fact  is  not  clear. 
Hilkowitz’s  patient  was  an  eight-month-old  baby. 
Our  patient  was  a middle-aged  woman  with  a sickle 
cell  disease  of  long  duration,  who  showed  marked 
liver  involvement  and  a much  more  advanced  ane- 
mia. as  judged  by  hemoglobin  levels;  whether  her 
previous  splenectomy  had  any  effect  on  her  intol- 
erance to  Acetazoleamide  is  questionable. 

Although  Hilkowitz  presents  quite  convincing 
theoretical  reasons  for  the  efficacy  of  Acetazole- 
amide in  sickle  cell  disease,  and  postulates  that 
carbonic  anhydrase  inhibition  and  metabolic  acido- 
sis with  reduced  serum  CCL  tension  is  beneficial, 
Kass  and  Greenberg  have  recommended  an  oppo- 
site approach,  and  showed  that  the  acidosis  actually 
increases  sickling  tendencies.  Sodium  bicarbonate 
intravenously,  in  large  doses,  lias  been  used  for  the 
treatment  of  sickle  cell  crises,  associated  with  pain, 
and  has  been  associated  with  prompt  clinical  re- 
mission. At  the  present  time,  this  problem  is  un- 
solved. Further  clinical  and  laboratory  research  is 
clearly  indicated.  Our  experience  with  Acetazole- 
amide in  sickle  cell  disease  has  been  most  dis- 
couraging. 

SUMMARY 

A case  of  sickle  cell  anemia  is  described,  in  which 
there  was  marked  liver  involvement,  and  severe 
anemia. 

Acetazoleamide,  when  added  to  the  patient's 
blood  in  vitro,  produced  an  increased  sickling 
tendency. 


Preparation 

Patient’s  whole  blood 

Washed  cells  

Blood  with  normal  saline 

Patient’s  whole  blood  with  Acetazoleamide 
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EXPERIMENT  No.  1 

Percentage  of  Sickled  cells  in  various  preparations  of  the  patient’s  blood 

Percentage  of  sickled  cells 


30% 

10% 

5% 

100% 


EXPERIMENT  No.  2 

I his  test  designed  to  observe  the  effect  upon  sickling  of  Acetazoleamide,  without  using  normal  saline  either  as  a 
control  or  as  a solvent,  gave  the  following  results:  100%  sickling  of  the  cells  in  the  preparation  containing  Acetazoleamide. 

I hese  tests  were  performed  on  two  occasions.  One  with  the  use  of  oral  tablets  of  Acetazoleamide,  and  on  the  second 
occasion  with  the  sodium  Acetazoleamide  preparation  (powder)  with  similar  results. 
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EXPERIENCE  WITH  ASIAN  INFLUENZA  AMONG  NAVY  PERSONNEL* 

Lt.  Leon  L.  Feltman,  mc,  usnr,  and 
Lt.  Mary  T.  Lynch,  mc,  usn 


The  Authors.  Lt.  Leon  L.  Feltman,  MC,  USNR,  and 
Lt.  Mary  T.  Lynch,  MC,  USN,  of  the  U.  S.  Naval 
Hospital,  Neu’port,  Rhode  Island. 


Mary  T.  Lynch,  MC,  USN 
/'Ane  of  the  first  personal  experiences  we  had 
with  the  introduction  of  influenza  to  Newport 
was  that  of  running  to  the  Library  to  look  up  the 
history  of  previous  epidemics.  The  first  recorded 
influenza  epidemic  was  in  1580.  and  since  then,  his- 
tory has  recorded  the  characteristics  of  repeated 
outbreaks  up  to  the  present  time.  The  first  reported 
epidemic  in  this  country  occurred  in  1758.  Asia 
and  Europe  were  struck  again  with  an  influenza 
outbreak  in  1782.  In  the  nineteenth  and  twentieth 
centuries,  recurrences  were  highlighted  by  the 
pandemics  of  1890  and  1918. 

All  of  these  outbreaks  were  characterized  by 
rapid  spread  of  the  infection,  high  morbidity  and 
low  mortality,  until  the  international  catastrophe 
of  1918,  which  caused  approximately  850,000 
deaths  in  the  United  States  alone,  this  figure  in- 
cluding some  5,000  deaths  among  Naval  personnel. 

Another  unique  feature  of  the  1918  tragedy  was 
its  cyclic  pattern  ; a relatively  mild  phase  occurring 
in  the  spring,  an  explosive  outbreak  with  high 
mortality  in  the  fall,  and  a third  phase  of  recrudes- 
cence early  in  1919. 

Another  characteristic  of  the  1918  pandemic, 
was  the  high  mortality  rate  in  young  adults.  Ordin- 
arily, influenza  mortality  rates  are  highest  in  chil- 
dren under  one  year  of  age,  and  in  persons  sixty- 
five  years  of  age  or  older. 

Throughout  the  years,  we  have  roughly  divided 
influenza  viruses  into  three  specific  families,  A,  B, 
and  C.  Within  the  A-family,  there  are  further  de- 
fined some  four,  serologically  intersecting  groups 
of  Type  A strains,  referred  to  as  “sets.”  Each  “set” 
has  caused  Type  A influenza  for  a period  of  years. 
Strains  of  the  so-called  “swine  set”  probably 
caused  the  pandemic  of  1918  ; this  “set”  remained 
in  circulation  for  the  following  five-  to  ten-year 
period,  and  then  vanished  from  man,  to  appear 
now  only  in  swine. 

From  1933-1943,  six  distinct  influenza  epidem- 

*Presented at  a meeting  of  the  Providence  Medical  Asso- 
ciation, October  7,  1957,  at  Providence,  Rhode  Island. 


ics  occurred  in  this  country.  By  1947,  the  so-called 
A-prime  viruses  completely  replaced  the  earlier 
sets,  and  during  the  past  ten  years  have  caused 
sporadic  outbreaks  of  influenza  on  a world-wide 
basis.  The  Asian  influenza  or  Far  East  virus, 
identified  in  this  country  last  spring,  belongs  to 
the  A-family  and  is  the  first  new  addition  in  several 
years,  being  antigenically  specific  from  other  A- 
groups,  although  similar  in  some  respects. 

Since  1936,  the  B-family  of  influenza  viruses 
has  caused  a succession  of  outbreaks,  which  recur 
at  longer  cycles  than  influenza  A. 

It  is  of  interest  to  note  that  in  both  1936  and 
1940,  influenza  B outbreaks  occurred  early  in  the 
year,  while  influenza  A infections  occurred  in  the 
later  months  of  the  same  years. 

This  history  suggests  a viral  capacity  which  has 
a bacterial  counterpart  in  antibiotic  spheres ; 
namely,  some  process  of  mutation  which  enables 
the  virus  to  re-infect  man,  when  some  degree  of 
immunity  has  been  acquired. 

Throughout  the  cycles  of  influenza,  many  at- 
tempts have  been  made  to  incriminate  some  speci- 
fic bacterial  organism  that  may  accompany  viral 
disease,  contributing  heavily  to  complications;  but 
to  date,  no  bacterial  organism  has  been  found  to 
play  this  role. 

The  present  Asian  influenza  epidemic  was  first 
reported  in  Hong  Kong  and  Singapore  in  late  April 
of  1957  ; from  there  it  spread  to  Communist  China, 
the  Philippines,  The  Malay  States,  Japan,  and 
India.  Pharyngeal  washings  were  collected  earlv 
in  this  Far  East  outbreak  by  Army  medical  teams, 
who  recognized  the  virus  as  unusual  and  shipped 
cultures  to  the  states  for  further  analyses. 

This  study  revealed  the  virus  to  lie  within  the 
broad  classification  of  the  A-family ; but  its  hemo- 
agglutination  inhibition  responses  were  not  entirely 
similar  to  any  of  the  previously  defined  T xpe  A 
strains.  Furthermore,  no  protective  antibody 
against  the  Far  East  virus  could  be  demonstrated 
in  serum  drawn  from  those  repeatedly  vaccinated 
with  previously  prevalent  Type  A viruses. 

This  represented,  therefore,  an  unparalleled 
situation  where  a new  influenza  strain  was  isolated 
and  recognized,  before  any  actual  cases  occurred 
in  this  country. 

On  June  2,  1957,  an  explosive  outbreak  of  in- 
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fluenza  occurred  aboard  the  US'S  Barry , which 
was  berthed  in  Newport,  Rhode  Island.  As  far  as 
can  be  discovered,  this  ship  and  its  crew  had  not 
been  out  of  the  country  or  recently  in  contact  with 
persons  or  places  involved  in  the  Far  East  epidemic. 
The  first  known  cases  of  Asian  influenza  in  this 
country  occurred  on  that  ship.  Pharyngeal  wash- 
ings taken  from  several  of  those  patients,  showed 
the  Far  East  virus. 

During  the  ensuing  six-weeks’  period,  we  were 
called  upon  to  treat  a group  of  approximately  80 
patients,  representing  the  “suspected”  group  of 
complicated  cases,  with  secondary  bacterial  infec- 
tions. Many  of  the  group,  however,  ran  a benign 
course  while  hospitalized,  and  did  not  represent 
complicated  cases. 

Following  the  Newport  outbreak,  further  cases 
appeared  on  the  west  coast,  moved  inland  to  Iowa 
and  along  the  Atlantic  seaboard,  involving  civilian 
populations,  as  well  as  military. 

Many  outbreaks  were  traced  from  youth  con- 
ventions and  meetings  of  youngsters  who  became 
ill  en  route  or  after  returning  home,  whereupon 
members  of  the  communities  involved  came  down 
with  the  same  viral  disease. 

The  symptoms  of  influenza,  as  we  all  know  re- 
semble those  of  any  of  the  common  respiratory  in- 
fections. In  fact,  the  detection  of  a so-called 
epidemic  in  a given  community,  depends  primarily 
upon  this  rapid  and  sudden  involvement  of  a large 
percentage  of  the  community.  Viral  studies  on 
several  representative  cases  will  then  define  the 
responsible  virus. 

The  usual  story  is  one  of  a sudden  onset  of  fever 
to  103-104  degrees,  with  severe  prostration,  head- 
ache (often  hi  frontal ),  burning  of  the  throat  and 
anterior  chest,  conjunctivitis,  dry  cough  and  my- 
algia of  the  lower  back,  thighs  and  upper  legs. 
There  may  he  nausea,  vomiting  and  other  non- 
specific symptoms. 

The  physical  examination  usually  reveals  fever, 
conjunctivitis  and  pharyngitis;  there  may  he 
wheezes  in  the  chest,  suggestive  of  bronchitis. 

The  laboratory  work  is  generally  unrevealing, 
although  leukopenia  and  relative  lymphocytosis  are 
common.  The  chest  him  may  he  normal,  or  there 
may  he  increased  markings. 

The  course  of  the  fever  is  three  to  five  days  in 
uncomplicated  cases. 

The  usual  complications  are  bronchitis  or  pneu- 
monitis. with  subsequent  clearing  in  ten  to  fourteen 
days. 

As  far  as  the  complications  are  concerned,  1 must 
say  that  Doctor  Feltman  and  his  group  handled 
most  of  them,  so  that  the  primary  problem  was  one 
of  bronchitis,  with  occasional  strep  and  staphvlo- 
coccus  pneumonias.  There  were  no  specific  organ- 
isms that  could  be  incriminated,  for  just  about  any 
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bacteria,  commonly  seen  in  respiratory  infections, 
were  found  in  this  group. 

As  far  as  treatment  was  concerned,  it  was  our 
initial  feeling  that,  barring  complicated  cases,  bed 
rest  with  supportive  therapy  at  home,  was  ideal, 
in  order  to  eliminate  the  hospital  and  its  antibiotic- 
resistant  bacteria.  Symptomatic  treatment  proved 
as  successful  as  anything  we  tried,  including  ter- 
ramycin  and  penicillin.  With  the  exception  of  the 
large-particle  viruses,  like  trachoma  and  psittaco- 
sis, we  all  know  that  viruses  are  resistant  to  anti- 
biotics, and  side-effects  become  the  only  effects. 
The  competition  between  normal  bacterial  flora  and 
viruses  may  be  valuable  in  overcoming  viral  in- 
fections. The  administration  of  antibiotics  may 
destroy  opportunities  for  adequate  culturing  and 
identification  of  secondary  bacterial  invaders.  And 
further,  prescribing  antibiotics,  may  indeed,  actual- 
ly prepare  a patient  for  complications  with  one  of 
the  antibiotic-resistant  organisms.  The  deaths  from 
influenza  that  have  been  reported  in  other  parts 
of  the  country  are  thought  largely  attributable  to 
the  complications  with  resistant  strains  of  staphvlo- 
coccus  aureus. 

Leon  Feltman,  AIC,  USNR 

My  discussion  concerns  an  epidemic  of  Asian  in- 
fluenza, which  occurred  aboard  the  l SS  Rooks, 
while  operating  in  the  Red  Sea. 

On  July  17  and  18,  the  ship  was  in  the  port  of 
Massaua,  Eritrea,  for  refueling.  It  had  been  re- 
ported to  us  by  harbor  authorities,  that  there  were 
a few  cases  of  flu  in  this  port;  in  Asmara,  some 
seventy  miles  north,  several  hundred  cases  were 
reported. 

Two  men  from  the  ship  were  detailed  to  pick 
up  our  mail  in  Asmara,  and  they  subsequently  de- 
veloped the  disease  on  July  20,  with  an  incubation 
period  of  three  days.  In  addition,  on  the  day  of  ad- 
mission, they  had  profuse  urethral  discharge, 
dysuria  and  positive  smears  for  G.C. 

The  other  two  of  our  first  four  admissions,  pre- 
senting on  July  20,  had  social  contacts  with  the 
Massauans.  So  much  for  the  mode  of  onset. 

From  July  20  through  August  16,  our  daily  case 
load  was  from  one  to  nineteen  cases.  The  total  of 
the  ship’s  personnel  was  262,  the  total  number  of 
cases  was  1 17,  with  an  attack  rate  of  44.7  per  cent. 

The  disease,  as  we  saw  it,  was  characterized  by 
fever  of  100  to  105  degrees,  headache,  sore  throat, 
cough,  diffuse  muscle  aches  and  pains,  weakness 
and  malaise.  A few  patients  complained  of  low  hack 
and  chest  pains.  One  hundred  per  cent  of  the  cases 
had  fever,  generalized  muscle  aches  and  pains,  and 
severe  headaches.  These  were  the  three  most  com- 
mon complaints.  Also,  there  were  profuse  dia- 
phoresis, mild  pharyngitis,  shaking  chills,  sore 
throats  and  chest  pains. 

The  physical  findings,  aside  from  those  1 have 
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mentioned,  were  not  remarkable.  Auscultation  of 
the  chest  revealed  very  little,  and  the  most  that 
could  he  heard  were  a few  coarse  rhonchi ; there 
were  no  rales,  wheezes  or  other  signs  of  a pneu- 
monic process  in  any  of  the  cases.  Five  of  the 
patients,  however,  had  persistent  dry,  but  non- 
productive cough  for  a week  following  discharge ; 
for  the  most  part,  this  was  the  only  complicating 
factor  encountered. 

The  duration  of  the  illness  was  from  three  to 
nine  days.  All  of  the  new  patients  were  isolated 
and  remained  so  until  forty-eight  hours  of  normal 
temperatures  were  recorded.  The  temperatures 
were  taken  q.i.d. 

The  spread  of  the  disease  to  all  enlisted  compart- 
ments and  division  enlisted  personnel  was  with 
equal  distribution.  Of  the  first  cases,  every  other 
one  was  given  a full  course  of  terramycin  250  mg. 
q.i.d.  for  five  days.  The  total  sick  days,  in  both 
categories,  were  approximately  the  same ; we  con- 
cluded that  terramycin  wasn’t  doing  anything  for 
our  patients,  and  we  stopped  using  it.  Most  of  the 
cases  went  well  into  the  102  and  103  degree  range. 

In  approximately  87  per  cent  of  the  cases,  the 
fever  lasted  one  to  three  days. 

The  treatment  of  all  of  our  patients  was  sympto- 
matic, with  bed  rest,  forced  fluids  and  aspirin. 
Throat  washings  and  serum  were  collected  from 
twenty  of  our  acutely  ill  patients,  and  convalescence 
serum  also  was  collected.  I regret  to  say  that  I 
haven’t  the  results  of  these  tests. 

In  conclusion,  the  above  described  disease  ap- 
pears to  have  been  epidemic  influenza  of  the  Asian 
type.  It  mimics  other  respiratory  diseases.  The 
disease  is  of  moderate  severity  and  duration.  Most 
patients  recovered  in  from  three  to  five  days.  The 
ship  remained  operational,  and  the  only  compli- 
cation was  a bronchitis,  which  was  of  a mild  type. 


ACETAZOLEAMIDE  (DIAMOX)  IN 
SICKLE  CELL  DISEASE 

concluded  from  page  680 

A therapeutic  trial  had  to  he  stopped  because  of 
the  untoward'  effects.  The  results  of  our  observa- 
tions, both  in  vitro  and  in  vivo,  were  the  opposite 
of  those  observed  by  Hilkowitz,  and  suggest  that 
the  use  of  Acetazoleamide,  in  sickle  cell  disease, 
is  not  universally  applicable. 
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If  Your  Children 
Are  Still  in 
Their  “Totnge” 

— You  may  still  be  blissfully  unaware 
of  how  much  it  will  cost  you  to  give 
them  a good  education.  But  when 
you  do  find  out,  the  truth  may  be 
quite  a shock. 

Example:  nowadays,  sending  one 
child  through  4 years  at  a top-rate 
college  or  university  can  eas.ly  cost 
$8,000.  What  about  preparatory 
school?  Postgraduate  school.  They 
are  all  comparably  higher.  If  you 
have  two  or  more  children  • • • 1 s 
quite  a bill  1 

Happily,  you  still  have  time  m 
which  to  prepare  your  finances  to 
meet  these  costs.  And  with  that  m 
mind,  we  suggest  you  look  into  our 
Monthly  Investment  Plan  now.  It  lets 
you  invest  as  much  as  you  can  afford 
on  a systematic  basis  ...  to  give 
your  money  a chance  to  grow  along 
with  your  children. 

Qur  free  MONTHLY  INVEST- 
MENT PLAN  booklet  gives  you  the 
full  story.  Why  not  ask  for  a copy 
now  just  to  look  over?  Drop  us  a line 
or  telephone  GAspee  1-7100. 

Davis  & Davis 

Members  New  York  Stock  Exchange 

CR0UND  HOOR,  TURKS  HEAD  M0. 

R.  L-M-.po.  1-7100 
Market  Summaries:  GAspee  1-6 
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SCLERODERMA* 

Associated  with  Neurological  and  Psychogenic  Symptoms 
— With  Four  Case  Reports 

Laurence  A.  Senseman,  m.d. 


The  Author.  Laurence  A.  Senseman,  M.D.,  of  Lincoln, 
Rhode  Island.  Chief,  Neuropsychiatry,  the  Memorial 
Hospital,  Pazvtueket,  Rhode  Island;  Medical  Director, 
Fuller  Memorial  Sanitarium,  South  Attleboro,  Massa- 
chusetts. 

Hippocrates  described  an  Athenian  who  had  a 
hard,  indurated  skin  all  over  his  body,  and 
Galen  spoke  of  patients  whose  skin  was  hard  and 
leathery,  with  all  the  pores  stopped  up.  Thirial,  in 
1845.  gave  the  earliest  good  descriptions  of  sclero- 
derma. and  the  French  school,  with  Ball,  Charcot, 
and  Hallopeau,  fashioned  the  present-day  descrip- 
tions of  this  disorder.  Grasset  and  Brissaud,  in 
1890,  were  among  the  early  advocates  that  sclero- 
derma was  a vegetative  nervous  system  disorder, 
while  Striimpell  first  correlated  some  of  the  en- 
docrinous cases,  having  observed  a patient  with 
scleroderma  and  acromegaly. 

Its  description,  occurrence,  and  differential  diag- 
nosis, its  numerous  forms  and  variations  are  found 
in  dermatological  literature.  The  neurological  in- 
terest is  focused  upon  the  determination  of  the  level 
of  the  nervous  system  involved,  for  the  pathology 
is  extremely  variable.  Peripheral  nerve  lesions 
(trapezius  palsy)  have  been  known  to  he  followed 
by  localized  scleroderma.  Spinal  cord  injury,  in- 
volving Jacobsohn’s  sympathetic  nuclei,  occasions 
other  cases.  Numerous  cases  are  associated  with 
other  spinal  lesions,  as  syringomyelia,  poliomyelitis, 
and  multiple  sclerosis. 

As  a polyglandular  endocrinopathic  syndrome, 
scleroderma  has  shown  a many-sided  character. 
Cases  occur  with  associated  hypophysis,  adrenal, 
thyroid,  and  mesenteric  glandular  disease.  The  thy- 
roid seems  numerically  to  outnumber  the  others  in 
the  cases  reported. 

No  psychogenic  cases  have  as  yet  been  analyzed, 
but  inasmuch  as  many  hyperactive  thyroids  are 
psychogenic,  at  least  in  their  initial  stages,  it  is  a 
reasonable  hypothesis  that  psychogenic  factors  may 
form  a part  of  the  scleroderma  pathology.1 

The  etiology  of  scleroderma  is  as  yet  not  fully 
known.  Thickening  of  the  musculature  of  the 

♦Presented  at  the  fall  1957  meeting  of  the  Rhode  Island 
Society  for  Neurology  and  Psychiatry,  Rhode  Island 
Hospital. 


peripheral  arterioles  and  hypertonus  of  the  periph- 
eral vessels  have  been  reported  repeatedly.  Since 
scleroderma  is  frequently  associated  with  Ray- 
naud’s disease  and  other  peripheral  vascular  dis- 
orders, evaluation  of  the  clinical  syndrome  and  the 
results  of  diagnostic  tests,  must  be  made  in  the 
light  of  this  fact.  Both  peripheral  and  central 
autonomic  nerve  lesions  have  been  reported,  par- 
ticularly in  cases  in  which  scleroderma  is  associated 
with  Raynaud’s  disease  (Sunder-Plassmann  and 
Jaeger,  1940).  Hoff  (1941)  reported  a case  of 
scleroderma  associated  with  diabetes,  caused  by  a 
tumor  in  the  hypothalamic  region,  in  which  both 
disease  processes  subsided  following  surgical  re- 
moval of  the  tumor.  In  another  case  reported  by 
Ilofif,  administration  of  ergotamine,  over  a period 
of  two  years,  resulted  in  typical  scleroderma  which 
cleared  up  after  the  medication  was  discontinued. 
Other  evidence  that  autonomic  dysfunction  is  a 
factor  in  the  etiology  of  scleroderma  is  available. 
For  example,  the  fluctuations  in  the  flow  of  blood 
in  the  skin,  corresponding  to  fluctuations  in  the  ex- 
ternal temperature,  and  the  spontaneous  improve- 
ment in  the  condition  of  the  skin  frequently  ob- 
served following  febrile  reactions,  afford  con- 
firmatory evidence  of  exaggerated  vasomotor 
tonus.  Other  factors  related  to  endocrine  dysfunc- 
tion undoubtedly  are  present  in  most  cases,  and 
may  play  a major  role.  Therefore,  the  general  ap- 
plication of  sympathectomy  in  the  treatment  of  this 
disease  is  unwarranted.2 

Disturbances  in  the  Nervous  System : Sclero- 
derma has  been  considered  by  many  as  a neuro- 
trophic disease.  The  following  observations  have 
been  offered  to  support  such  contentions : 

a.  In  most  cases  there  is  symmetry  of  the 
lesions. 

b.  There  is  evidence  of  vasomotor  instability: 

Raynaud’s  syndrome  is  a frequent  associated 

finding. 

The  onset  is  frequently  at  the  menopause,  a 
period  when  vasomotor  changes  are  marked. 

There  is  evidence  of  vasomotor  or  sympathetic 
nervous  system  disturbances  producing  visceral 
dysfunction  in  many  of  these  patients. 

c.  There  have  been  reports  of  beneficial  results 
following  the  interruption  of  the  sympathetic  path- 
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ways  by : 

Sympathectomy. 

Acetvl  beta  methylcholine  chloride. 

d.  There  have  been  reports  of  scleroderma  asso- 
ciated with : 

Facial  hemiatrophy. 

Complete  hemiatrophy. 

Cerebral  lesions. 

Changes  in  the  spinal  fluid  and  histologic 
changes  in  the  central  nervous  system. 

e.  The  presence  of  electroencephalographic 
abnormalities.3 

Scleroderma  is  frequently  misdiagnosed  as  ar- 
thritis. but  it  is  a disease  of  the  elastic  tissues  which 
fragment  or  become  disorderly  or  even  absent.  The 
arterioles  in  the  area  are  obliterated  by  connective 
tissue  proliferation.  This  causes  an  atrophy  of  the 
epidermis.  The  G.I.  tract,  from  the  lips  to  the  anus, 
may  he  involved.  In  the  bowel,  the  muscles  may  be 
replaced  by  fibrous  tissue.  The  cardiac  muscle  may 
he  replaced  by  this  growth  of  fibrous  tissue,  and 
myocardial  failure  may  result.  There  has  been 
noted  some  atrophy  of  the  uterus,  prostate  and 
thyroid.  The  kidneys  may  show  fibrous  infiltration. 
Calcium  salts  are  quite  prominent  in  the  skin  and 
subcutaneous  tissues.  This  condition  is  more  com- 
mon in  females  than  in  males,  and  may  begin  at 
any  time  in  life,  hut  usually  around  the  menopause. 
It  has  been  thought  that  some  allergic  factor  causes 
the  profuse  calcinosis,  thus  leading  some  to  believe 
that  it  may  he  a dietary  deficiency.  It  has  been  con- 
sidered to  he  a general  systemic  disease  of  the  con- 
nective tissues,  of  unknown  etiology,  and  with  a 
remarkable  tendency  to  deposit  calcium  salts  in  the 
tissues  affected. 

The  four  cases  which  I have  to  report  were  of 
interest  to  me.  as  they  were  seen  during  the  past 
year.  I must  confess  that  the  diagnosis  in  these 
patients  was  not  made  on  their  initial  or  even  sub- 
sequent visits  to  the  office,  hut  over  a period  of 
time. 

Case  I 

The  first  case  especially  interested  me,  as  she  was 
referred  by  a physician  in  Pawtucket  for  dys- 
phagia. Mrs.  1.  W.,  aged  76,  was  first  seen  in 
October,  19a6,  at  which  time  she  gave  a history  of 
having  been  in  Roger  Williams  Hospital  in  May, 
1956,  for  a period  of  two  weeks,  with  what  she 
described  as  a viral  infection.  The  month  preceding 
this,  her  husband  had  an  emergency  prostatectomy. 
Since  her  illness  in  May,  she  stated  that  she  had 
not  been  well,  and  had  been  losing  weight.  She 
weighed  130  pounds  during  the  previous  year; 
when  she  was  first  seen  in  my  office,  her  weight 
was  105  pounds.  Her  appetite  was  poor,  she  was 
unable  to  chew  her  food,  she  had  difficulty  in 
swallowing  and  also  in  keeping  the  saliva  in  her 
mouth,  as  it  would  run  out  the  corners  of  her 


mouth.  She  complained  that  her  skin  was  “frozen 
stiff,”  as  she  put  it.  and  that  her  tongue  was  very 
sore  all  the  time  and  was  quite  red.  She  had  a 
marked  weakness  which  bothered  her  considerably, 
as  she  was  unable  to  do  her  work,  and  the  muscles 
of  her  neck  were  so  weak  that  in  lifting  her  head 
off  the  pillow  she  had  to  use  her  hands  to  do  so. 
She  slept  well,  in  spite  of  these  handicaps.  She 
complained  of  some  looseness  of  bowels. 

There  had  been  no  previous  illness  of  this  nature. 
She  had  a hysterectomy  some  fourteen  years  ago. 
She  had  twin  sons,  both  of  whom  are  married 
and  well. 

On  examination  this  woman  looked  very  sick. 
She  was  pale,  her  skin  was  very  thick,  hard,  dry 
and  like  parchment ; her  face  was  drawn,  her  mouth 
very  prominent  and  her  tongue  red.  She  showed 
marked  evidence  of  weight  loss.  Pupils  were  equal 
and  reacted  to  light  only  slightly.  Eye  movements 
and  the  eye-grounds  were  normal.  She  had  a 
marked  weakness  of  the  neck  and  could  not  ele- 
vate her  shoulders.  She  also  had  a marked  weak- 
ness of  the  muscles  of  mastication  and  her  speech 
was  very  weak.  She  had  a diminished  to  absent 
gag  reflex.  Her  heart  was  of  fairly  good  quality. 
Blood  pressure  was  140/80.  Chest  was  clear. 
Breasts  were  emaciated  and  no  masses  were  noted. 
The  abdomen  was  negative  for  masses.  Liver  was 
not  palpable.  There  was  an  old  abdominal  scar  in 
the  mid-line  of  the  lower  abdomen.  All  her  reflexes 
were  found  to  he  present  and  equal  and  none  was 
found  to  he  pathological. 

A lumbar  puncture  was  done  on  the  day  she  was 
first  seen  and  the  initial  pressure  was  found  to  be 
only  80  mm.,  the  fluid  was  clear  and  the  dynamics 
were  normal.  The  cell  count  was  three  white  blood 
cells  with  a total  protein  of  41  mgs.  and  a colloidal 
gold  curve  of  12221  10000.  The  spinal  fluid  Was- 
sermann  was  negative. 

At  this  time,  I felt  that  this  represented  a vas- 
cular accident  producing  a bulbar  palsy.  She  was 
put  on  Vitamin  B and  Redisol  with  vitamin  BJ2 
injections  and  Nicotinic  Acid  100  mgs.,  three  times 
a day. 

On  subsequent  visits,  she  complained  of  burning 
sensations  about  the  face,  hut  she  began  to  show 
some  evidence  of  improvement  with  this  program, 
and  the  vitamin  Bi2  was  given  intramuscularly 
three  times  a week,  by  a visiting  nurse,  at  the 
patient’s  home. 

In  December  she  reported  that  she  could  move 
her  head  better,  but  that  she  was  “shrinking”  and 
her  joints  were  very  stiff,  but  her  appetite  had  im- 
proved considerably  and  she  said  that  she  was  eat- 
ing like  a horse  but  could  not  gain  any  weight.  Her 
speech  was  noticeably  stronger  but  she  was  still 
drooling  and  her  mouth  was  sore.  There  was  no 
sensory  disturbance  noted  at  this  time,  in  particular, 

continued,  on  next  page 
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the  vibratory  sense  and  position  sense  were  present 
and  about  equal. 

At  this  time,  Cytomel  was  added  three  times  a 
day.  Her  skin  began  to  show*  some  evidence  of  im- 
provement and  her  weight  began  to  rise,  rather 
slowly.  Blood  count  showed  3,430.000  red  blood 
cells  and  80%  hemoglobin. 

One  year  after  her  initial  visit  to  my  office  she 
weighs  only  93/4  pounds.  She  still  has  to  use  her 
handkerchief  for  her  salivation,  her  hands  are  sore, 
her  tongue  is  not  as  bad  nor  as  sore,  she  is  eating 
well  but  is  not  gaining  weight,  her  skin  is  much 
softer  and  not  as  pigmented,  her  gag  reflex  has 
improved,  she  can  elevate  her  shoulders  and  does 
not  have  to  lift  her  head  from  the  pillow  with  her 
hands.  Her  reflexes  are  still  present  and  equal  and 
none  is  found  to  he  pathological. 

1 feel  that  this  patient  represents  a case  of  sclero- 
derma. with  associated  neurological  signs  and 
cranial  nerve  involvement. 

Case  II 

The  second  case  is  a female,  Mrs.  E.  T.,  aged  62. 
On  her  first  visit  to  my  office  in  October,  one  year 
ago,  she  complained  of  a burning  sensation  on  the 
right  side  of  her  face.  On  questioning  her,  I found 
that  she  had  had  a viral  infection  which  lasted  six 
weeks,  in  July  1936,  prior  to  a mole  being  removed. 
The  mole,  at  the  hairline,  had  been  getting  larger, 
lust  before  this,  she  noticed  a pulling  sensation  in 
the  right  side  of  her  face  and  about  the  right  eye 
and  nose  ; her  mouth  became  sore  as  well  as  the 
tongue,  but  only  on  the  right  side.  There  was  some 
numbness  of  the  cheek  and  chin.  She  noticed  some 
itching,  but  not  a severe  pain  at  first,  but  a throb- 
bing-like  pain  between  the  right  ear  and  nose.  She 
noted  that  her  eye  had  become  bloodshot  and  sore. 
She  never  had  any  previous  trouble  of  this  nature 
and  there  were  no  serious  illnesses  in  the  past.  The 
appendix  and  an  ovary  had  been  removed  some 
thirty-five  years  ago.  She  had  migraine,  off  and  on, 
for  years.  She  is  married  and  has  three  children. 

Examination  revealed  a well-nourished,  well- 
developed  woman  who  appeared  about  her  given 
age.  She  was  pleasant  and  cooperative.  There  was 
some  tenseness  of  the  skin  of  her  face  and  numb- 
ness to  pin-prick  over  the  5th  cranial  nerve,  maxil- 
lary and  mandibular  divisions.  There  was  no  facial 
weakness  and  no  other  cranial  nerve  pathology. 
Blood  pressure  was  140/80.  Heart  was  of  good 
quality  and  lungs  were  clear.  There  was  some  red- 
ness and  soreness  on  the  end  of  the  tongue  which 
didn't  heal,  and  she  complained  somewhat  of  her 
false  teeth.  The  rest  of  the  neurological  examina- 
tion was  normal. 

At  this  time.  I felt  that  the  diagnosis  was  an 
atypical  facial  neuralgia.  Vitamin  B12  was  given  by 
injection  and  Vitamin  Bi  was  prescribed  by  mouth. 


She  pointed  out,  at  this  time,  that  since  she  has  had 
the  pain  in  her  face,  she  has  had  no  migraine. 

This  patient  continued  to  get  worse  and  nothing 
has  seemed  to  change  the  course  of  her  illness.  A 
lumbar  puncture  was  refused.  She  began  to  com- 
plain of  a pulling  sensation  at  the  corner  of  her 
right  eye  that  annoyed  her  considerably.  She  was 
given  tranquilizers  without  any  real  effect.  She  also 
noticed  that  exercising  or  too  much  work  would 
make  her  face  worse. 

About  the  first  of  the  year  she  noted  that  her 
hands  were  becoming  stiff  and  sore  and  her  face 
ache  persisted.  The  skin  was  tight  and  a pulling 
sensation  present.  In  April  of  this  year,  I noted 
that  there  was  some  swelling  and  induration  of  the 
right  cheek  and  the  diagnosis  at  this  time  was  rather 
up  in  the  air.  She  was  gaining  weight  on  the  pro- 
gram, however,  and  she  was  still  able  to  carry  on 
her  usual  activities.  At  times,  the  pain  would  get  so 
severe  that  Demerol  was  resorted  to  occasionally, 
and  Percodan  also  was  used. 

Incidentally,  brain  waves  were  done,  on  the  4th 
of  January,  1957,  and  the  EEG  was  reported  within 
normal  limits  by  Doctor  Maurice  Silver.  He  re- 
ported some  tension  effect.  X rays  of  tbe  skull  were 
done  in  November,  1956,  with  the  following  con- 
clusions : “Except  for  the  slight  sclerosis  of  the 
right  mastoid,  perhaps  related  to  old  middle  ear  or 
mastoid  infection,  the  findings  were  within  normal 
limits.  There  was  no  definite  evidence  of  increased 
intracranial  pressure  or  calcified  brain  tumor.  As 
stated  above,  special  attention  was  paid  to  tbe  pet- 
rous pyramids  on  both  sides  and  these  bony  struc- 
tures were  not  remarkable.” 

Wassermann  test  wras  negative,  as  was  other 
laboratory  work. 

She  was  seen  at  the  New  England  Center  Hos- 
pital where  a preliminary  diagnosis  was,  “Possible 
Scleroderma,”  and  they  recommended  cortical 
steroids.  They  also  gave  her  chloroquin,  which 
seems  to  he  helpful  in  the  collagen  diseases.  This, 
apparently,  had  no  effect. 

The  patient  has  not  improved  at  this  time,  in 
fact,  she  now  shows  considerable  evidence  of 
scleroderma  which  was  not  present  during  the  first 
few  months  of  treatment.  Her  hands  are  now  stiff, 
tight  and  sore.  Her  face  is  not  so  sore  nor  does  it 
show  as  much  evidence  of  scleroderma  as  there  is 
in  her  hands. 

This  case  was  presented  because  of  its  involve- 
ment of  the  fifth  cranial  nerve,  stimulating  a tri- 
facial neuralgia  or  atypical  facial  neuralgia. 

Case  III 

The  third  case  is  a forty-six-year-old  woman 
who  was  first  seen  on  September,  1956,  at  which 
time  she  gave  a history  of  having  made  a mistake 
at  her  work.  Instead  of  telling  the  truth  about  it, 
sbe  stated  that  she  had  lied  to  her  boss,  or,  at  least. 
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she  had  not  admitted  that  she  had  made  the  mis- 
take. Since  that  time,  this  has  become  a severe 
obsession  and  delusion  to  her  and  is  continually 
disturbing  her  so  that  she  cannot  eat  or  sleep  nor 
can  she  sit  still.  She  has  lost  weight  and  constantly 
talks  about  her  mistake,  and  she  also  feels  that  she 
has  gotten  the  doctor  in  trouble  for  signing  her 
Sick  Benefit  slip  which  she  did  not  deserve.  She 
has  been  so  disturbed  about  this  whole  situation 
that  her  husband  has  not  been  able  to  leave  her 
alone  to  go  to  his  work. 

During  the  course  of  the  physical  examination, 
I noted  a hard,  thick,  pigmented  area  over  the  right 
side  of  her  face  and  on  both  arms.  This,  she  stated, 
occurred  following  exposure  to  the  sun  while  on 
the  beach  during  the  past  summer.  She  minimized 
the  importance  of  this  although  she  made  every 
effort  to  cover  it  up  with  creams  and  powder.  She 
did  not  feel  that  it  had  any  significance  as  far  as 
her  emotional  symptoms  were  concerned.  As  her 
symptoms  had  reached  delusional  proportions  she 
was  admitted  to  the  Fuller  Memorial  Sanitarium 
where  sub-coma  insulin  was  given  to  her  and  she 
subsequently  made  a speedy  recovery,  but  gained 
very  little  insight  into  her  problem.  She  was  able 
to  return  home  and  did  not  discuss  her  problem 
any  further. 

About  two  months  later,  she  took  an  overdose  of 
medicine  and  was  hospitalized  in  the  Woonsocket 
Hospital.  I have  seen  her  on  many  occasions  since 
that  time  and  she  is  no  longer  depressed,  the  delu- 
sions have  gone  and  the  scleroderma  is  somewhat 
improved,  especially  on  her  face.  The  skin  of  her 
arms  has  softened  and  the  pigmentation  is  lessen- 
ing. Her  whole  appearance  has  greatly  improved. 

This  case  is  presented  only  to  point  out  that  this 
patient  had  no  physical  symptoms  of  which  she 
complained,  but  the  psychological  aspects  of  this 
case  were  of  interest  to  me.  and  for  which  she  was 
treated,  and  has  subsequently  made  a complete 
recovery. 

Case  IV 

1 be  fourth  case  was  recently  seen  in  my  office, 
having  been  referred  by  a physician  in  Providence. 
She  is  Mrs.  E.  N.,  aged  37,  and  was  first  seen  on 
the  20th  of  September,  at  which  time  she  stated 
that  she  had  trouble  with  her  right  eye  which 
seemed  to  be  painful  for  the  past  two  years,  but 
her  vision  had  been  pronounced  perfectly  normal 
by  an  eye  specialist.  She  also  complained  that  the 
right  side  of  her  face  would  swell  and  become  quite 
painful  and  this  feeling  was  present  most  of  the 
time.  She  was  seen  by  another  physician  who  stated 
that  he  thought  it  might  be  due  to  a lesion  of  the 
fifth  cranial  nerve  and  she  was  given  vitamin  Bj, 
to  be  taken  by  mouth  each  day.  She  was  also  taking 
3 grs.  thyroid  a day  for  a “thyroid  difficulty,”  as 
she  put  it.  She  has  noted  that  these  symptoms  are 


worse  just  before  her  period  and  it  has  been  asso- 
ciated with  a numbness,  and  the  center  of  the  pain 
seems  to  be  over  the  maxillary  bone  on  the  right. 
She  has  become  very  much  concerned  about  her 
illness  and  is  upset  because  her  husband  felt  that 
it  was  all  in  her  mind.  He  was  not  too  sympathetic 
with  her.  She  noticed  that  at  times  the  pain  would 
become  quite  severe  and  feel  much  like  a headache 
and  then  the  right  eye  would  become  bloodshot. 
She  also  complained  that  the  skin  felt  tight  and 
would  pull,  especially  over  the  lower  part  of  her 
mouth,  and  her  dentures  annoy  her  when  she  eats. 
There  was  no  trigger  area,  nor  is  the  pain  like  a 
typical  trifacial  neuralgia,  but  she  is  unable  to  do 
what  she  would  like  to  do  because  the  pain  annoys 
her.  She  has  lost  her  usual  pep  and  interest  in  life. 

Examination  was  entirely  normal  and,  in  partic- 
ular, there  was  only  slight  evidence  of  thickening 
and  tenseness  of  the  skin  of  the  face,  on  palpation. 
The  blood  pressure  was  130/80.  Neurological  ex- 
amination was  entirely  normal,  as  were  the  eve- 
grounds  and  cranial  nerves.  Sensation  was  intact. 

I felt  that  atypical,  right-sided  facial  pain,  asso- 
ciated with  the  symptoms  as  presented  in  these 
other  cases,  was  suggestive  that  this  patient  also 
was  developing  a scleroderma. 

T reatment 

Now  for  treatment.  Many  treatments  have  been 
suggested  for  this  illness,  but  nothing  has  proved 
effective.  Vitamins  have  been  tried,  along  with 
many  chemicals  and  vasodilators.  Recently,  corti- 
sone has  been  used  and,  in  adequate  doses,  cortisone 
is  the  only  therapeutic  agent  available  at  the  present 
time,  which  offers  any  hope  to  the  patient  with 
rapidly  advancing  disease.  I have  tried  cortisone  on 
one  of  the  patients,  without  any  real  effect,  but  I 
intend  to  try  it  on  patient  No.  4.  Patient  No.  3 
is  doing  well,  and  I did  not  feel  it  was  indicated. 
As  for  patient  No.  1,  she,  too,  is  getting  along  fairly 
well  and  I have  not  added  cortisone,  but  intend  to 
do  so  in  the  near  future.  It  must  not  be  overlooked, 
however,  that  proper  nutrition  and  vitamins  are 
important  in  maintaining  the  normal  health  of 
these  individuals. 

I recently  found  an  article  on  a paper  read  at  the 
107th  Annual  Meeting  of  the  A.M.A.,  in  June, 
1957,  in  the  section  of  dermatology,  on  the  effects 
of  hormone  Relaxin  in  scleroderma.  The  authors 
pointed  out  that  they  treated  some  twentv-three 
patients ; fifteen  women  and  eight  men.  They  gave 
a saline  solution  of  Relaxin,  20  mgs.  twice  a day 
for  one  to  two  weeks,  and  then  substituted  a gelatin 
preparation  given  intramuscularly  daily,  which 
amounted  to  10  mgs.  They  noted  that  there  was 
no  improvement  until  the  patient  had  received 
therapy  for  about  three  to  five  weeks.  Thev  re- 
ported that  of  the  twenty-one  patients,  eighteen 
who  had  shown  some  degree  of  Raynaud's  phe- 

concluded  on  next  page 
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QUOTABLE  QUOTES 

"Service  benefits  are  a matter  of  very  personal  concern 
of  the  participating  physician.  He  is  relinquishing  his 
right  to  evaluate  his  own  services.  He  is  entrusting  the 
financial  future  of  his  practice  to  the  decisions  of  the 
corporation  in  the  arrangement  of  its  fee  schedule  and  its 
professional  policies,  and  most  important  of  all,  he  knows 
that  having  surrendered  these  important  considerations, 
he  will  not  regain  them  . . 

Dr.  William  H.  Horton,  Executive  Director, 
Connecticut  Medical  Service,  at  a Blue  Shield- 
Blue  Cross  executive  training  institute 
* * * 

"If  you  have  an  extra  bed  you  are  not  using,  and  if  you 
have  a veteran,  non-service  connected,  who  needs  hos- 
pitalization, and  he  cannot  afford  to  pay  for  that  hospital- 
ization then  we  are  automatically  to  take  him  in.  But  it  is 
predicated  entirely,  you  will  note,  on  if  we  have  extra 
beds.  That  is  the  whole  essence  of  it. 

"Now  we  find  ourselves  today  in  the  situation  of 
operating  about  100,000  patients  in  our  hospitals,  and  on 
any  given  day  over  a third  of  them  are  service  connected 
and  two  thirds  of  them  are  non-service  connected  . . .” 

"So,  just  putting  it  bluntly,  that  is  the  situation.  If  you 
add  on  any  appreciable  number  of  beds,  either  as  a big 
addition  or  as  a big  hospital,  you  are  building  beds  for 
non-service  connected,  whereas  the  law  as  it  exists  today 
actually  says  you  will  only  take  in  non-service  connected 
when  you  have  extra  beds,  when  they  are  beds  that  you 
do  not  need  for  service  connected. 

"So  I think  there  is  a fundamental  question  that  has 
got  to  be  answered  here  pretty  soon:  Is  it  the  will  of 
Congress  and  the  American  people  that  we  will  build 
beds  for  non-service  connected?” 

Veterans  Administrator  Harvey  V.  Higbee, 
at  a hearing  of  the  House  Committee  on  Vet- 
erans’ Affairs  in  February  1956 
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nomena,  noted  improvement ; of  eighteen  patients 
with  trophic  ulcers,  fourteen  noted  improvement 
and  healing  of  the  ulcers ; sixteen  noted  some 
softening  and  loosening  of  the  skin,  particularly 
of  the  face  and  upper  extremities,  and  withdrawal 
of  the  Relaxin  caused  the  return,  within  three  to 
ten  days,  to  their  previous  state.  I tried  to  secure 
some  of  this  medication,  only  to  find  that  it  is  ex- 
tremely expensive,  about  $7.00  an  injection.  T have 
not  yet  decided  to  use  it. 

Discussion 

William  B.  Cohen,  M.D.,  of  Providence,  Rhode  Island, 
Chief  of  Dermotology  at  Memorial  Hospital,  Paw- 
tucket, Rhode  Island. 

I enjoyed  Doctor  Senseman’s  remarks  very 
much  concerning  his  very  able  description  of 
Scleroderma.  The  two  cases  he  presented  were 
hurriedly  examined  hut  his  approach  to  therapy 
was  very  helpful  and  good. 

Scleroderma  in  its  earliest  stages  can  he  quite 
difficult  to  diagnose  properly  because  one  must 
always  bear  in  mind  the  possibility  of  a condition 
described  as  Scleroderma  Adultorum.  This  condi- 
tion is  characterized  by  a hard,  non-pitting  edema 
involving  the  face,  neck,  thorax,  abdomen,  but- 
tocks and  legs.  It  almost  never  involves  the  hands 
and  feet.  It  may  involve  the  pharynx  and  larynx 
hut  skips  the  internal  organs  as  such.  This  is  in 
striking  contrast  to  Scleroderma  which  is  general- 
ized and  almost  always  involves  the  hands  and  feet. 

The  course  of  Scleroderma  Adultorum  is  one  of 
gradual  regression  after  several  weeks  to  several 
years.  It  can  he  distinguished  from  Scleroderma 
only  by  following  the  course  of  the  disease  and 
studying  the  distribution  of  the  lesions. 

CONCLUSIONS 

Scleroderma  is  a disease  of  connective  tissue, 
the  cause  of  which  is  not  known,  and  the  symp- 
toms vary  according  to  the  location  of  the  lesion. 
It  was  also  noted  that  there  is  an  emotional  factor 
in  all  these  problems  and  in  case  Nos.  3 and  4 in 
particular.  It  is  important  to  notice  that  some  of  the 
patients  are  much  more  severely  involved  than 
others.  In  the  literature  fatal  cases  have  been  re- 
ported. Others  may  live  out  their  normal  life  span, 
others  have  complete  remissions  with  occasional 
exacerbations.  There  is  no  specific  therapy,  but  the 
cortisone  and  the  vitamins,  especially  B12,  have 
been  found  helpful.  These  patients  need  close  su- 
pervision and  encouragement  in  their  distressing 
disorder. 
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"THIS  IS  SOCIALIZED  MEDICINE’’* 

David  B.  Allman,  m.d.,  President 
The  American  Medical  Association 


T f i had  one  wish  today,  it  would  lie  that  I could 

stimulate  within  every  medical  doctor  in  Ameri- 
ca the  fire  and  devotion  for  personal  and  political 
freedom  as  expressed  by  our  forefathers  181  years 
ago  here  in  Philadelphia. 

Like  our  early  American  patriots,  other  people 
around  the  world  recently  have  demonstrated  their 
zeal  for  freedom.  Unfortunately,  in  East  Berlin, 
Poland  and  Hungary  the  chants  of  the  freedom- 
seekers  have  been  silenced  in  tragic  fashion.  Never- 
theless, the  seed  of  freedom  lives  on,  even  under 
the  tyrant’s  heel.  Whether  freedom  grows  again  in 
those  lands  will  depend  upon  how  determined  the 
people  are  to  work  for  it,  live  for  it  and  fight  for  it. 

The  lesson  for  us,  from  these  modern  European 
and  early  American  freedom  fighters  is  obvious: 
W e cannot  let  this  democracy  — our  vehicle  of 
freedom  — slip  away  from  us  ; we  must  ever  strive 
to  preserve  our  progress  and  to  push  on  to  new 
heights. 

I believe  that  freedom  is  a never-ending  struggle, 
requiring  the  energy  of  each  citizen  no  matter  what 
his  station  in  life.  Our  lives,  our  futures  and  our 
hopes  are  dependent  upon  the  preservation  of  free- 
dom. W e have  a duty  to  perpetuate  it.  If  we  fail 
in  that  duty,  our  republic  will  perish,  bringing  an 
end  to  a system  of  government  that  has  brought 
more  good  to  more  people  than  has  ever  been 
known. 

The  For  and  Bill  Evils 

There  are  many  so-called  easier  ways,  of  course, 
of  providing  more  good  to  more  people  than  the 
free  enterprise  method,  hut  they  initially  or  even- 
tually involve  bigger  and  bigger  government  and 
inevitably  lead  to  the  exchange  or  forfeiture  of  our 
God-given  rights. 

The  latest  promise  of  a better  life  for  more 
people  comes  to  the  American  people  in  an  attrac- 
tive, hut  ill-directed  expansion  of  Social  Security 
benefits. 

This  proposed  legislation,  introduced  by  Rep. 
Forand  (D.-R.I.)  in  the  first  session  of  the  85th 

* An  address  by  David  B.  Allman,  M.D.,  President  of  the 
American  Medical  Association,  delivered  at  the  opening 
session  of  the  House  of  Delegates  of  the  Association  at 
the  Clinical  Session  at  Philadelphia,  Pennsylvania, 
December  3.  1957. 


Congress,  would  provide  hospitalization  and  surgi- 
cal benefits  to  all  old  age  and  survivors  insurance 
beneficiaries.  If  passed,  the  federal  government 
would  withdraw  Social  Security  taxes  on  a compul- 
sory basis  from  almost  the  entire  working  popula- 
tion and  use  those  taxes  to  reimburse  hospitals  and 
physicians  for  services  rendered  to  all  persons  — 
some  12  to  13  million  — eligible  to  receive  old  age 
and  survivors  benefits. 

This  is  Socialized  Medicine.  This  is  Oscar 
Ewing’s  National  Compulsory  Health  Insurance 
all  over  again.  A decade  later  perhaps  and  for  a 
limited  number  of  people  but  it  is  “cut  from  the 
same  cloth"  and,  1 am  sure,  emanates  from  the 
same  minds. 

It  is  the  beginning  of  the  end  of  the  private  prac- 
tice of  medicine. 

It  is  the  death  knell  for  the  young,  and  growing 
voluntary  health  insurance  industry. 

It  is  a serious  threat  to  the  well-being  and  local 
autonomy  of  the  voluntary  hospital  at  the  com- 
munity level. 

It  is  Socialism  under  the  auspices  of  the  federal 
government. 

Gentlemen,  1 submit  that  this  hill  at  least  nine 
parts  evil  to  one  part  sincerity ! 

For  35  years  I practiced  surgery,  and  never  once 
did  I operate  without  first  making  a full  diagnosis 
of  the  case.  Furthermore,  none  of  you  prescribes 
therapy  without  an  adequate  diagnosis.  This  is  the 
way  good  medicine  has  been  practiced. 

Now  along  comes  a new  concept.  A solution  to  a 
problem  without  first  ascertaining  its  true  scope. 
In  short,  prescribing  treatment  without  a diagnosis 
about  ( 1 ) the  economic  resources  of  our  older 
population,  (2)  the  present  and  planned  programs 
of  voluntary  insurers,  (3  ) indigent  care  at  the  state 
level,  (4)  the  incidence  of  hospitalization  and  ill- 
ness by  age  groups,  and  other  complex  research 
questions. 

This  procedure  may  he  an  advance  in  the  field 
of  vote-getting,  but  it  would  be  a complete  failure 
in  medical  and  surgical  practice. 

Voluntary  Method  Far  Superior 

The  physicians  of  America  want  to  give  only  the 
best  medical  care  to  their  patients,  and  I believe 

continued  on  next  page 
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that  government  medicine  through  OASDI  will  be 
detrimental  to  our  people.  We  have  the  experiences 
of  Socialized  Medicine  in  other  countries  to  sup- 
port this  belief. 

For  two  decades  the  American  people  in  great 
numbers  have  supported  and  benefited  from  volun- 
tary health  insurance.  During  that  time  the  health 
insurance  industry  has  had  unprecedented  growth. 

The  number  of  persons  covered  in  every  age 
bracket  has  been  rising  steadily.  The  type  of  plans 
and  the  quality  of  coverage  have  been  improved 
enormously,  and,  I predict,  they  will  continue  to 
improve. 

No  one  claims,  of  course,  that  the  competitive 
voluntary  health  coverage  system  is  perfect,  but 
compared  to  government  medicine  it  is  far  superior. 

In  the  field  of  old-age  coverage  the  health  in- 
surance industry  is  beginning  to  make  rapid  and 
far-reaching  strides.  Because  of  the  great  changes 
in  medicine  and  in  medical  care  the  industry  has 
embarked  upon  vast  experimentation  with  many 
plans,  different  approaches,  and  coverage  for  vari- 
ous groups  within  the  old-age  population.  The 
experiments  are  being  tailored  to  fit  the  variety  of 
needs. 

Labor  and  management,  too,  are  getting  together 
in  an  attempt  to  provide  health  insurance  coverage 
for  retiring  personnel. 

Many  of  the  plans  devised  will  not  at  first  be 
perfect.  I am  sure,  however,  that  as  a result  of  the 
many  studies  in  the  field  of  old-age  coverage  we 
will  come  up  with  an  answer  — perhaps  many  an- 
swers — to  the  compound  issue. 

I personally  feel  that  we  are  on  the  verge  of 
grand  achievements  in  furthering  the  well-being 
of  our  older  population.  Medical  science  is  leading 
the  way,  and  the  health  insurance  industry  must 
proceed  with  alacrity  with  the  best  possible  cover- 
age programs  on  a non-cancellable  basis. 

I firmly  believe  that  dynamic  competition  in  the 
health  insurance  industry  will  bring  sweeping 
changes  and  new  ways  to  improve  personal  security 
for  older  people  without  the  loss  of  personal  free- 
dom for  these  persons  and  all  their  fellow  citizens. 

No  Monolithic  Answer  Possible 

The  issue  of  old-age  health  protection  is  com- 
plex ; it  embodies  many  problems.  Consequently, 
it  is  not  possible  to  solve  the  issue  with  a monolithic 
answer  like  the  Forand  bill. 

I admit  that  the  Forand  proposal  would  relieve  a 
large  segment  of  our  population  — the  older  folks, 
their  children,  management,  labor  unions,  physi- 
cians and  others  — of  their  responsibilities,  but  I 
do  not  believe  that  the  surrendering  of  the  principle 
of  self-reliance  and  the  experience  of  private  know- 
how for  the  abuse  of  government  dictation  can 
solve  the  nation’s  problems. 
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In  addition,  you  know  as  well  as  I do  that  special 
privileges  for  any  class  of  citizens  lead  directly 
to  demands  by  others  for  equal  governmental 
treatment.  Consequently,  government  will  then 
make  further  inroads  into  our  private  lives. 

Are  we  not  seeing  this  happen  in  the  field  of 
federal  disability  insurance  under  the  Social 
Security  program  with  new  proposals  to  lower  the 
eligibility  age? 

We  can  be  sure  that  passage  of  the  Forand  bill 
would  soon  generate  new  proposals  to  provide 
government  health  insurance  protection  for  the 
entire  population. 

In  an  effort  to  acquaint  and  alert  our  profession, 
the  hospitals,  allied  fields  and  the  public  to  the 
dangers  of  the  Forand  bill,  your  American  Medical 
Association  has  begun  to  circulate  information 
calling  for  individual  and  group  action  against  this 
proposed  legislation. 

Three  weeks  ago  I sent  out  a letter  and  a Forand 
bill  fact-sheet  to  the  medical  chiefs  of  staff  of  all 
hospitals,  with  copies  to  the  hospital  administrators. 

My  plea  today  is  for  you  to  embark  upon  a local 
action-campaign  to  enlist  the  full  support  of  your 
community  against  this  legislation. 

As  in  our  fight  against  national  compulsory 
health  insurance,  the  stakes  are  high  for  the  Ameri- 
can people,  for  the  medical  profession,  for  the  hos- 
pitals, and  for  all  allied  health  groups.  We  dare 
not  lose. 

We  must,  however,  keep  in  mind  that  in  our 
struggle  to  preserve  the  private  practice  of  medi- 
cine, we  are  fighting  for  the  basic  freedoms  which 
have  enabled  democracy  to  thrive  and  our  nation 
to  prosper. 

In  this  campaign  to  preserve  the  freedom  of 
medical  practice,  we  will  lie  criticized  for  being 
negative  and  accused  by  our  opponents  of  being 
reactionary.  This  is  to  be  expected.  It  is  the  ac- 
cepted technique  used  to  discredit  those  who  would 
oppose  Socialism. 

It  is  fitting  that  our  declaration  of  medical  free- 
dom be  made  here  in  Philadelphia  — where  183 
years  ago  the  first  Continental  Congress  assembled 
to  protest  against  the  loss  of  colonial  rights  and 
privileges.  W here  the  Declaration  of  Independence 
was  signed  two  years  later.  Where  the  1 dberty  Bell 
and  Constitution  Hall  remind  us  that  “Eternal 
Vigilance  is  the  Price  of  Freedom.” 

Perhaps  it  is  also  fitting  to  remind  you  that  the 
patriots  of  1776  were  not  without  their  critics.  But 
their  love  of  liberty  and  quest  for  freedom  was 
not  to  be  deterred.  May  we  in  the  medical  profes- 
sion supply  the  leadership  necessary  to  preserve 
freedom  with  the  same  determination. 

Principle,  Not  Expediency 

At  the  last  meeting  of  this  House  of  Delegates 
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you  directed  the  Board  of  Trustees  to  conduct  an 
educational  campaign  to  acquaint  the  membership 
with  the  Association’s  reasons  for  opposing  the 
compulsory  inclusion  of  physicians  under  the  Old 
Age.  Survivors,  and  Disability  Insurance  program 
of  the  Social  Security  System.  This  has  been  done. 
Three  articles  appeared  in  the  Journal  and  an  in- 
dividual mailing  was  made  to  the  profession.  This 
mailing  was  a pamphlet  titled  Which  Way? 

Only  a relatively  few  replies  were  received  as  a 
result  of  this  mailing  and  in  response  to  my  Presi- 
dent's Pape  on  this  same  subject.  Of  those  who  did 
reply,  however,  many  objected  to  the  Association’s 
position. 

A number  of  the  letters  criticized  the  American 
Medical  Association  for  its  unwillingness  to  con- 
duct a poll  of  its  members  on  this  issue.  You  will 
recall  that  a resolution  to  this  effect  was  rejected 
by  your  reference  committee  in  June. 

Perhaps  some  explanation  is  in  order,  at  this 
time,  which  will  demonstrate  the  logic  behind 
this  action. 

We  must  not  forget  that  the  American  Medical 
Association  is  a federation.  And  as  such  its  policies 
are  established  by  the  elected  delegates  representing 
the  state  associations  comprising  this  federation. 

To  draw  a parallel  — the  United  States  is  also 
a federation  and  as  such  is  governed  by  the  elected 
representatives  from  each  state.  In  the  American 
Medical  Association  House  of  Delegates  as  in  the 
United  States  Congress  policy  or  legislative  action 
is  not  determined  by  popular  vote. 

This  procedure,  rather  than  decision  by  popular 
vote,  has  been  followed  by  our  government  and  our 
Association  because  it  permits  a more  considered 
opinion  to  prevail  in  formulating  policy. 

Singleness  of  Purpose  Needed 

I f we  are  to  stand  fast  against  those  who  would 
promote  an  unhealthy  climate  for  private  effort 
and  ingenuity,  we  physicians  must  have  a single- 
ness of  purpose  within  our  ranks.  We  must  pre- 
sent a united  front,  ready  to  rally  to  the  cause  of 
the  best  possible  medicine  for  all  Americans. 

It  is  not  enough,  either,  that  only  the  older  hands 
in  the  local  and  state  medical  societies  take  the  time 
and  exert  their  efforts  to  curb  the  evils  of  outside 
encroachment  and  control  of  medical  practice.  We 
need  the  young  members  of  our  profession  as 
medical  leaders  in  the  socio-economic  field.  They 
can  provide  much  of  the  new  imagination,  vigor 
and  positive  programs  so  urgently  required  to  de- 
fend the  sound  principles  of  the  founding  fathers 
of  our  nation  and  of  our  medical  association. 

We  all  know  there  is  work  to  be  done  if  our 
precious  freedoms  are  to  be  preserved.  Just  as  our 
profession  is  turning  more  and  more  to  the  pre- 
vention of  disease,  so  must  we  apply  our  talents  to 


the  preservation  of  our  nation’s  socio-economic 
health  and  to  the  prevention  of  political  diseases 
that  can  cripple,  waste  away  and  kill  our  freedom. 

The  work  we  have  to  do,  gentlemen,  is  truly  an 
emergency.  It  cannot  be  put  off ; it  cannot  be  ac- 
complished by  a few  hands  over  night.  It  demands 
that  all  men  of  high  principle  work  in  harmony,  in 
strength  and  with  all  good  speed. 

Back  in  1949-50  we  moved  in  this  manner  to 
meet  an  ill-advised,  but  heavily  supported  govern- 
ment threat.  Our  efforts  then  made  it  possible  for 
us  to  be  a free  profession  undominated  by  govern- 
ment. 

Now  we  are  called  upon  again  to  stem  a new  and 
equally  serious  peril. 

How  effective  we  are  in  our  unified  efforts  to 
deter  the  trend  toward  intervention  into  medicine 
may  well  determine  whether  we  are  to  remain  an 
unhampered  profession  dedicated  to  giving  patients 
what  they  want  most  — good,  individual,  personal- 
ized medical  care. 

In  rallying  Americans  for  liberty  in  1775,  the 
great  patriot  Thomas  Paine  wrote  a stanza  in  his 
poem,  The  Liberty  Tree,  in  Pennsylvania  Maga- 
zine. It  is  appropriate  now  as  the  medical  profes- 
sion stands  here  in  the  cradle  of  liberty  and  speaks 
for  freedom: 

“From  the  east  to  the  west  blow  the  trumpet  to 
arms ! 

Through  the  land  let  the  sound  of  it  flee ; 

Let  the  far  and  the  near  all  unite  with  a cheer, 

In  defense  of  our  Liberty  Tree.” 


DOCTOR  DAMESHEK  TO  LECTURE 

On  January  15,  Doctor  William  Dameshek,  Di- 
rector of  the  Blood  program  of  the  Research 
Laboratory  at  the  New  England  Medical  Center, 
will  lecture  at  the  Roger  Williams  Hospital  on 
Hemolytic  Anemia.  The  lecture  is  scheduled  from 
noon  until  one  P.M. 


E.  P.  Anthony,  Inc. 


Wilbur  E.  Johnston  Raymond  E.  Johnston 

178  ANGELL  STREET 
PROVIDENCE,  R.  I. 
GAspee  1-2512 
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PRESENT  STATUS  OF  CHEMOTHERAPY  IN  TUBERCULOSIS 


The  committee  on  Chemotherapy  and  Anti- 
biotics of  the  American  College  of  Chest  Phy- 
sicians has  recently  published  a progress  report 
on  this  subject.  The  development  of  new  drugs  and 
the  constant  restudy  of  the  effects  of  older  ones 
necessitate  repeated  reviews  to  keep  us  reasonably 
up  to  date  in  this  field. 

While  primary  attention  is  directed  to  pulmonary 
tuberculosis,  there  are  certain  general  principles 
that  hold  for  the  treatment  of  all  tuberculosis.  One 
can  now  approach  a case  of  tuberculosis  with  op- 
timism rather  than  the  fatalistic  attitude  so  prev- 
alent before  the  advent  of  specific  antituberculous 
drugs  and  a great  many  surgical  procedures,  for- 
merly, can  now  be  avoided  by  the  use  of  anti- 
tuberculous drugs.  Further,  many  cases  formerly 
beyond  the  help  of  surgery,  can  be  beneficially 
operated  on  after  preliminary  medical  therapy.  In 
all  cases,  it  is  of  paramount  importance  that  the 
drug  he  used  continuously  and  for  a prolonged 
period.  It  is  generally  considered  that  a full  year 
of  chemotherapy  is  the  minimum  to  aim  for  in  any 
case  of  active  tuberculosis.  Every  attempt  should 
be  made  to  determine  that  the  drug  chosen  is  one 
to  which  the  organisms,  in  the  particular  case,  are 
sensitive,  and  to  check  from  time  to  time,  to  assure 
that  this  sensitivity  is  maintained.  Ordinarily,  the 


persistence  of  a favorable  course  is  an  adequate 
check.  Another  thing  that  must  be  kept  constantly 
in  mind  is,  that  there  is  no  effective  antituberculous 
drug  which  is  not  potentially  toxic  or  allergenic  for 
any  particular  individual  to  some  more  than  to 
others. 

Whatever  form  tuberculosis  takes,  if  active,  it 
should  he  treated  with  antituberculous  drugs,  at 
least  as  an  adjunct  to  other  kinds  of  therapy;  and 
whatever  its  form,  it  should  he  treated  also  with  a 
reasonable  amount  of  rest  commensurate  with  the 
needs  of  the  given  case.  The  use  of  drugs  cannot  be 
considered  as  a means  of  circumventing  the  time- 
honored  principles  of  rest  and  sanatorium  care, 
although  there  is  little  doubt  that  our  experience 
with  the  drugs  has  made  it  possible  for  us  to  modify 
our  ideas  as  to  the  amount  of  rest  desirable  in 
most  cases. 

As  for  the  specific  drugs  to  he  used,  there  are 
certain  general  considerations  that  should  be  re- 
iterated. Perhaps  the  most  important  is.  that  a 
combination  of  at  least  two  of  the  commonly  ac- 
cepted drugs  should  he  used  concurrently,  wher- 
ever possible;  and  it  is  becoming  ever  more  gen- 
erally accepted  that  one  of  these  drugs  should  be 
isoniazid,  again  whenever  possible.  While  many 
new  drugs  have  been  developed  in  recent  years, 
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there  is  still  none  to  supersede  the  three  standbys 
of  several  years  — 1.  Streptomycin  (SM), 

2.  Aminosalicylic  acid,  formerly  para-aminosalicy- 
lic acid  (PAS),  or  a dokium,  calcium  or  postassim 
salt  thereof,  and  3.  Isoniazid  (IXH).  There  are 
certain  circumstances,  however,  when  these  drugs 
must  give  way  to  others,  either  because  of  toxic  or 
allergic  reactions  or  because  of  the  presence  of 
strains  of  tubercle  bacilli  resistant  to  these  drugs. 

Some  of  these  alternative  drugs  are  extremely 
effective  chemotherapeutically,  but  unfortunately 
they  carry  a considerably  higher  risk  of  toxic  re- 
actions, and  therefore,  may  be  used  only  when  the 
three  leading  ones  fail,  for  the  reasons  mentioned 
above,  or  for  some  other  less  understood  reasons. 
At  the  present  time,  there  are  three  effective  second- 
ary drugs  with  which  there  has  been  considerable 
experience  and  which  are  worthy  of  trial,  under 
carefully  controlled  conditions,  in  hospitalized  pa- 
tients, namely:  Pyrazinamide  (PZA),  Viomycin, 
and  Cycloserine  (CS  ).  Pyrazinamide  has  proven  to 
be  a very  effective  antituberculous  drug,  but  it 
carries  a relatively  high  incidence  of  toxicity.  With 
pyrazinamide  severe  toxic  effects  on  the  liver  have 
been  the  chief  restriction  to  its  use.  Viomycin  has 
a tendency  to  produce  renal  and  8th  nerve  damage 
and  is  probably  less  effective  therapeutically  than 
PZA.  Cycloserine  also  appears  to  be  limited  in 
effectiveness  and  is  associated  with  a good  deal  of 
neurotoxicity.  Although  any  combination  of  two  of 
the  primary  drugs  (SM,  PAS,  INH)  will,  ordinar- 
ily, be  therapeutically  effective,  it  has  generally 
been  considered  advisable  to  avoid,  if  possible, 
using  isoniazid  and  streptomycin  together,  for  fear 
resistance  to  both  drugs  might  develop ; then 
neither  of  these  two  most  satisfactory  drugs  would 
be  effective  for  future  need.  It  now  appears,  how- 
ever, that  this  reasoning  may  be  fallacious.  The 
evidence  of  this  is,  that  if  resistance  develops  to  a 
combination  containing  PAS,  PAS  may  no  longer 
be  effective  in  preventing  the  development  of  re- 
sistance to  another  drug  in  that  individual.  Strepto- 
mycin and  dihydrostreptomycin  are  so  similar  in 
their  characteristics  that  they  are  therapeutically 
essentially  one  and  the  same  drug.  The  only  prac- 
tical difference  is  in  their  toxicity.  Streptomycin  is 
more  likely  to  cause  vestibular  damage,  while  di- 
hydrostreptomycin is  more  likely  to  cause  auditory 
damage. 

In  the  average  case  of  pulmonary  tuberculosis, 
there  is  little  to  choose  between  streptomycin  and 
isoniazid  in  regard  to  demonstrable  therapeutic  ef- 
fectiveness. Both  are  effective  in  most  cases.  How- 
ever, as  more  information  is  collected,  it  is  appar- 
ent that  isoniazid  diffuses  more  readily  into  the 
tissues  and  body  cavities.  I herefore,  a regimen 
containing  this  drug  as  one  of  the  combination,  is 
the  choice  in  the  more  advanced  necrotic  lesions  of 


the  lung,  and  in  most  extrapulmonary  tuberculosis. 
In  miliary  and  meningeal  tuberculosis,  one  would 
be  considered  negligent  if  isoniazid  were  not  used 
as  one  of  the  drugs  in  the  combined  drug  regimen. 
It  is  in  these  two  conditions  that  isoniazid  has  most 
dramatically  proven  its  value  by  converting  fatal 
diseases  into  diseases  amenable  to  treatment,  in  the 
great  majority  of  cases  diagnosed  early;  and  it  is 
generally  considered  that  all  three  drugs  should  be 
used  in  them  and  in  overwhelming  tuberculosis 
of  all  kinds. 

The  use  of  corticosteroids  and  corticotropin  is 
a matter  for  careful  consideration  in  the  individual 
case.  It  is  certainly  not  to  be  advocated  in  the  aver- 
age uncomplicated  case,  but  it  has  a place  in  con- 
junction with  antituberculous  drugs,  in  severely 
toxic  individuals  and  in  those  with  long-standing 
disease  and  evidence  of  adrenocortical  hypofunc- 
tion.  In  meningeal  tuberculosis,  it  may  have  a 
beneficial  effect  on  cerebrospinal  fluid  block. 

The  matter  of  dosage  and  toxicity  of  the  various 
drugs,  and  the  details  of  therapy  of  more  specific 
nature,  is  beyond  the  scope  of  this  editorial.  It 
should  be  emphasized,  however,  that  the  drugs 
should  be  used  in  full  dosage  and  continuously,  for 
prolonged  periods ; that  they  should  be  used  in 
combination  whenever  possible,  and  that  when 
progress  is  unsatisfactory,  careful  attention  should 
be  paid  to  possible  causes,  especially  the  appear- 
ance of  strains  resistant  to  the  drugs  being  used. 
Reviews  of  progress  in  tuberculo-therapy  are  con- 
tinually being  written  and  should  be  consulted 
for  the  details  of  therapy.  A few  of  the  more  re- 
cent are : 

1.  Present  Stains  of  Chemotherapy  in  Tubercu- 
losis. Report  of  Committee  on  Chemotherapy 
and  Antibiotics  of  American  College  of  Chest 
Physicians:  Dis.  of  Chest  32:346-351,  9/57 

2.  Chemotherapy  of  Tuberculosis,  Ferebee, 
S.  H.  and  Mount,  F.  W.  Public  Health  Re- 
ports 72:412-419,  5/57 

3.  Chemotherapy  of  Tuberculosis.  Selikoff.  I.  1. 
Journal  Mount  Sinai  Hosp.  23:401-445,  7- 
8/56 

4.  Changing  Concepts  in  the  Treatment  of  Pul- 
monary Tuberculosis.  Irving  Kass  and  Asso- 
ciates. Annals  of  Internal  Medicine  47 :744- 
761,  10/57 

For  more  exhaustive  and  exhausting  studies, 
one  may  consult  the  transactions  of  the  conferences 
on  the  chemotherapy  of  tuberculosis  published  an- 
nually by  the  Veterans  Administration-Armed 
Forces  with  the  cooperation  of  the  National  Tu- 
berculosis Association.  The  transactions  of  the 
Sixteenth  Conference  has  been  recently  distrib- 
uted. 
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THE  EDUCATIONAL  COUNCIL 

FOR  FOREIGN  MEDICAL  GRADUATES 

The  problem  of  accurate  evaluation  of  the  med- 
ical training  of  the  large  number  of  graduates  of 
foreign  medical  schools  who  every  year  arrive  in 
the  United  States  is  one  which  hitherto  has  ap- 
peared to  he  almost  impossible  of  solution.  The 
American  Medical  Association  has  not  found  it 
feasible  to  obtain  any  accurate  knowledge  of  such 
a large  proportion  of  the  medical  schools  from 
which  these  physicians  come,  that  it  has  deemed  it 
wise  to  abandon  the  attempt  to  list  those  schools 
which  can  he  “approved"  as  giving  to  their  students 
a training  that  is  the  equivalent  of  that  offered  by 
the  universities  of  the  United  States  and  Canada. 
Licensing  authorities,  hospitals  and  communities 
do,  however,  stand  in  need  of  some  method  of 
forming  a judgment  as  to  the  basic  training  of  the 
person  who  comes  to  this  country  armed  with  a 
diploma  from  a medical  school,  the  work  of  which 
cannot  he  accurately  assessed.  It  is  essential  that 
the  American  public  be  protected  from  exposure 
to  the  attentions  of  incompetent  doctors,  and  at  the 
same  time  it  is  also  very  important  to  see  that  able 
and  well-trained  physicians  from  abroad  are  given 
the  opportunity  to  take  their  places  in  American 
hospitals  and  communities  where  they  are  really 
needed.  Many  of  those  who  come  as  refugees,  as, 
for  example,  recent  escapees  from  Hungary,  are 
highly  skilled  specialists  with  basic  training  fully 
comparable  to  that  received  in  this  country.  A num- 
ber of  these  are  already  making  a valuable  con- 
tribution to  the  work  of  our  profession. 

To  meet  the  challenge  posed  by  this  state  of 
affairs  the  Educational  Council  for  Foreign  Med- 
ical Graduates  has  been  set  up.  This  has  been  or- 
ganized by  the  efforts  of  a Joint  Committee  formed 
from  the  Council  on  Medical  Education  and  Hos- 
pitals of  the  American  Medical  Association,  the 
Federation  of  State  Medical  Boards,  the  American 
Hospital  Association  and  the  Association  of  Amer- 
ican Medical  Colleges.  A very  able  executive  direc- 
tor has  been  appointed,  and  the  first  examinations 
will  probably  be  held  in  February  1958. 

It  is  the  purpose  of  these  examinations  to  evalu- 
ate each  physician  as  an  individual,  without  any 
attempt  to  assess  the  facilities  of  the  medical  school 
from  which  he  holds  his  diploma.  The  examina- 
tions will  be  searching  and  detailed.  They  are  being- 
prepared  with  the  aid  of  the  leading  authorities  on 
examinations,  including  the  National  Board,  and 
should  serve  as  a very  adequate  screening  of  all 
immigrant  doctors.  It  is  to  be  hoped  that  the  licens- 
ing bodies  in  the  various  states  will  accept  the  re- 
sults of  these  tests,  made,  as  they  are,  by  an  agency 
which  their  national  federation  has  helped  to  estab- 
lish. Those  boards  which  formerly  required  that  a 


foreign-trained  candidate  he  a graduate  of  a med- 
ical school  on  the  now  abandoned  A. M. A. -approved 
list  will,  it  is  believed,  consider  such  a physician  as 
acceptable  if,  instead,  he  has  passed  this  exam- 
ination. 

If  this  action  is  taken  by  all,  or  most  of  the  state 
boards,  we  will  have  a situation  that  will  afford 
excellent  protection  to  the  public  and  a great  help 
to  those  hospitals  which  are  forced  to  recruit  their 
house  staffs  from  among  medical  graduates  who 
have  been  trained  outside  the  United  States  and 
Canada.  In  addition,  it  will  allow  a number  of  such 
physicians  now  in  the  United  States,  who  have  been 
considered  ineligible  for  specialty  board  examina- 
tions by  reason  of  their  medical  schools  not  having 
been  included  on  the  “approved  list,”  to  qualify 
for  such  examinations. 

It  is  anticipated  that  the  examinations  of  foreign- 
trained  physicians  now  in  the  United  States  will  be 
held  early  in  1958 — probably  in  February — and 
that  the  examination  of  physicians  still  in  their 
countries  of  origin  will  be  held  outside  the  United 
States  at  appropriate  locations  in  or  shortly  after 
July  1958.  By  the  time  this  has  been  published, 
notices  of  the  first  set  of  examinations  will  prob- 
ably have  been  sent  out.  Thus,  it  appears  that  the 
solution  of  a very  difficult  and  perplexing  problem 
of  primary  importance  will  be  solved. 


Butterfields 
DRUG  STORE 

Corner  Chalkstone  & Academy  Aves. 
ELMHURST  1-1957 


MAGAZINE  SUBSCRIPTIONS 

Subscriptions  for  all  types  of  magazines 
including  medical  journals,  also  renewals 
of  subscriptions,  arranged  for  your  home 
and  office. 

RICHARD  K.  WHIPPLE,  M.D. 

25  Algonquin  Rd.  Rumford  16,  R.  I. 
Tel.  EAst  Providence  1-2505 


DECEMBER,  1957 


695 


RELIEVES  THE  GNAWING  ACHE 


Pro-Banthine@ provides  rapid 

control  of  pain  in  peptic  ulcer 


In  a two-year  study1 2 3 4 5  by  Lichstein  and  co- 
workers, documented  by  intensive  personal 
observation  and  by  follow-up  studies,  Pro- 
Banthlne  (brand  of  propantheline  bromide) 
often  brought  immediate  relief  of  ulcer  pain. 
Patients  (11  per  cent)  who  did  not  respond 
satisfactorily  to  Pro-Banthlne  therapy  had 
“anxiety  manifestations  of  psychoneurotic 
proportions.” 

In  addition  to  frequent  immediate  sympto- 
matic relief,  Pro-Banthlne  reduces  gastroin- 
testinal motility  and  diminishes  the  secretion 
and  acidity  of  gastric  juice,  all-important 
factors  in  the  generation  and  aggravation  of 
peptic  ulcer. 

These  actions  of  Pro-Banthlne  and  its 
demonstrated  effectiveness  in  accelerating  ul- 


cer healing2-5  mark  the  drug  as  a most  valu- 
able adjunct  in  the  treatment  of  peptic  ulcer. 

The  suggested  initial  dosage  is  one  15-mg. 
tablet  with  meals  and  two  tablets  at  bedtime. 
An  increased  dosage  may  be  necessary  for 
severe  manifestations  and  then  two  or  more 
tablets  four  times  a day  may  be  prescribed. 

G.  D.  Searle  & Co.,  Chicago  80,  Illinois. 
Research  in  the  Service  of  Medicine. 


1.  Lichstein,  J.;  Morehouse,  M.  G.,  and  Osmon,  K.  L.: 
Am.  J.  M.  Sc.  252.156  (Aug.)  1956. 

2.  Sun.  D.  C.  H.,  and  Shay,  H.:  Arch.  Int.  Med.  97:442 
(April)  1956. 

3.  Rafsky,  H.  A.;  Fein,  H.  D.;  Breslaw,  L.,  and  Rafsky, 
J.  C.:  Gastroenterology  27:21  (July)  1954. 

4.  Schwartz,  I.  R.;  Lehman,  E.:  Ostrove.  R„  and  Seibel, 
J.  M.:  Gastroenterology  25:416  (Nov.)  1953. 

5.  Silver,  H.  M.;  Pucci.  H.,  and  Almy.  T.  P.:  New  Eng- 
land J.  Med.  252:520  (March  31)  1955. 
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Doctor  s'  Fees 

A report  in  the  Monthly  Labor  Review  on 
medical  care  costs,  in  the  cost  of  living  index,  notes 
that  in  the  past  twenty  years  hospital  costs  have 
risen  sharply  in  contrast  to  physicians’  fees.  The 
article  by  a Bureau  of  Labor  Statistics  employee 
lists  these  increases  between  1936  and  1956: 


Hospital  room  rates  264.8% 

Dentists’  fees  82.1% 

General  Practitioners’  fees  72.8% 

Surgeons’  fees  59.5% 


In  the  same  period,  medical  care  costs  generally 
have  lagged  behind  costs  of  food,  personal  care 
other  than  medical  and  clothing.  The  report  makes 
this  observation : “With  the  higher  level  of  living 
attained  in  1950,  relative  expenditures  for  medical 
care  tended  to  increase  as  incomes  increased,  as  is 
usually  true  of  items  considered  as  ‘necessities’  in 
the  family  budget.  The  fact  that  this  pattern  has 
begun  to  appear  in  the  spending  of  workers’  fam- 
ilies indicates  the  high  order  of  importance  they 
place  on  medical  care.  . . 

What  the  Public  Wants  in  Flealth  Coverage 

When  the  Michigan  State  Medical  Society  met 
in  October,  its  members  learned  that  most  people 
in  Michigan  who  subscribe  to  prepaid  medical  plans 
want  more  services,  and  are  willing  to  pay  for  them. 
The  findings  for  this  statement  came  from  a public 
opinion  survey  conducted  the  previous  four  months 
involving  the  views  of  more  than  12.000  persons. 
Some  of  the  findings: 

“\\  ith  81%  of  the  population  of  Michigan  cov- 
ered by  some  form  of  health  insurance,  the  vast 
majority  are  satisfied  with  the  situation. 

“Of  those  covered,  64.6%  have  Blue  Shield. 
Only  10%  expressed  unfavorable  opinion  of  the 
service ; 64%  liked  it,  and  26%  were  noncommittal. 

1 he  survey  showed  that  Blue  Shield  subscrib- 
ers believe  they  pay  an  average  of  $5.95  a month 
for  medical  and  surgical  coverage.  The  actual  aver- 
age is  $2.83.  The  majority  are  willing  to  pay  up 
to  $6.95  a month  in  order  to  obtain  additional 
benefits. 


“The  added  benefit  that  most  people  would  like 
to  have  is  diagnostic  service  in  hospitals.  There  is 
no  overwhelming  clamor  for  any  single  benefit,  hut 
many  were  mentioned. 

“Many  people  said  they  would  like  to  have  Blue- 
Shield  pay  for  such  things  as  X rays,  emergency 
house  calls,  vaccinations,  surgery  in  doctors’  of- 
fices, and  medical  consultations. 

“Questioned  regarding  deductible  medical- 
surgical  cost  payment,  the  result  was  almost  an 
even  division  for  and  against. 

“The  majority  of  those  in  favor  of  such  partial 
coverage  voted  for  $25  deductible  per  case  rather 
than  $50  or  $100. 

“The  doctors’  main  complaint  against  Blue 
Shield  is  ‘unfairness  in  the  schedule  of  payments 
they  received  for  their  services.’  They  felt  that  fee 
schedules  have  not  kept  pace  with  the  rising  cost 
of  living.” 

Doctor  Draft  Late  Expires 

Amendments  to  the  Universal  Military  Training 
and  Service  Act,  as  amended,  adopted  in  June  1957, 
replace  the  former  “Doctor  Draft  Law”  and  pro- 
vide for  meeting  the  requirements  of  the  Armed 
Forces  for  medical,  dental  and  allied  specialists 
until  July  1,  1959.  Under  the  new  amendments 
only  those  specialists  who  arc  otherwise  liable  as 
regular  registrants  are  subject  to  induction  under 
the  Selective  Service  law. 

1 he  old  “Doctor  Draft”  law  under  which  medi- 
cal, dental  and  allied  specialists  had  been  liable  since 
1950,  expired  July  1,  1957.  It  had  placed  liability 
for  service  on  older  doctors,  dentists,  and  allied 
specialists,  at  one  time  up  to  the  age  of  51. 

One  of  the  principal  effects  of  the  new  amend- 
ments to  the  basic  Selective  Service  law  is  to  limit 
liability  of  doctors,  dentists  and  allied  specialists  to 
age  35  for  those  deferred  on  or  after  June  19, 
1951  ; and  to  age  26  for  others.  By  placing  medical, 
dental  and  allied  specialists  under  the  same  pro- 
visions of  law  and  regulations  as  other  registrants 
with  respect  to  the  upper  limit  of  the  age  of  liabil- 
ity, the  1957  amendments  relieve  from  liability 
under  the  Universal  Military  Training  and  Service 
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for  a spastic  gut 


4 Spastic  conditions  of  abdominal 
viscera  can  be  promptly  relaxed  with  Trasentine®-Phenobarbi tal . 
It  acts  both  on  smooth  muscle  and  parasympathetic  nerves;  it  has 
a direct  anesthetic  effect  on  gastrointestinal  mucosa;  it  calms  the 
patient  as  a whole.  You  can  prescribe  Trasentine-Phenobarbital  to 
alleviate  pain  and  spasm  in  ulcers,  colitis,  cholecystitis,  pyloro- 
spasm,  ureteral  colic  or  dysmenorrhea.  Tablets  (yellow,  coated), 
each  containing  50  mg.  Trasentine®  hydrochloride  (adiphenine 
hydrochloride  CIBA)  and  20  mg.  phenobarbital . C I B A Summit,  N.  J. 
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Act,  as  amended,  any  such  specialists  over  the  age 
of  32  on  the  date  the  amendments  became  effective, 
|uly  1,  1957.  This  is  true  because  in  order  to  have 
acquired  extended  liability  under  the  June  19,  1951 
amendments,  a registrant  must  not  only  have  been 
deferred  on  or  after  that  date,  hut  also  must  not 
have  attained  the  26th  anniversary  of  his  birth  by 
that  date.  Any  man  who  was  26  on  June  19,  1951, 
would  on  July  1,  1957,  have  been  32  years  old. 
Other  interesting  provisions  are  : 

No  person  in  the  medical,  dental  and  allied  spe- 
cialist categories  shall  be  inducted  if  he  applies  for 
an  appointment  as  a Reserve  officer  and  is  or  has 
been  rejected  for  such  an  appointment  on  the  sole 
ground  of  physical  disqualification. 

The  President  may  order  to  active  duty  for  not 
more  than  24  consecutive  months  any  member  of  a 
Reserve  component  who  is  such  a specialist,  who 
is  under  35.  and  who  has  not  performed  at  least 
1 year  of  active  duty  in  the  Armed  Forces. 

Qualified  specialist  aliens  liable  for  induction 
shall  not  be  held  ineligible  for  appointment  as  com- 
missioned officers  solely  on  the  grounds  that  such 
alien  specialists  are  not  citizens  or  have  not  declared 
their  intention  of  becoming  citizens. 

Periods  of  active  duty  performed  by  specialists 
in  student  programs  prior  to  receipt  of  appropriate 
professional  degree  or  in  intern  training,  shall  not 
be  counted  toward  establishing  the  qualification  of 
such  specialists  for  classification  as  a veteran  ex- 
empt from  liability  for  training  and  service. 

Social  Security  Financial  Study 

A twelve-man  advisory  council  has  been  named 
to  review  the  financial  position  of  the  social  secur- 
ity system  and  report  back  to  Secretary  Folsom. 
The  council,  provided  for  by  the  1956  social  secur- 
ity amendments,  will  review  the  status  of  the  OAS1 
trust  fund  and  the  new  disability  insurance  trust 
fund  in  relation  to  the  programs’  long-term  obliga- 
tions. Scheduled  payroll  tax  increases  for  1965, 
1970  and  1975  also  will  be  studied.  Mr.  Folsom 
said  the  council  could  look  into  the  cost  of  any  new 
program  (such  as  hospitalization  at  age  65),  al- 
though studies  of  possible  changes  were  not  men- 
tioned in  outlining  the  group’s  duties. 

Asked  the  position  of  the  Department  of  Health, 
Education,  and  Welfare  on  the  Forand  bill  for 
free  hospitalization  of  the  aged  under  social  se- 
curity, the  secretary  said  there  was  no  position, 
“but  in  a general  way  we  are  concerned  with  not 
' getting  payroll  taxes  to  too  high  a level.  Now 
payroll  taxes  are  scheduled  to  reach  4j4%  for 
both  employer  and  employee  and  6j4%  for  the 
self-employed  by  1975.  Also,  these  taxes  are  on 
gross  earnings,  with  no  deductions  (as  for  in- 
come taxes).” 

Representing  employers  on  the  council  will  he 


Elliott  V.  Bell,  editor  of  Business  Week;  Rein- 
hard  A.  Hohaus  of  Metropolitan  Life  Insurance 
Co. ; Robert  A.  Hornby,  Pacific  Lighting  Corp. 
Employee  representatives  are  Joseph  W illiam 
Childs,  Lhiited  Rubber,  Cork,  Linoleum  & Plastics 
WOrkers;  Nelson  H.  Cruikshank.  AFL-CIO ; and 
Eric  Peterson,  International  Association  of  Ma- 
chinists. Representing  the  public  and  the  self- 
employed  are  J.  Douglas  Brown  of  Princeton; 
Arthur  F.  Burns,  former  head  of  President  Eisen- 
hower’s council  of  economic  advisers;  Carl  H. 
Fisher,  University  of  Michigan  ; Thomas  N.  Hurd, 
Cornell;  Robert  McAllister  Lloyd,  Teachers  In- 
surance and  Annuity  Association  ; and  Malcolm  H. 
Bryan,  head  of  Atlanta  Federal  Reserve  Bank. 

New  Tax  Ruling 

A new  ruling  by  the  Internal  Revenue  Service 
may  mean  that  doctors  practicing  as  an  association 
are  entitled  to  the  same  tax  deferment  privileges 
as  corporation  employees  regarding  annuities.  In 
the  now  famous  Kintner  case,  a federal  court  of 
appeals  ruled  that  a group  of  doctors,  formerly 
associated  as  partners,  would  he  entitled  to  tax 
treatment  as  a corporation  after  they  banded  to- 
gether in  an  association.  Until  now,  however,  the 
IRS  has  held  that  it  would  not  follow  the  Kintner 
decision,  but  would  consider  a similar  association 
as  a partnership,  and  partners  can’t  be  employees 
under  a pension  plan.  Now  IRS  is  reversing  itself  ; 
it  will  not  deny  the  favored  tax  status  to  an  associa- 
tion of  doctors  simply  because  indications  are  the 
association  was  formed  to  obtain  pension  plan 
benefits  for  members  of  the  association. 

If  IRS  maintains  this  policy,  the  effect  will  be 
to  allow  doctors  forming  an  association  (in  line 
with  IRS  criteria  yet  to  be  established  ) to  enjoy 
approximately  the  same  annuity  advantages  they 
would  under  the  Jenkins-Keogh  and  similar  bills 
now  pending  in  Congress.  The  sponsors  would 
have  to  meet  two  tests : the  association  would 
have  to  qualify  for  the  federal  tax  benefits,  while 
at  the  same  time  avoiding  the  charge,  under  state 
law,  of  engaging  in  the  corporate  practice  of 
medicine. 

BCG  A lass  Vaccinations  Opposed 

After  studying  the  advantages  and  disadvan- 
tages of  BCG  vaccine  to  control  tuberculosis,  a 
special  Public  Health  Service  Committee  recom- 
mends against  mass  vaccination  campaigns,  pro- 
posing instead  that  vaccinations  be  limited  to  spe- 
cial situations  where  exposure  to  the  disease  is  un- 
usually high  and  where  other  means  of  control  are 
inadequate.  The  committee  concluded  that  vacci- 
nations should  be  limited  to  ; 

1.  Physicians  and  other  medical  personnel 
working  in  hospitals  with  inadequate  tuberculosis 
control  programs. 
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2.  Families  with  whom  a member  infected  with 
tuberculosis  must  reside. 

3.  Those  associated  with  institutions  in  which 
exposure  is  known  to  be  high,  such  as  certain  men- 
tal hospitals  and  prisons. 

The  committee  gave  weight  to  arguments  that 
because  persons  vaccinated  with  BCG  have  a per- 
manent positive  reaction  to  testing,  testing  and 
case-finding  surveys  are  made  difficult.  It  also 
pointed  out  that  vaccination  campaigns  would  oc- 
cupy the  time  of  persons  trained  in  TB  control 
work,  who,  in  the  committee’s  opinion,  could  be 
more  profitably  employed  in  other  directions 
In  releasing  the  report,  BHS  comments: 

“BCG  has  been  used  in  tuberculosis  immuniza- 
tion for  more  than  30  years,  and  has  had  broad 
acceptance  in  certain  European  nations.  There 
has  been  and  still  is  wide  variance  of  opinion  as 
to  its  precise  value,  even  in  some  of  the  countries 
that  have  been  using  BCG  vaccine  for  many 
years.  . . The  committee  points  out  that  studies 
have  shown  the  effectiveness  of  BCG  ranges 
from  0 to  80%.  Because  of  this  wide  range,  the 
committee  recommends  against  large-scale  vac- 
cination programs  in  this  country.” 

Other  recommendations  and  findings,  some  in 
conflict  with  those  of  the  PHS  committee,  have 
appeared  in  the  A.M.A.  Journal  in  the  past  few 
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months:  No.  9,  pages  951  and  974;  No.  13,  page 
1501  ; No.  10,  page  1146,  all  Vol.  164. 

Civil  Service  Pushes  Health  Plan 

In  an  effort  to  disseminate  information  fully  and 
gain  widespread  support  among  U.  S.  workers  be- 
fore next  session  of  Congress,  the  Civil  Service 
Commission  is  issuing  a series  of  fact  sheets  ex- 
plaining the  commission-sponsored  program  of 
health  insurance  for  federal  civilian  employees. 
The  particular  plan  was  the  basis  of  a bill  intro- 
duced last  session  but  not  acted  upon.  Other  ideas 
were  proposed  in  prior  sessions,  but  there  has  been 
no  action  on  any  of  them.  Under  the  program  now 
sponsored  by  CSC,  the  participating  employee 
would  have  to  take  both  basic  and  catastrophic  in- 
surance, with  the  U.  S.  paying  a third  of  the  cost. 
Basic  insurance  could  be  that  provided  by  em- 
ployees’ unions  or  associations,  fraternal  groups  or 
Blue  Cross-Blue  Shield,  but  it  would  have  to  meet 
some  standards  set  by  CSC. 

The  latest  CSC  fact  sheet  on  insurance  includes 
eight  questions  and  answers,  and  three  statistical 
tables,  showing  (a)  variation  of  premium  costs 
offered  by  federal  employee  unions  and  associa- 
tions, city-by-city  variation  in  Blue  Cross-Blue 
Shield  costs,  and  (c)  costs  under  New  York's  HIP 
and  the  Group  Health  Association  of  Washing- 
ton, D.  C. 

continued  on  next  page 


when  anxiety  and  tension  "erupts”  in  the  G.  I.  tract. . . 
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Philanthropy  Still  Exists  in  Rhode  Island 

Philanthropic  foundations  in  Rhode  Island  have 
assets  of  more  than  $8,800,000  and  have  made 
grants  of  more  than  $935,000  in  a single  year,  ac- 
cording to  findings  of  a survey  announced  by 
American  Foundations  Information  Service. 

The  survey,  based  on  tax  and  other  official  rec- 
ords, foundation  reports  and  questionnaires  an- 
swered by  foundation  officials,  revealed  55  foun- 
dations in  the  state,  as  compared  to  37  found  in  a 
similar  survey  two  years  ago.  Since  the  previous 
survey,  total  assets  have  increased  by  $2,450,000. 

Among  sponsors  of  recently  formed  foundations 
in  the  state  are  individuals,  families  and  business 
firms,  according  to  the  survey.  Several  of  the  larg- 
est are  trusts  established  by  wills. 

The  increase  in  number  and  size  of  Rhode  Island 
foundations  is  comparable  to  that  being  found  in 
surveys  now  being  conducted  in  other  states,  ac- 
cording to  Raymond  T.  Rich,  director  of  the  serv- 
ice, established  in  1952  as  the  national  center  of 
foundation  information. 

Taxes  Will  Go  Up  and  Up  . . . Social  Security  Says: 

“The  following  table  shows  the  present  tax  rates 
and  the  scheduled  increases  (on  $4,200  wage  base)  : 


Self- 

Calendar  Year  Employee  Employer  Employed 
1956  2%  2Vc  3% 

1957-59  zyA%  iyy/c  3ys% 

1960-64  zyA%  zyy/c  4 ys% 

1965-69 . 3y%  3yy/c  4 yy/o 

1970-74  3y4%  3yy/c  5 y&% 

1975  and  after  4'4%  44%  6j£% 


In  other  words:  A recent  announcement  stated 
that  the  Social  Security  system  is  in  trouble.  Bene- 
fit  funds  are  melting  as  applications  pour  in  at  a 
rate  in  excess  of  Federal  estimates.  HEW  Secre- 
tary M.  H.  Folsom  was  quick  to  say  that  expendi- 
tures may  exceed  income  in  1959,  but  higher  taxes 
in  1960  will  cover  the  deficit.  Check  the  chart  above 
for  proof  that  our  children  will  he  paying  the  hills 
for  our  benefits. 

Voluntary  Health  Insurance  Gains 

Benefit  payments  to  Americans  covered  by  vol- 
untary health  insurance  through  insurance  com- 
pany policies  were  15%  higher  during  the  first  nine 
months  of  1957  than  for  the  same  period  the  year 
before,  the  Health  Insurance  Institute  announced 
recently.  Reports  from  the  nation’s  insurance  com- 
panies showed  that  from  January  1 through  Sep- 
tember 30.  1957.  an  estimated  1.8  billion  dollars 
had  been  paid  to  help  pay  hospital  and  doctor  hills 
and  to  replace  income  lost  because  of  accident  or 
sickness. 
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Benefits  paid  under  group  health  insurance  pol- 
icies covering  hospital,  surgical  and  medical  care 
and  loss  of  income  totaled  1.3  billion  dollars  by  the 
end  of  the  third  quarter,  an  increase  of  20%  over 
the  same  period  for  1956,  the  Institute  said,  while 
the  rise  in  benefits  under  individual  and  family  type 
policies  was  over  469  million  dollars,  an  increase 
of  4%. 

Persons  covered  under  hospital  expense  policies, 
which  help  pay  for  the  costs  of  hospital  care,  re- 
ceived a total  of  748  million  dollars,  with  578  mil- 
lion dollars  received  through  group  policies,  and 
170  million  under  individual  insurance  policies. 

Surgical  expense  insurance,  which  helps  reim- 
burse the  insured  for  operations,  accounted  for  299 
million  dollars  in  benefit  payments,  with  241  mil- 
lion dollars  going  to  those  protected  under  group 
policies,  and  58  million  dollars  paid  to  individual 
policyholders. 

Payments  by  insurance  companies  to  persons 
covered  by  medical  expense  policies,  which  help 
pay  for  medical  care  and  treatment  other  than 
surgery,  amounted  to  $53  million  dollars  by  Sep- 
tember 30,  the  Institute  survey  showed.  Of  this 
total.  45  million  dollars  was  paid  out  under  group 
plans,  and  8 million  dollars  through  individual 
policies. 

Major  medical  expense  insurance,  which  helps 
defray  the  cost  of  serious,  or  catastrophic  illness, 
paid  holders  of  such  policies  a total  of  almost  85 
million  dollars  in  benefits,  with  group  policyholders 
receiving  some  81  million  dollars,  and  holders  of 
individual  policies  receiving  over  3 million  dollars. 
These  figures,  the  Institute  added,  include  policies 
written  alone  or  to  supplement  the  basic  hospital, 
surgical  and  medical  coverages. 

Veterans  Administration  Hospital  Admissions 

Statistics  on  V A Hospital  O pcrations  during 
fiscal  and  calendar  years  1956  have  been  made 
available  as  the  result  of  recent  appropriation  hear- 
ings on  VA  budget  requests.  The  following  in- 
formation will  do  much  to  bring  interested  physi- 
cians up  to  date. 


New  England's  Largest  Exclusive  Furrier 
400  Westminster  Street 


anything 
darling . . . 
as  long  as 


ATTENTION 

MEN! 

Your  selection  held 
and  gift  wrapped  for 
Christmas.  Any 
purchase  cheerfully 
exchanged  within  one 
week  after  Christmas. 
Trained  gift  counsellors 
will  assist  you. 
Charge  or  Budget 
Terms  Available 


Our  Mink  collection  of 
lovely  scarfs,  stoles,  jackets 
and  coats  is  priced  from 
$99.  to  $6950. 


It  has  been  estimated  that  for  fiscal  year  1957, 
the  service-connected  load  will  de.rease  to  36.7% 
of  the  average  daily  patient  load  and  in  fiscal  year 
1958  to  36.6%.  It  was  reported  that  in  fiscal  year 
1955  38.0%  of  VA  patients  were  being  treated  for 
service-connected  disabilities. 


Patronize  Journal  Advertisers 


VA  PATIENTS  — FISCAL  YEAR  1956 


Facility 

Admissions 

Discharges 

Average 

Daily  Load 

Hospitals  

485,508 

483,351 

1 10,205 

Domiciliaries  

38,113 

38,548 

17,047 

Contract  Hospitals  

31,947 

28.910 

3,253 

State  homes  

8,072 

8,060 

8,793 

Average 

Service- 

Nonservicc- 

Daily  Load 

Connected 

Connected 

NP  Hospitals  

54,581 

30,565  — 56% 

24,016  — 44% 

TB  Hospitals 

7,757 

1,947  — 25.1% 

5,810  — 74.9% 

GM&S  Hospitals  

47,867 

8,090—  16.9% 

39,777  — 83.1% 

Total  Hospitals  

110,205 

40,602  — 36.8% 

69,603  — 63.2% 
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BOOK  REVIEWS 


GIFFORD'S  TEXTBOOK  OF  OPHTHAL- 
MOLOGY by  Francis  Heed  Adler,  M .D.  W.  B. 

Saunders  Co.,  Phil.,  1957.  Sixth  edition.  $8.00 

This  well-known  and  deservedly  popular  book  is 
not  just  a condensation  of  a larger  text  written  for 
the  specialist ; it  has  been  prepared  specifically  for 
the  undergraduate  and  general  physician.  For  ex- 
ample. in  the  chapter  on  surgery  most  descriptions 
of  surgical  techniques  have  been  deleted,  the  chap- 
ter being  devoted  mainly  to  a discussion  of  the 
indications  for  the  various  surgical  procedures. 
The  book  covers  the  whole  field  of  ophthalmology, 
including  related  general  diseases  and  diseases  of 
the  nervous  system;  it  confines  itself,  however,  to 
the  more  common  and  important  conditions  and 
avoids  clinical  rarities. 

In  the  present  edition  the  subject  of  ocular  in- 
juries is  treated  in  a separate  chapter  rather  than 
under  separate  scattered  headings.  Also  greater 
emphasis  has  been  placed  on  virus  and  degenera- 
tive diseases  in  correspondence  with  the  changing 
medical  scene. 

This  beautifully  printed  and  illustrated  book 
serves  its  purpose  admirably. 

Milton  G.  Ross,  m.d. 

BATTLE  FOR  THE  MIND  by  William  Sar- 

gant,  M.D.  Doubleday  & Company,  Inc.,  Garden 
City,  1957.  $4.50 

A book  written  by  an  author  one  has  been  asso- 
ciated with  whets  one’s  interest.  I had  the  pleasure 
of  being  associated  with  Dr.  William  Sargant  at 
the  Maudsley  Hospital  in  London,  England,  in 
1935.  His  capacity  to  think  on  his  own  rather  than 
be  stampeded  by  a fad  was  conspicuous.  Pavlov’s 
concept  of  “conditioned  reflexes”  could  apply  to 
my  response  to  Dr.  Sargant’s  thinking.  There  was 
delight  in  happening  upon  his  articles  in  the  At- 
lantic Monthly  depicting  the  opinions  of  John 
Wesley  (1703-1791)  on  his  methods  of  effecting 
abreactions  which  resulted  in  religious  conversions. 
These  reappear  in  Battle  for  the  Mind.  There 
is  validity  in  some  of  these  opinions  for  present-day 
psychiatrists  interested  in  motivating  change. 

Dr.  Sargant  speaks  of  his  book  as  being  “mere 
beachcombing.  If  “mere  beachcombing”  means 
making  observations  and  then  rearranging  these 


observations  in  different  combinations  to  come  up 
with  a fresh  meaning,  then  that  is  what  Dr.  Sargant 
has  accomplished.  His  historical  account  of  his 
personal  observations  leading  to  his  conclusions 
makes  excellent  reading. 

Among  his  observations  are  the  endeavors  of 
psychiatrists  during  World  War  II  to  “abreact” 
suppressed  horrible  experiences  of  militarv  per- 
sonnel and  civilians.  The  use  of  certain  drugs  aided 
in  the  release  of  the  “abreaction.”  Dr.  Sargant 
found  that  evoking  a recall  of  the  specific  happen- 
ing was  not  necessary  to  mitigate  the  symptoms. 
He  was  able  to  achieve  the  same  end  result  by  pro- 
voking hate  and/or  fear  which  in  turn  would  re- 
lease the  emotion  suppressed  with  the  specific  hor- 
rible experience.  This  reviewer  found,  during 
World  W ar  II,  that  knowing  the  history  of  un- 
toward happenings  of  Amphibious  Ships  and  mere- 
ly making  judicious  use  of  this  knowledge  evoked 
the  “abreactions”  which  mitigated  symptoms. 

Dr.  Sargant’s  attention  was  called  to  an  English 
translation  of  Pavlov’s  work  on  the  “conditioned 
reflex”  in  dogs.  His  observations  on  religious  con- 
versions and  "abreactions”  of  war  experiences 
seemed  to  combine  well  with  Pavlov’s  concepts. 
Pavlov’s  complex  concepts  are  well  described  in 
this  book.  It  may  be  that  Pavlov’s  ideas  will  come 
to  have  more  meaning  than  they  do  now  but  this 
will  not  occur  until  the  present  fad  for  a bio- 
chemical basis  to  explain  the  responses  of  human 
beings  bas  run  its  course. 

Pavlov,  the  author  writes,  always  insisted  that 
experimental  facts,  however  limited  in  their  range, 
which  can  be  repeatedly  tested  and  checked  should 
take  precedence  over  broader  and  vaguer  psycho- 
logical  speculations.  It  would  seem  to  me  that  if 
one  is  going  to  approximate  a whole  truth,  then 
those  ideas  and  concepts  which  have  the  broadest 
range  are  more  apt  to  achieve  that  end. 

Dr.  Sargant’s  thesis  is  to  the  effect  that  religious 
conversions,  political  conversions,  “abreactions,” 
and  brainwashing  have  a similarity.  These  ends  are 
accomplished  by  narrowing  the  perspective  of  the 
subjects  to  such  a degree  that  said  subjects  will 
come  to  accept  anything  imposed  on  them.  I can 
concur  that  this  was  one  very  real  way  of  viewing 
Hitler’s  methodology  as  I observed  it  during  the 
years  1932-34.  Hitler’s  timing  in  arranging  a pageant 

continued  on  page  704 
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Now. . .victory  over  infections 

• pharmacodynamicaiiy  superior 

• therapeutically  unsurpassed 

With  Mysteclin-V  you  get  faster  and  greater  absorption 
of  tetracycline  than  ever  attainable  in  the  past . . . providing 
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Mycostatin  in  Mysteclin-V  prevents  gastrointestinal  monilial  overgrowth, 
thereby  minimizing  the  possibility  of  antibiotic-induced  monilial  superinfection. 


Supply 
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1.  Childs.  A.  J. : British  M.  J.  1:660  (March)  1956. 
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to  brain  wash  the  public  to  such  a narrow  perspec- 
tive that  they  would  accept  whatever  he  would 
impose,  was  a terrifying  experience  to  observe. 
There  is  little  doubt  that  this  methodology  is  effec- 
tive in  displacing  a human  being’s  critical  faculties. 

The  author  feels  that  intensive  study  of  these 
phenomena  will  aid  in  the  battle  of  political  ide- 
ologies which  we  will  he  faced  with  for  some  time 
to  come.  The  emphasis  then,  would  be  placed  on 
increasing  understanding  of  the  breakdown  of  hu- 
main  beings.  Adolf  Meyer  was  opposed  to  the  tend- 
ency to  “pathologize”  human  behavior.  Should  we 
not.  perhaps,  in  this  period  of  man’s  history,  study 
what  enables  a human  being  to  maintain  his  whole- 
ness or  integration,  what  enables  him  to  maintain 
a perspective  of  a broad  range,  vague  and  depend- 
ent on  belief  as  such  a perspective  may  he  ? Should 
we  not  advocate  strengthening  that  which  repre- 
sents the  best  of  human  nature?  It  was  through 
Churchill’s  capacity  to  maintain  a broad  perspec- 
tive, even  though  a narrower  perspective  seemed 
more  realistic,  that  England  was  able  to  withstand 
the  stress  of  the  “conditioning”  Hitler  attempted 
to  effect. 

To  all  physicians  faced  with  human  beings  in 
their  practice  of  the  healing  arts,  I commend  this 
book.  It  will  provoke  the  reader  to  re-evaluate  and, 
perhaps  for  some,  to  word  for  the  first  time  their 
outlook  on  human  beings. 

Harold  W.  Williams,  m.d. 

PSYCHOPATHIC  PERSONALITIES  by  Har- 
old Palmer,  M.D.  Philosophical  Library.  N.  Y., 
N.  Y.  1957.  $4.75 

This  book  is  a study  of  mental  ill  health  and  is 
intended  for  those  concerned  with  the  management 
of  human  beings.  It  portrays  psychopathic  person- 
alities, schizophrenia,  depressive  states,  obsessions, 
hysteria,  epilepsies,  tension  syndromes,  paranoid 
states  and  mania  so  that  they  can  he  well  recognized 
by  any  one  with  and  probably  without  clinical 
experience. 

The  author  stresses  physical  shock  therapy  in 
schizophrenia  and  melancholia  and  minimizes 
psychotherapy  in  these  conditions.  He  feels  that 
fatigue  accentuates  paranoid  trends  and  so  is  to  he 
avoided.  He  considers  it  wise  to  think  of  hysteria 
as  an  “appeal  for  help.” 

I his  hook  has  many  theories  and  many  descrip- 
tive words  which  are  not  factual.  However,  it  con- 
tains valuable  information  from  a rich,  clinical  ex- 
perience, and  the  interested  reader  should  profit 
from  it. 

William  Newton  Hughes,  m.d. 


ONE  SURGEON’S  PRACTICE  by  Frederick 

Christopher,  M.D.  W.  B.  Saunders  Company, 
Phil..  1957.  $4.00 

Dr.  Christopher  has  set  out  to  present  some  per- 
sonal observations  and  experiences  hoping  that 
they  will  he  of  interest  to  those  wdio  might  wish  to 
obtain  a picture  of  what  a general  surgical  practice 
may  he  and  of  help  especially  to  those  on  the  lower 
rungs  of  the  surgical  ladder.  This  he  has  done  in  a 
most  enjoyable  hook.  The  style  is  leisurely,  almost 
homespun,  and  at  the  same  time  brief.  He  has  thus 
been  able  to  offer  a wealth  of  general  information 
and  surgical  aphorisms  (both  technical  and  non- 
technical) in  a pocket  sized  hard  cover  of  140 
pages. 

An  understanding  of  the  information  Dr.  Chris- 
topher offers  is  essential  for  one  planning  a career 
in  surgery.  The  long  and  arduous  training  involved, 
the  difficulties  in  getting  started  (choice  of  location 
and  adjustments  to  local  situations,  e.g. ) and  the 
many  pitfalls  along  the  surgical  road  are  among 
the  topics  discussed.  There  are  to  he  found  count- 
less and  valuable  aids  suggested  for  overcoming 
these  obstacles. 

In  this  hook  we  meet  and  become  acquainted  with 
Dr.  Christopher,  an  eminent  and  accomplished 
surgeon,  a warm  and  friendly  person.  We  see  him 
ever  considerate  of  the  patient’s  personal  feelings. 
We  see  him  think  in  terms  of  the  whole  patient, 
his  illness,  and  the  effect  one  has  upon  the  other, 
rather  than  in  terms  of  a “lesion.”  We  come  to 
realize  as  we  read  that  for  most  of  us  “success” 
is  measured  by  our  many  and  oft  repeated  daily 
contributions  to  our  patients  and  our  colleagues. 

Dr.  Christopher  has  emphasized  those  aspects  of 
practice  which  all  surgeons  should  have  in  common, 
having  culled  from  his  own  experiences  and  accom- 
plishments mainly  those  situations  which  the  aver- 
age surgeon  encounters.  On  one  or  two  occasions 
perhaps  does  his  outlook  warrant  interpretation. 
For  example,  the  premedical  student  is  advised  to 
choose  his  medical  school  with  deliberation,  to  con- 
sider such  aspects  as  the  philosophy  with  which  the 
medical  faculty  of  a particular  school  has  been 
selected.  Indirectly  also,  a walking  or  bicycling 
tour  of  the  continent  during  the  summer  before 
medical  school  has  been  recommended.  This  per- 
spective seems  to  he  slightlv  out  of  focus  in  the 
light  of  the  problems  facing  the  average,  and  even 
the  above  average,  qualified  premedical  student  of 
the  present  era.  Since  the  acceptance  or  rejection 
of  such  suggestions  is  a cut  and  dried  affair  for 
the  individual,  their  presentation  does  not  impair 
the  value  of  the  book  as  a guide  to  the  premedical 
student. 

Surgeons  and  prospective  surgeons  alike  will  find 
One  Surgeon’s  Practice  both  enjoyable  and 
instructive.  J.  E.  Caruolo,  m.d. 
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when  anxiety  and  tension  "erupts”  in  the  G.  I.  tract. . . 


in  spastic 

and  irritable  colon 


PATH  I BAM  ATE 

Meprobamate  with  PATHILON®  Lederle 

Combines  Meprobamate  (400  mg.)  the  most  widely  prescribed  tranquilizer...  helps  control  the 
“emotional  overlay”  of  spastic  and  irritable  colon — without  fear  of  barbiturate  loginess,  hangover  or 
habituation  ..  .with  PATHILON  (25  mg.)  the  anticholinergic  noted  for  its  extremely  low  toxicity 
and  high  effectiveness  in  the  treatment  of  many  G.I.  disorders. 

Dosage:  1 tablet  t.i.d.  at  mealtime.  2 tablets  at  bedtime.  Supplied:  Bottles  of  100,  1,000. 

^ 'Trademark  ® Registered  Trademark  for  Tridihexethyl  Iodide  Lederle 


LEDERLE  LABORATORIES  DIVISION,  AMERICAN  CYANAMID  COMPANY,  PEARL  RIVER,  NEW  YORK 


a new  era 


in  sulfa  therapy 


ONLY  ONE  TABLET  A DAY 


New  authoritative  studies  prove  that  Kynex  dosage  can  be  reduced  even 
further  than  that  recommended  earlier.1  Now,  clinical  evidence  has  established 
that  a single  (0.5  Gm.)  tablet  maintains  therapeutic  blood  levels  extending 
beyond  24  hours.  Still  more  proof  that  Kynex  stands  alone  in  sulfa  per- 
formance— 

• Lowest  Oral  Dose  In  Sulfa  History— 0.5  Gm.  (1  tablet)  daily  in  the  usual 
patient  for  maintenance  of  therapeutic  blood  levels 

• Higher  Solubility— effective  blood  concentrations  within  an  hour  or  two 

• Effective  Antibacterial  Range— exceptional  effectiveness  in  urinary  tract 
infections 

• Convenience— the  low  dose  of  0.5  Gm.  ( 1 tablet)  per  day  offers  optimum 
convenience  and  acceptance  to  patients 

new  dosage.  The  recommended  adult  dose  is  1 Gm.  (2  tablets  or  4 teaspoon- 
fuls of  syrup)  the  first  day,  followed  by  0.5  Gm.  (1  tablet  or  2 teaspoonfuls  of 
syrup)  every  day  thereafter,  or  1 Gm.  every  other  day  for  mild  to  moderate 
infections.  In  severe  infections  where  prompt,  high  blood  levels  are  indicated, 
the  initial  dose  should  be  2 Gm.  followed  by  0.5  Gm.  every  24  hours.  Dosage 
in  children,  according  to  weight;  i.e.,  a 40  lb.  child  should  receive  14  of  the 
adult  dosage.  It  is  recommended  that  these  dosages  not  be  exceeded. 
tablets:  Each  tablet  contains  0.5  Gm.  (IV2  grains)  of  sulfamethoxypyri- 
dazine.  Bottles  of  24  and  100  tablets. 

syrup:  Each  teaspoonful  (5  cc.)  of  caramel-flavored  syrup  contains  250  mg. 
of  sulfamethoxypyridazine.  Bottle  of  4 fl.  oz. 

1.  Nichols,  R.  L.  and  Finland,  M.:  J_.  Clin.  Med.  49:410,  1957. 


LEDERLE  LABORATORIES  DIVISION,  AMERICAN  CYANAMID  COMPANY,  PEARL  RIVER.  NEW  YORK 
♦Reg.  U.  S.  Pat.  Off. 
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ON  THE  MEDICAL  LIBRARY  BOOKSHELVES 


Nineteen  new  titles  have  been  added  to  the  Dav- 
enport Collection  and  are  available  for  circulation : 
John  B.  Blake— BENJAMIN  WATERHOUSE 
AND  THE  INTRODUCTION  OF  VACCINA- 
TION. A Reappraisal.  University  of  Pennsylvania 
Press,  Phil..  1957. 

Phyllis  and  Albert  Blaustein.  editors  — DOC- 
TORS’ CHOICE.  SIXTEEN  STORIES 
ABOUT  DOCTORS  AND  MEDICINE  SE- 
LECTED BY  FAMOUS  PHYSICIANS.  Wil- 
fred Funk,  Inc.,  N.Y.,  1957. 

Elmer  Belt  — LEONARDO  THE  ANATO- 
MIST. Logan  Clendening  Lectures  on  the  His- 
tory and  Philosophy  of  Medicine.  4th  series.  Uni- 
versity of  Kansas  Press,  Lawrence,  Kansas,  1955. 
Adele  Comandini  — DOCTOR  KATE.  ANGEL 
ON  SNOWSHOES.  The  Story  of  Kate  Pelham 
Newcomb,  M.D.  Rinehart  & Co.,  Inc..  N.Y.,  1956. 
Macdonald  Critchley  & others,  editors — JAMES 
PARKINSON  (1755-1824).  A Bicentenary  Vol- 
ume of  Papers  Dealing  with  Parkinson’s  Disease, 
Incorporating  the  Original  “Essay  on  the  Shaking 
Palsy.”  Macmillan  & Co.,  Ltd.,  Lond.  (St.  Martin’s 
Press,  N.Y.),  1955. 

Samuel  James  Crowe — HALSTED  OF  JOHNS 
HOPKINS.  The  Man  and  His  Men.  Charles  C 
Thomas,  Springfield,  111.,  1957. 

Gabriel  Fielding— IN  THE  TIME  OF  GREEN- 
BLOOM.  William  Morrow  & Co.,  N.Y..  1957. 
Richard  Gordon — DOCTOR  AT  LARGE.  Har- 
court,  Brace  & Co.,  N.Y.,  1955. 

Robert  Montraville  Green  — ASCLEPIADES. 
His  Life  and  Writings.  A Translation  of  Cocchi’s 
Life  of  Asclepiades  and  Gumpert’s  Fragments  of 
Asclepiades.  Elizabeth  Licht,  New  Haven,  1955. 
Bernhard  Grzimek— DOCTOR  JIMEK.  I PRE- 
SUME. W.  W.  Norton  & Co.,  Inc.,  N.Y.,  1956. 
Esther  Pohl  Lovejoy— WOMEN  DOCTORS  OF 
THE  WORLD.  The  Macmillan  Co.,  N.Y..  1957. 
James  Pratt  Marr  — PIONEER  SURGEONS 
OF  THE  WOMAN’S  HOSPITAL.  The  Lives 
of  Sims,  Emmet,  Peaslee  and  Thomas.  F.  A. 
Davis  Co..  Phil.,  1957. 

Merrill  Moore — WAR-DIARY  OF  AN  ARMY 
PSYCHIATRIST.  Contemporary  Poetry,  Balt., 
1955. 

Alberto  Denti  di  Pirajno — A CURE  FOR  SER- 
PENTS. A Doctor  in  Africa.  Translated  hv  Kath- 
leen Naylor.  V illiam  Sloane  Associates,  N.Y., 
1955. 


Herbert  Pritzke — BEDOUIN  DOCTOR.  Trans- 
lated from  the  German  by  Richard  Graves.  E.  P. 
Dutton  & Co..  Inc.,  1957. 

Francis  M.  Rackemann — -THE  INQUISITIVE 
PHYSICIAN.  The  Life  and  Times  of  George 
Richard  Minot.  Harvard  University  Press,  Cam- 
bridge, 1956. 

Jean  Reverzy — THE  CROSSING.  Translated  by 
Edward  Hyams.  Pantheon  Books,  Inc.,  N.Y.,  1956. 
Lindsay  Rogers  — GUERRILLA  SURGEON1. 
The  Adventures  of  a New  Zealand  Doctor  in 
Yugoslavia.  Doubleday  & Co.,  Inc.,  Garden  City, 
1957. 

Andre  Soubiran — BEDLAM.  Translated  by  Oliv- 
er Coburn.  G.  P.  Putnam’s  Sons,  N.Y.,  1957. 

Other  purchases  were: 

Paul  B.  Beeson  & others,  editors — THE  YEAR 
BOOK  OF  MEDICINE  (1957-1958  series). 
Year  Book  Publishers,  Inc.,  Chic.,  1957. 

Randolph  Lee  Clark  & Russell  W.  Cumley,  edi- 
tors—THE  YEAR  BOOK  OF  CANCER  ( 1956- 
1957  series).  Year  Book  Publishers,  Inc.,  Chic.. 
1957. 

Edward  L.  Compere,  editor  — THE  YEAR 
BOOK  OE  ORTHOPEDICS  AND  TRAU- 
MATIC SURGERY  (1956-1957  series).  Year 
Book  Publishers,  Inc.,  Chic.,  1957. 
DIRECTORY  OF  MEDICAL  SPECIALISTS 
Holding  Certification  hv  American  Specialty 
Boards.  Vol.  VIII.  Marquis,  Inc.,  Chic.,  1957. 
Gilbert  S.  Gordan,  editor — THE  YEAR  BOOK 
OF  ENDOCRINOLOGY  (1956-1957  series). 
The  Year  Book  Publishers,  Inc.,  Chic.,  1957. 
THE  GUINNESS  BOOK  OF  SUPERLA- 
TIVES. Superlatives,  Inc.,  NT.Y.,  1956. 

Richard  M.  Hewitt  & others,  editors  — COL- 
LECTED PAPERS  OF  THE  MAYO  CLINIC 
AND  MAYO  FOUNDATION,  vol.  48,  1956. 
W.  B.  Saunders  Co.,  Phil.,  1957. 

S.  Z.  Levine  & others,  editors — ADVANCES  IN 
PEDIATRICS.  Vol.  9.  Year  Book  Publishers, 
Inc.,  Chic.,  1957. 

Hans  Popper  &•  Fenton  Schaffner  — LIVER: 
STRUCTURE  AND  FUNCTION.  Blakiston 
Division,  McGraw-Hill  Book  Co.,  Inc.,  N.Y..  1957. 
Rypins’  MEDICAL  LICENSURE  EXAMINA- 
TIONS. Topical  Summaries  and  Questions. 
Edited  by  Walter  L.  Bierring  and  a Review  Panel. 
J.  B.  Lippincott  Co.,  Phil.,  1957.  8th  ed. 
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William  B.  Wartman,  editor  — THE  YEAR 
BOOK  OF  PATHOLOGY  AND  CLINICAL 
PATHOLOGY.  (1956-19 57  series.)  Year  Book 
Publishers,  Chic.,  1957. 

Lawson  Wilkins  — THE  DIAGNOSIS  AND 
TREATMENT  OF  ENDOCRINE  DIS- 
ORDERS IN  CHILDHOOD  AND  ADOLES- 
CENCE. Charles  C Thomas,  Springfield,  111., 
1957.  2nd  ed. 

Carl  Zigrosser,  compiler  — ARS  MEDICA.  A 
Collection  of  Medical  Prints  by  Great  Artists  of 
the  Last  Presented  to  the  Art  Museum  by  Smith, 
Kline  & French  Laboratories.  Philadelphia  Mu- 
seum of  Art,  Phil.,  1955. 

Review  volumes  from  the  Rhode  Island  Medical 
Journal  zvere: 


for 

your  patients ..  * 
for 


yourse 


If ... 


RELIEF  FROM 
MORNING  BACKACHE* 
AND  A MOST 
COMFORTABLE  NIGHT’S  SLEEP 


Harold  A.  Abramson  — THE  PATIENT 
SPEAKS.  Mother  Story  Verbatim  in  Psycho- 
analysis of  Allergic  Illness.  Vantage  Press  N.Y. 

1956. 

American  Public  Health  Association,  Inc.  — 
SERVICES  FOR  CHILDREN  WITH  HEAR- 
ING IMPAIRMENT.  A Guide  for  Public  Health 
Personnel.  N.Y.,  1956. 

American  Public  Health  Association,  Inc.  — 
SERVICES  FOR  CHILDREN  WITH  VISION 
AND  EYE  PROBLEMS.  A Guide  for  Public 
Health  Personnel.  N.Y.,  1956. 

Josephine  Barnes — THE  CARE  OF  THE  EX- 
PEC  I ANT  MOTHER.  Philosophical  Library, 
Inc.,  N.  Y.,  1956. 

V illiam  H.  Beierwaltes,  Philip  C.  Johnson  and 
Arthur  J.  Solari  — CLINICAL  USE  OF 
RADIOISOTOPES.  W.  B.  Saunders  Co.,  Phil., 

1957. 

Russell  L.  Cecil  & Howard  F.  Conn,  editors — THE 
SPECIALTIES  IN  GENERAL  PRACTICE. 
W.  B.  Saunders  Co.,  Phil.,  1957.  2nd  ed. 
Francine  Chase  — A VISIT  TO  THE  HOS- 
PITAL. Grosset  & Dunlap,  N.Y.,  1957. 

Howard  F.  Conn,  editor  — CURRENT  THER- 
APY 1957.  W.  B.  Saunders  Co.,  Phil.,  1957. 

V ilburt  C.  Davison  & Jeana  D.  Levinthal — THE 
COMPLEAT  PEDIATRICIAN.  Duke  Univer- 
sity Press,  Durham,  N.  C.,  1957.  7th  ed. 

Dorland’s  ILLUSTRATED  MEDICAL  DIC- 
1 IONARY.  W.  B.  Saunders  Co.,  Phil.,  1957. 
23rd  ed. 

Letitia  Fairfield— EPILEPSY.  Grand  Mai.  Petit 
Alai,  Convulsions.  Philosophical  Library,  Inc 
N.Y.,  1957. 

Harvey  Graham — SURGEONS  ALL.  Foreword 
by  Oliver  St.  John  Gogarty.  Philosophical  Library, 
Inc.,  N.Y.,  1957. 

Marion  Hilliard  — A WOMAN  DOCTOR 
LOOKS  A I LOVE  AND  LIFE.  Doubleday  & 
Co.,  Inc.,  Garden  City,  N.Y.,  1957. 

continued  on  next  page 


Sealt/ 

POSTUREPEDIC 


First  mattress  designed 
in  cooperation  with  leading 
orthopedic  surgeons,  this  scientifically 
developed,  firm  mattress  has  afforded  re- 
lief from  morning  backache  frequently  associated 
with  too  soft,  sagging  mattresses. 

Not  just  a firmer  mattress,  not  just  a mattress 
that’s  been  hardened  up  . . . the  Sealy  Posturepedic 
provides  over-all  support  and  comfortable  resiliency 
— regardless  of  the  sleeper’s  size  or  weight. 


*Due  to  sleeping  on  a too-soft  mattress 


SAVE  $39  WITH  THIS  SPECIAL 
PROFESSIONAL  DISCOUNT! 


SEALY  MATTRESS  CO.  • 79  Benedict  St.  • Waterbury,  Conn. 

Please  send  me  full  details  on  how  I may  obtain  my  Doctor’s  Dis- 
count and  save  $39  on  the  purchase  of  a Sealy  Posturepedic  Mattress 
with  Matching  “Coil-on-coil”  Foundation. 

Name 

Address 

City Zone State 
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NEW1. 

OVERHEAD  EXPENSE  POLICY 
for 

R.  I.  PHYSICIANS 

Helps  your  Accident  and  Health 
insurance  to  do  its  job  properly. 

The  remarkably  low  premium 
for  this  plan,  which 

PAYS  YOUR 

PROFESSIONAL  EXPENSES 

when  you  are  disabled,  is 

TAX  DEDUCTIBLE! 

Literature  and  information 
supplied  on  request  by 

R.  A.  Derosier  Agency 
32  Custom  House  Street 
Providence  3,  Rhode  Island 
GAspee  1-1391 


(/Memorial  Sanitarium 

Located  on  Rt.  1 


South  Attleboro,  Massachusetts 

A modern  non-profit  hospital  for  the  care  and  treatment  of 
nervous  and  emotional  disorders  as  well  as  long  term  geriatric 
problems. 

Physical,  neurological,  psychiatric  and  psychological  exam- 
inations. 

Modern  recognized  psychiatric  therapies. 

A pleasant  homelike  atmosphere  in  a beautiful  and  conveni- 
ently located  institution. 

L.  A.  Senseman,  M.D.,  F.A.P.A.,  Medical  Director 
Edwin  Dunlop,  M.D.  Michael  G.  Touloumtzis,  M.A. 

Oliver  S.  Lindberg,  M.D.  William  H.  Dunn,  M.S.W. 

Referred  patients  are  seen  daily  (except  Saturdays)  9-12  A.M., 
and  by  appointment. 

R.  I.  Blue  Cross  Benefits  Tel.  Southgate  1-8500 

Special  Rates  for  Long-Term  Care 


Schuyler  G.  Kohl  — PERINATAL  MORTAL- 
ITY IN  NEW  YORK  CITY.  Responsible  Fac- 
tors. A Study  of  955  Deaths  by  the  Subcommittee 
on  Neonatal  Mortality,  Committee  on  Public 
Health  Relations,  the  New  York  Academy  of 
Medicine,  The  Commonwealth  Fund,  Harvard 
University  Press,  Cambridge,  Mass.,  1955. 
Alexander  A.  Maximow  & William  Bloom  — 
TEXTBOOK  OF  HISTOLOGY.  W.  B.  Saun- 
ders Co.,  Phil.,  1957.  7th  ed. 

Donald  R.  McNeil  — THE  FIGHT  FOR 
FLUORIDATION.  Oxford  University  Press, 
N.Y.,  1957. 

Isadore  Meschan  & R.  M.  F.  Farrer-Meschan — 
ROENTGEN  SIGNS  IN  CLINICAL  DIAG- 
NOSIS. W.  B.  Saunders  Co.,  Phil.,  1956. 

Walter  Modell  — THE  RELIEF  OF  SYMP- 
TOMS. W.  B.  Saunders  Co.,  Phil.,  1955. 

J.  Peerman  Nesselrod — CLINICAL  PROCTOL- 
OGY. W.  B.  Saunders  Co.,  Phil.,  1957.  2nd  ed. 
Eric  Northrup— SCIENCE  LOOKS  AT  SMOK- 
ING. Introduction  by  Dr.  Harry  S.  N.  Greene. 
Coward-McCann,  N.Y.,  1957. 

Ivan  Petrovitch  Pavlov  — EXPERIMENTAL 
PSYCHOLOGY  AND  OTHER  ESSAYS. 
Philosophical  Library,  Inc.,  N.Y.,  1957. 

Jean  Pierhal— ALBERT  SCHWEITZER.  The 
Story  of  His  Life.  Philosophical  Library,  Inc., 
N.Y.,  1957. 

Stanley  L.  Robbins— TEXTBOOK  OF  PATH- 
OLOGY WITH  CLINICAL  APPLICATIONS. 
W.  B.  Saunders  Co.,  Phil.,  1957. 

Robert  F.  Rushmer— CARDIAC  DIAGNOSIS. 
A Physiologic  Approach.  W.  B.  Saunders  Co., 
Phil.,  '1955. 

Baruch  Spinoza  — THE  ROAD  TO  INNER 
FREEDOM.  The  Ethics.  Edited  and  with  an  In- 
troduction by  Dagobert  D.  Runes.  Philosophical 
Library,  Inc.,  N.Y.,  1957. 

Edward  Weiss  & O.  Spurgeon  English — PSY- 
CHOSOMATIC MEDICINE.  A Clinical  Study 
of  Psychophysiologic  Reactions.  W.  B.  Saunders 
Co.,  Phil.,  1957.  3rd  ed. 

Marian  Williams  & Catherine  Worthingham  — 
THERAPEUTIC  EXERCISE  FOR  BODY 
ALIGNMENT  AND  FUNCTION.  W.  B. 
Saunders  Co.,  Phil.,  1957. 

Leo  M.  Zimmerman  & Rachmiel  Levine,  editors — 
PHYSIOLOGIC  PRINCIPLES  OF  SUR- 
GERY. W.  B.  Saunders  Co.,  Phil.,  1957. 

Fellows  of  the  Society  have  given  the  following 
items: 

From  John  T.  Barrett,  M.D.:  several  volumes  of 
the  MEDICAL  TIMES. 

From  Irving  Beck,  M.D.:  24  books  and  several 
volumes  of  medical  journals. 

From  Jarvis  D.  Case,  M.D.:  J2  books  and  pam- 
phlets. 
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From  Donald  L.  DeNyse,  M.D.:  1 book  and  sev- 
eral volumes  of  medical  journals. 

From  John  E.  Donley,  M.D.:  Robert  Montraville 
Green — COMMENTARY  ON  THE  EFFECT 
OF  ELECTRICITY  OX  MUSCULAR  MO- 
TION. A Translation  of  Luigi  Galvani’s  DE 
VIRIBUS  E LECT  R ICITAT I S IN  MOTU 
MUSCULAR  I COMMENTARIUS.  Elizabeth 
Licht,  Cambridge,  Mass.,  1953. 

Kenneth  j.  Franklin,  translator — MOVE- 
MENT OF  THE  HEART  AND  BLOOD  IN 
ANIMALS.  AN  ANATOMICAL  ESSAY  . . . 
by  William  Harvey  . . . published  for  the  Royal 
College  of  Physicians  of  London.  Blackwell  Pubh, 
Oxford,  1957. 

Geoffrey  Keynes,  editor  — THE  ANA- 
TOMICAL EXERCISES  OF  DR.  WILLIAM 
HARVEY.  DE  MOTU  CORDIS  1628:  DE 
CIRCULATIONS  SANGUINIS  1649:  The 
First  English  Text  of  1653  now  Newly  Edited  . . . 
Issued  on  the  Occasion  of  the  Tercentenary  Cele- 
bration of  the  First  Publication  of  the  Text  of 
DE  MOTU  CORDIS.  The  Nonesuch  Press, 
Loud.,  n.d. 

Douglas  Guthrie— LORD  LISTER.  HIS 
LIFE  AND  DOCTRINE.  E.  & S.  Livingstone 
Ltd.,  Fdin.,  1949. 

PROCEEDINGS  OF  THE  FIRST 
WORLD  CONFERENCE  ON  MEDICAL 
EDUCATION,  London,  1953.  Held  Under  the 
Auspices  of  the  World  Medical  Association.  Ox- 
ford University  Press,  Lond.,  1954. 

From  Arthur  B.  Kern,  M.D.:  several  volumes  of 
medical  journals. 

From  Lewis  B.  Porter,  M.D.:  11  books  and  sev- 
eral volumes  of  medical  journals. 

From  F.  Ronchese,  M.D.:  Domenico  Thiene — 
SULLA  STORIA  DE’  MALI  VENEREI.  LET- 
TERE  DI  . . . Venezia,  1823. 

From  Stanley  Sprague,  M.D.:  INDUSTRIAL 
MEDICAL  ASSOCIATION.  Membership  Ros- 
ter, July  1,  1957.  Chic.,  1957. 

From  Henry  Sprung,  M.D.:  several  volumes  of 
German  medical  journals. 

From  Roswell  S.  Wilcox,  M.D.:  several  volumes 
of  medical  journals. 

From  Charles  L.  York,  M.D.:  Daniel  John  Cun- 
ningham — STEREOSCOPIC  STUDIES  OF 
ANATOMY  PREPARED  UNDER  AUTHOR- 
ITY OF  THE  UNIVERSITY  OF  EDIN- 
BURGH.  Meadville,  Pa.,  n.d.  10  vols.  and  stere- 
opticon. 

Other  Lifts  were: 

From  the  Estate  of  Roland  Hammond , M.D.:  sev- 
eral volumes  of  medical  journals. 

From  the  Estate  of  Ira  H.  Noyes,  M.D.:  several 
volumes  of  medical  journals. 


continued  on  next  page 


712 


RHODE  ISLAND  MEDICAL  JOURNAL 


From  the  Estate  of  Mai  ford  W . Thewlis,  M.D.: 
158  books,  pamphlets  and  medical  journals. 

From  Mr.  Francis  L.  Corrigan:  9 books. 

From  Mr.  John  E.  Farrell:  4 books. 

From  Mrs.  Pasqualina  Pczzi:  46  books. 

From  Peters  House  Library:  several  volumes  of 
medical  journals. 

From  the  Veteran  Hospital  Library:  3 books  and 
journals. 

Carl  Henry  Alstrbm  & Olof  Olson — HEREDO- 
R1TINOPATHIA  CONGENITAL1S, 
MONO  H Y UK  I DA  EECESS1VA  AUTOSOM- 
ALIS.  Lund,  1957.  Gift  of  the  Authors. 
American  Academy  of  General  Practice — MEM- 
BERSHIP DI  RECTORY  W ITH  CONSTITU- 
TION AND  BY-LAW'S.  Kansas  City,  Mo.,  1956. 
Gift  of  the  Academy. 

American  Association  of  Junior  Colleges — 1957 
JUNIOR  COLLEGE  DIRECTORY.  Wash., 
1957.  Gift  of  the  Association. 

American  Cancer  Society — ANNUAL  REPORT, 
1956.  N.Y.,  1957.  Gift  of  the  Society. 

American  Medical  Association,  Law  Department 
MEDICOLEGAL  FORMS  WITH  LEGAL 
ANALYSIS.  Chic.,  1957.  2 copies.  Gift  of  the 
Association. 

Irene  K.  Campbell  & others — ALUMINUM  IN 
THE  ENVIRONMENT  OF  MAN.  repr.  A.M. 
A.  Arch.  Indust.  Health.  May  1957.  Gift  of  the 
American  Medical  Association. 


Chicago  Medical  Society — CONFERENCE  PA- 
PERS. Presented  before  the  Twelfth  Clinical 
Conference  of  the  Chicago  Medical  Society,  Feb- 
ruary 28,  29,  March  1, 2,  1956.  Gift  of  the  Society. 
Ciba  Foundation — COLLOQUIA  ON  AGEING. 
Volf  3.  Methodology  of  the  Study  of  Ageing. 
Little,  Brown  & Co.,  Bost.,  1957.  Gift  of  Ciba 
Pharmaceutical  Products,  Inc. 

Ciba  Foundation— SYM  POSIUM.  THE  CHEM- 
ISTRY AND  BIOLOGY  OF  PURINES.  Little. 
Brown  & Co.,  Bost.,  1957.  Gift  of  Ciba  Pharma- 
ceutical Products,  Inc. 

Ciba  Foundation  — SYMPOSIUM.  REGULA- 
TION AND  MODE  OF  ACTION  OF  THY- 
ROID HORMONES.  Little,  Brown  & Co.,  Bost., 
1957.  Gift  of  Ciba  Pharmaceutical  Products,  Inc. 
Ciba  CLINICAL  SYMPOSIA,  vol.  8,  1956.  Gift 
of  Ciba  Pharmaceutical  Products,  Inc. 
COLLECTED  STUDIES  from  the  City  of  Chi- 
cago Municipal  Tuberculosis  Sanitarium,  vol.  N. 
1953-1956.  Gift  of  the  Sanitarium  Library. 

Ford  Foundation — ANNUAL  REPORT  1956. 
N.Y.,  (1957).  Gift  of  the  Foundation. 

Thomas  Francis,  Jr.  & others — EVALUATION 
OF  THE  1954  FIELD  TRIAL  OF  POLIO- 
MYELITIS VACCINE.  Final  Report.  Ann  Ar- 
bor, 1957.  Gift  of  the  University  of  Michigan. 
Marion  N.  Gleason  N others — CLINICAL  TOXI- 
COLOGY OF  COMMERCIAL  PRODUCTS. 
Acute  poisoning  (home  and  farm).  Williams  & 
Wilkins  Co.,  Balt.,  1957.  Gift  of  the  Publisher. 
Group  for  the  Advancement  of  Psychiatry — • 
PSYCHIATRIC  ASPECTS  OF  SCHOOL  DE- 
SEGREGATION. Report  No.  37.  N.Y.,  1957. 
Gift  of  the  Group. 

INDEX-CATALOGUE  OF  MEDICAL  AND 
VETERINARY  ZOOLOGY.  Supplement  7.  Au- 
thors: A to  Z.  Wash.,  1957.  Gift  of  the  U.  S. 
Department  of  Agriculture. 

W.  K.  Kellogg  Foundation — AN  EXPERIENCE 
IN  PRACTICAL  NURSE  EDUCATION.  Bat- 
tle Creek.  1957.  Gift  of  the  Foundation. 

Reginald  C.  McGrane  — THE  CINCINNATI 
DOCTORS’  FORUM.  Cine.,  1957.  Gift  of  the 
Academy  of  Medicine  of  Cincinnati. 

MEDICAL  TESTIMONY  OF  Alfred  Gellhorn, 

M. D.  and  David  Karnofsky,  M.D.  Re  Lhiproved 
Methods  of  Cancer  Treatment.  Lhiited  States  of 
America  Civil  Action  No.  13251,  U.  S.  District 
Court,  Pittsburgh,  Pa.  1957.  Gift  of  the  Rhode 
Island  Division,  Inc.,  American  Cancer  Society. 
James  G.  Miller  & Frank  M.  Berger  & others — 
MEPROBROMATE  AND  OTHER  AGENTS 
USED  IN  MENTAL  DISTURBANCES.  Ann. 

N.  Y.  Acad.  Sc.  67:671-894,  art.  10,  May  9.  1957. 
Gift  of  the  Academy  and  the  Wallace  Laboratories. 
National  Cancer  Institute  — COMMEMORA- 
TIVE SYMPOSIUM,  20th  Anniversary  . . . 
Wash.,  1957.  Gift  of  the  Institute. 


DECEMBER,  1957 

National  Foundation  for  Infantile  Paralysis  — 
COLLECTED  REPRINTS  OF  THE  GRAN- 
TEES . . . vol.  17,  pts.  1 & 2.  1956.  Gift  of  the 
Foundation. 

Pat  Ireland  Nixon  — A HISTORY  OF  THE 
TEXAS  MEDICAL  ASSOCIATION.  1853- 
1953.  University  of  'Texas  Press,  Austin,  1953. 
Gift  of  the  Memorial  Library,  Texas  Medical  As- 
sociation. 

PROCEEDINGS  OF  THE  EIGHTH  AN- 
NUAL CONFERENCE  ON  THE  NEPHROT- 
IC SYNDROME,  N.Y.,  1957.  Gift  of  the  Na- 
tional Nephrosis  Foundation,  Inc. 
PROCEEDINGS  OF  THE  FIFTIETH  AN- 
NUAL MEETING  OF  THE  LIFE  INSUR- 
ANCE ASSOCIATION  OF  AMERICA,  N.Y., 
1956.  Gift  of  the  Association. 

Dorothy  M.  Rathmann  — VEGETABLE  OILS 
IN  NUTRITION.  N.Y.,  1957.  Gift  of  the  Corn 
Products  Refining  Co. 

REPORT  OF  THE  MEDICAL  RESEARCH 
COUNCIL  FOR  THE  YEAR  1955-1956.  Her 
Majesty’s  Stationery  Office,  Lond.,  1957.  Gift  of 
the  British  Government. 

REPORT  OF  THE  4th  ANNUAL  GOVERN- 
OR’S CONFERENCE  ON  CHILDREN  AND 
YOUTH,  1954.  Gift  of  the  R.  I.  Commission  on 
Children  and  Youth. 

Rockefeller  Institute  for  Medical  Research  — 
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STUDIES.  REPRINTS,  vols.  153,  154.  N.Y., 
1957.  Gift  of  the  Institute. 

Fred  A.  Simmons— DIAGNOSIS  AND  TREAT- 
MENT OF  THE  INFERTILE  FEMALE. 
Charles  C Thomas,  Springfield,  111.,  1954.  Gift  of 
the  Author. 

Torsten  Sjogren  & Tage  Larsson — -OLIGO- 
PHRENIA IN  COMBINATION  WITH  CON- 
GENITAL ICHTHYOSIS  AND  SPASTIC 
DISORDERS  . . . Copenhagen,  1957.  Gift  of  the 
Authors. 

TRANSACTIONS  OF  THE  AMERICAN 
CLINICAL  AND  CLIMATOLOGICAL  AS- 
SOCIATION, 69th,  vol.  LX VI 1 1,  1957.  Gift  of 
the  Association. 

TRANSACTIONS  OF  THE  FIRST  INTER- 
NATIONAL CANCER  CYTOLOGY  CON- 
GRESS, Chic.,  1956.  Gift  of  the  College  of  Amer- 
ican Pathologists. 

TRANSACTIONS  OF  THE  16th  CONFER- 
ENCE ON  THE  CHEMOTHERAPY  OF  TU- 
BERCULOSIS . . . 1957.  Gift  of  the  Veterans 
Administration. 

U.  S.  Departments  of  Labor  and  Health.  Educa- 
tion and  Welfare— APPROPRIATIONS  FOR 
1958  . . . Wash.,  1957.  Gift  of  the  Executive  Office. 
Barnes  Woodhall  & Gilbert  W.  Beebe,  editors — 
PERIPHERAL  NERVE  REGENERATION. 
A Follow-up  Study  of  3,656  World  War  II  In- 

concluded  on  next  page 


when  anxiety  and  tension  "erupts”  in  the  G.  I.  tract... 

IN  DUODENAL  ULCER 


PATH  I BAM  ATE 

Meprobamate  with  PATH  I LON  ® Lederle 

Combines  Meprobamate  ( 400  mg-)  the  most  widely  prescribed  tranquilizer  . . . helps  control 
the  “emotional  overlay”  of  duodenal  ulcer  — without  fear  of  barbiturate  loginess,  hangover  or 
habituation  . . . with  PATHILON  (25  mg-)  the  anticholinergic  noted  for  its  extremely  low  toxicity 
and  high  effectiveness  in  the  treatment  of  many  G.I.  disorders. 

Dosage:  1 tablet  t.i.d.  at  mealtime.  2 tablets  at  bedtime.  Supplied:  Bottles  of  100,  1,000. 


’Trademark  ® Registered  Trademark  for  Tridihexethyl  Iodide  Lpdprle 

LEDERLE  LABORATORIES  DIVISION,  AMERICAN  CYANAMID  COMPANY,  PEARL  RIVER,  NEW  YORK 
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juries.  YA  Medical  Monograph.  Wash.,  1956.  Gift 
of  the  Veterans  Administration. 

Received  through  exchange  with  the  l 'niversitets- 
bibliotekct,  Lund,  Sweden: 

Ingemar  Bergstrand — STUDIES  ON  PERCU- 
TANEOUS LIENO-PORTAL  VENOGRA- 
PHY. Lund,  1957. 

Carl-Herman  Hjortsjo — THE  INTRAHEPAT- 
IC  RAMIFICATION  OF  THE  PORTAL 
VEIN.  Lund,  1956. 

Sven  Lindstedt — STUDIES  OX"  THE  FORMA- 
TION AND  EXCRETION  OF  BILE  ACIDS. 
Lund.  1957. 

Anders  Muren — SENSITIVITY  OF  GASTRIC 
PLAIN  MUSCLE  TO  CHEMICAL  AGENTS 
AFTER  EXCLUSION  OF  VAGAL  IM- 
PULSES. Lund,  1957. 

Nils  Johan  Nilsson — EIN  NELIES  OXIMETER 
. . . Lund,  1957. 

Gunnar  Norden  — EFFECT  OF  9. 10-dimethyl- 
1 . 2-benzanthracene  PER  OS  ON  MICE,  ESPE- 
CIALLY ON  THE  STOMACH.  Lund,  1957. 
Gunnar  Norden  — OVARIAN  THECOMA.  A 
Morphological  Study  in  19  Cases.  Lund,  1957. 
Gunnar  Norden— STROMA  LUTEIN  CELLS 
IN  THE  OVARIAN  CORTEX.  Lund,  1956. 
Gunnar  Norden  & Bruno  Dahlberg — ON  OVA- 
RIAN ANDROBLASTOMA.  Lund,  1956. 

Einar  Sandegard — PROGNOSIS  OF  STONE 
IN  THE  URETER.  Stockholm,  1956. 

John  Sjoquist  — DETERMINATION  OF 
AMINO  ACIDS  AS  PHENYL  THIOHYDAN- 
TOIN  DERIVATIVES.  Lund,  1957. 

Nils  Tryding— STUDIES  ON  THE  METAB- 
OLISM' OF  BRANCHED-CHAIN  FATTY 
ACIDS.  Lund.  1957. 


BOOK  REVIEWS 

concluded  from  page  704 

CURRENT  SURGICAL  MANAGEMENT.  A 
Book  of  Alternative  Viewpoints  on  Controver- 
sial Surgical  Problems.  Edited  by  John  H.  Mul- 
holland,  M.D.,  Edwin  H.  Ellison,  M.D.  and 
Stanley  R.  Friesen,  M.D.  W.  B.  Saunders  Co., 
Phil.,  1957.  $10.00 

Unanimity  of  opinion  in  regard  to  therapeutic 
approach  is  unusual  in  medicine.  There  are  few 
conditions  in  which  all  physicians  agree  as  to  the 
preferred  method  of  treatment.  This  is  especially 
true  in  surgery  where  variant  opinions  lead  to 
differing  and  often  seemingly  opposing  approaches. 
In  the  United  States  these  differences  often  be- 
come regional  in  character,  and  the  surgical  treat- 
ment of  a given  condition  may  differ  markedly 
from  one  surgical  center  and  its  sphere  of  influence 
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to  another.  In  recognition  of  these  facts,  and  of  the 
need  for  a forum  in  which  surgical  authorities 
could  express  their  respective  viewpoints,  the  edi- 
tors of  Current  Surgical  Management  have 
produced  a volume  in  which  an  attempt  is  made  to 
explain  these  differences  concisely. 

By  covering  a wide  variety  of  topics,  and  by 
choosing  outstanding  surgeons  of  widely  different 
locales  and  opinions,  a “new  type”  of  surgical  text 
has  been  produced.  This  is  not  a hook  for  the  med- 
ical student,  hut  one  for  the  advanced  surgical 
resident  or  practicing  surgeon  who  can  evaluate 
the  opinions  of  others  in  the  light  of  his  own  ex- 
perience, and  then  “decide  for  himself”  which 
therapeutic  method  to  apply  in  a given  situation. 
Thus,  widely  differing  topics  such  as  the  treatment 
of  papillary  carcinoma  of  the  thyroid,  sliding  in- 
direct inguinal  hernia,  appendicitis  with  general- 
ized peritonitis,  and  perforated  duodenal  ulcer, 
to  mention  only  a few,  are  presented  briefly  by  the 
men  who  advocate  varying  methods  of  treatment 
for  these  conditions.  Each  problem  is  presented  in 
a separate  section,  and  by  keeping  this  volume 
handy  on  his  desk  or  bedside  table,  the  reader  can 
snatch  a few  moments  of  very  profitable  reading 
without  first  having  to  wade  through  lengthy  para- 
graphs of  background  material  and  statistics  which 
so  often  till  more  formal  reports  on  these  same 
subjects. 

In  a text  of  480  pages  in  which  an  attempt  has 
been  made  to  cover  so  much  material  it  is  obvious 
that  many  important  and  controversial  problems 
must  have  been  excluded.  Among  the  most  appar- 
ent of  these  is  the  absence  of  sections  dealing  with 
peripheral  vascular  problems.  The  roles  of  sympa- 
thectomy, arterial  grafting,  and  thromboendarte- 
rectomy  have  created  so  much  controversy  in  the 
surgical  literature  that  their  exclusion  from  this 
text  would  seem  to  he  a major  oversight.  In  addi- 
tion there  is  no  discussion  of  the  varying  aspects 
of  the  treatment  of  thromboembolic  disease,  an- 
other important  and  highly  controversial  topic.  It 
is  hoped,  however,  that  the  obvious  need  for  a text 
such  as  this  will  encourage  the  editors  and  pub- 
lisher to  make  the  current  volume  the  first  of  a 
series  of  Current  Surgical  Management,  and 
that  the  above  problems  and  others  will  he  dis- 
cussed in  future  editions. 

Banice  M.  Webber,  m.d. 
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DISTRICT  MEDICAL  SOCIETY  MEETINGS 


PROVIDENCE  MEDICAL  ASSOCIATION 

A regular  meeting  of  the  Providence  Medical 
Association  was  held  at  the  Rhode  Island  Medical 
Society  Library  on  Monday,  November  4,  1957. 

In  the  absence  of  the  president,  the  meeting  was 
called  to  order  at  8:30  p.m.  by  Doctor  Joseph  G. 
McWilliams,  Vice-President. 

Doctor  McWilliams  reported  that  the  minutes  of 
the  previous  meeting  of  the  Association  would  not 
be  read  unless  there  was  a request  for  the  reading, 
and  that  they  would  be  published  in  the  Rhode 
Island  Medical  Journal.  There  was  no  request 
for  a reading. 

Report  of  the  Secretary 

Doctor  Michael  DiMaio,  secretary,  reported  to 
the  membership  regarding  meetings  planned  by 
tbe  Staff  Association  of  the  Roger  Williams  Gen- 
eral Hospital.  He  also  called  to  the  attention  of  the 
membership  the  program  for  the  Interim  Meeting 
of  the  Rhode  Island  Medical  Society  to  be  held  at 
the  Medical  Library  on  November  13. 

T ribute  to  Doctor  E.  M.  Porter 

Doctor  McWilliams  noted  that  Doctor  Emery 
M.  Porter,  a past-president  of  the  Association,  had 
died  this  day  and  he  called  on  the  members  present 
to  stand  in  a moment  of  prayer  for  Doctor  Porter. 

Presentation  of  Membership  Certificates 

Doctor  McWilliams  presented  certificates  of  ac- 
tive membership  in  the  Association  to  the  physi- 
cians who  were  elected  to  membership  at  the 
October  meeting. 

Scientific  Program 

Tbe  motion  picture  film  The  Doctor  Defendant 
produced  by  the  William  S.  Merrill  Company  in 
cooperation  with  the  American  Medical  Associa- 
tion was  shown.  After  the  presentation  of  the  pic- 
ture, Doctor  McWilliams  called  upon  Doctor 
Francis  B.  Sargent  to  preside  and  to  lead  the  dis- 
cussion of  the  subject. 

Doctor  Sargent,  who  is  chairman  of  the  Rhode 
Island  Medical  Society  Committee  on  Medical 
Defense  and  Grievance,  made  a few  remarks  about 
medical-legal  problems  as  they  pertained  to  our 
Association.  He  emphasized  the  fine  record  that 


the  physicians  of  this  community  have  made  in 
keeping  legal  problems  down  to  a minimum. 

Doctor  Charles  J.  Ashworth,  president  of  the 
Rhode  Island  Medical  Society  Physicians  Service, 
was  the  second  discussant.  Doctor  Ashworth  elab- 
orated on  the  remarks  made  by  the  chairman. 

The  legal  members  of  the  panel,  Mr.  Charles  P. 
AVilliamson,  Legal  Counsel  of  the  Society,  and 
Mr.  Francis  V.  Reynolds,  chairman  of  the  Griev- 
ance Committee  of  the  Rhode  Island  Bar  Associa- 
tion, emphasized  and  elaborated  on  a number  of 
the  technical  points  brought  out  by  the  motion 
picture.  Their  discussion  brought  to  light  many 
important  medical-legal  questions  and  answers  that 
will  be  very  helpful  to  all  physicians. 

There  was  general  audience  participation  after 
the  formal  presentations  with  many  interesting 
questions  proposed  by  members  and  answered  by 
the  medical-legal  panel. 

" Whitehall  4-1500 ” 

The  evening  program  was  concluded  with  the 
first  showing  in  Rhode  Island  of  the  American 
Medical  Association's  new  motion  picture  in  color, 
designed  for  public  distribution  under  the  title 
Whitehall  4-1500,  the  Chicago  telephone  number 
of  the  American  Medical  Association. 

Adjournment 

The  meeting  adjourned  at  10:40  p.m. 

Attendance  was  118. 

Collation  was  served. 

Respectfully  submitted, 

Michael  DiMaio,  m.d..  Secretary 

BRISTOL  COUNTY  MEDICAL 
ASSOCIATION 

The  annual  dinner  of  the  Bristol  County  Medical 
Association  was  held  at  the  For’N’Aft  Restaurant, 
Warren,  Rhode  Island,  on  November  9,  1957.  The 
occasion  was  in  celebration  of  the  tenth  anniver- 
sary of  its  foundation.  Doctor  Arcadie  Guira,  pres- 
ident, welcomed  thirty-four  members,  their  wives 
and  guests.  The  ladies  were  presented  with  cor- 
sages of  chrysanthemums  made  by  Mrs.  Arcadie 
Guira  with  flowers  from  her  own  garden. 

Ulysse  Forget,  m.d.,  Secretary 
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[Since  1950... an  outstanding  record  of 
continuing  clinical  success  in  the  treat- 

Year  after  year,  Terramycin 

tn  DTvf  rkf  lnfoofimiG  ^ICOQCOC  continues  to  hold  its  enviable 
LllwllU  U1  HllCV/tlUUO  UlOCaOC/O  reputation  for  reliable  performance 

in  the  treatment  of  a wide  variety 
of  infections.  In  the  ever-growing 
literature  on  its  clinical  success, 
Terramycin  stands  firmly  on  its 
record  for  broad-spectrum  efficacy 
with  safety. 

TERRAMYCIN 


BRAND  OF  OXYTETRACYCLINE 


3linical  efficacy  further  confirmed 

1 1957  In  a controlled  trial  for  a period  of 

a year  at  seven  centers,  in  patients 
with  severe  bronchiectasis, 
Terramycin  was  “.  . . beneficial  and 
was  more  effective  than  oral 
penicillin.  ...  A more  pronounced 
effect  in  the  [Terramycin]  group 
was  observed  in  the  reduction  of 
disability  expressed  by  the  number 
of  days  confined  to  bed.  . . . The 
characteristic  symptoms  of 
bronchiectasis  can  be  modified  and 
the  natural  history  of  the  disease 
influenced  whilst  [Terramycin] 
therapy  is  maintained.”1 


l bailable  in  a well-tolerated  dosage 
frm  to  cope  with  every  need  of 
bad-spectrum  therapy:  Capsules, 
tflets,  taste-tempting  liquid 
nxtures,  special  preparations  for 
iprenteral,  topical  and  ophthalmic 
ui,  Terrabon®  and  Terrabon 
Idiatric  Drops. 

jl.jiarke,  C.  S.,  and  Knowelden,  J. : Brit. 


1957  In  Pertussis:  “Continued 

satisfactory  results  have  been 
maintained  with  [Terramycin].  . . . 
The  present  routine  management 
of  these  cases  consists  of  a 10  day 
course  of  [Terramycin]  . . . and 
during  the  last  six  years,  chiefly 
with  the  use  of  oxytetracycline,  the 
mortality  has  been  reduced.  . . ,”2 


A 


1957  Terramycin  “. . . used  with  success”3 

in  staphylococcal  pneumonia  and 
empyema. 


Pfizer)  Pfizer  Laboratories,  Brooklyn  6,  N.  Y. 
D i vision .'CTiks . Pfizer  & Co.,  Inc. 
leader  in  antibiotic  development  arid  production 


when  anxiety  must  be  relieved , 

‘Compazine’  works  rapidly. 

A few  hours  after  the  initiation  of  therapy, 
most  patients  notice  a lessening  of  their 
anxiety  and  tension.  Improvement 
continues,  reaching  a maximum  in  from 
3 to  5 days.  Patients  are  emotionally 
calm,  yet  mentally  alert. 


Available: 


S.K.F.’ s outstanding  tranquilizer 


Spansulet  capsules.  10  mg.  and  is  mg. 
Tablets,  5 mg.  and  10  mg;  and.  primarily 
for  use  in  hospitalized  psychiatric  patients, 
25  mg.  tablets. 

Ampuls.  10  mg.  (2  cc.) 


Smith , Kline  & French  Laboratories,  Philadelphia 

★T.M.  Reg.  U.S.  Pat.  Off.  for  prochlorperazine,  S.K.F. 
tT.M.  Reg.  U.S.  Pat.  Off.  for  sustained  release  capsules,  S.K.F. 
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